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OVERVIEW 

There is an epidemic in Oregon. It is costly, it is fatal and it grows 
rapidly. It can kill infants, children, adolescents and adults. In the killing, 
it does not discriminate between rich and poor, healthy and unhealthy. men and 
women, heterosexual and homosexual. There is no vaccine to prevent it. There is 
no cure for it. It is AIDS (Acquired Immune Deficiency Syndrome).! 

HIV (Human Immunodeficiency Virus) infection! is a medical condition. It may 
result in AIDS, a fatal communicable disease. Experts estimate that up to 12,000 
persons in this state are currently HIV infected, and the number is increasing. 
Between one quarter and one half of these people will develop AIDS within the next 
five to ten years. For the balance of those infected, the prognosis is uncertain. 
Some or all of them may subsequently Cevelop either ARC (AIDS Related Complex)! or 
AIDS. The uncertainty results from the fact that AIDS has only been recognized in 
the United States during the last five years. 

Currently in Oregon the number of AIDS cases doubles approximately every nine 
months. Faced with this escalating health crisis, the Oregon HIV/AIDS Policy 
Committee convened to develop a coordinated State policy to stop the epidemic, a 
policy that is responsive to the needs of both HJV infected and non-infected 
citizens. 

The Committee recognizes the fear and stigma currently attached to AIDS. In 
identifying and formulating both the issues and recommendations, this report seeks 
to address them in a responsible manner. 

This final report arose from a group process in public meetings. The 
Committee also elicited comments from a wide range of groups. The Recommendations 
represent the consensus of the Committee unless it is otherwise specified. 

The $22,754,982 total budget recommendations for the 1987-89 biennium fund 
response measures in five areas. Prevention Measures total $2,343,982 with 
$1,065,549 for Public Health and $1,278,433 for Education. $20,406,000 will fund 
the necessary Support Services. Coordination measures will require $5,000. No 
funds are necessary to implement either Insurance and Access to Care Measures or 
Rights Protection Measures. These budget recommendations reflect anticipated 
program costs for state agencies, including subcontracts. 

In light of the urgent nature of AIDS/HIV infection in Oregon, the HIV/AIDS 
Policy Committee strongly urges the adoption of these Recommendations, as it 
respectfully submits them to the Governor and Legislature for policy and funding 
action. 

!See pages 11 and !2 under "Clinical Progression" for definitions of AIDS, ARC and 
HIV infection. 



CHARGE TO THE COMMITTEE 

In January 1986 the Emergency Board of the Oregon Legislature instructed the 
State Department of HUman Resources to establish a statewide HIY/AIDS Policy 
Committee. The Committee's purpose is to examine the epidemic of HIV, ARC and AIDS 
in the Oregon cont~xt. Attendant to the general goal of establishing a 
responsible, responsive and effective statewide policy, specific charges to the 
Committee include: 

oIdentifying the current and projected scope of HIV infection and AIDS 
within Oregon 

~Identifying Oregon's current governmental and community agency response 
mechanisms to HIV, ARC and AIDS 

oRecommending the scope and level of services necessary to (1) prevent the 
spread of the HIY infection and (2) care for people diagnosed as having 
AIDS or ARC 

oRecommending budget appropriations, legislation and state agency actions 
appropriate to support the identified necessary services. 
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IN RESPONSE TO THEIR LEGISLATIVE CHARGE: 

Program 

at Ellis, Department of Education 
Special Education & Services Division 

~ Y;,o".rv\\ iN ~s N 
f1arge n/in, n.rL, Kaiser Permanente 
Repr nting A.F.l.-C.I.O. 

- -~ -.- ... __ _ __ ...... .. ...... ., .... v.,,· 

Richard Grant, State Health 
Planning and Development Agency 

atherine Knox 
Corrections Division 

7ZM1-7 ~k~~-
Thomas Koberstein 
Cascade AIDS Proj 
E cal f1i i 

and Drug Abuse 

~~/gd2J} 
Te Falk, J.D., Ph.D. Sherral Landsiedel, R.N., B.S.N. 
Health Care Attorney Lane County Health Services 

Care 

Spears, Lubersky, Campbell, Bledsoe Representing Oregon Nurses Association 

~j~~ J ~n,tt ;: L //),/ 
/l'tA ~ /(fi:ttll ,Z);4~e~<L11.k 

f1ichael Garl! nd, Ph.D. Robert La\'/rence, M.D., Kaiser Permanente 
Dept. Public Health & Preventive t~dicine Immune Deficiency Clinic 
Oregon Health Sciences University Re~resenting Oregon AIDS Tas~ Force 
,or~o~ Health Decisions l ~:t. 

~\C~~ llJ. r . '. ffll 
Kristine M. Gebbi£R~., CHAIR Hark Loveless, n.D. 
Health Division Northwestern Univ. r1edical School, 1975 

~ 
Board Certified Internal f.fedicine, 1980 

b7 ~~ ~ Board Certified Infectious Disease~ 1980 
/~~ Representing Oregon f1edical Association 

George G. Goldthwaite 
Oregon Public Health Advisory Board 
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John nunro 
Government Affairs Council 
R s~nti ~OC. Orego~ Industries 

Gary 0 n, r~.D. 
l1ultnornah Co. Dept. of Human Services 
Hea th Services Division 

'* 
Wayne Sepeda, Person With AIDS 

f~Mf0 
" Paul Starr, n.s.w. 

Cascade AIDS Project 

tdl~~ 
Cathy T~r, F.S.A. 
Insurance Division 

~ ",. /' \L0C",",-\fv,\ () 
\ \r '\.,~ v v ""',,AU 

Thomas Nard, ~tD. 
Associate Professor of r~dicine 
Oregon Health Sciences University 
Associate Chief of Staff for Education 
Chief, Infectious Diseases Section 
Portland VA f1edical Center 
Oregon AIDS Task Force 

R I., B.S. 
Benedictiri ursing Center 
Rt~presenting Long Tem Care Institutions 

*f1r. Sepeda participated in the \'Iork of this cOll'lMittee until his death Jan. 16, 1987. 

The follm"/ing persons have participated in Corrun'ittee meetings, but are not 
official Committee members: 

eDan Barker, Office of Drug and Alcohol Abuse 
@David Fleming, M.D.~ Health Division 
Gllaurence Foster, U.D., Health Division 
eTom Jovick, Ph.D., Adult and Family Services Division 
"Brm'm ncDona 1 d, Cascade AIDS Project 
oBonnie Uiderburg, Health Division, Secretary to the Cor.unittee 
oLester Wright, M.D., Health Division 
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SUMMARY OF RECOMMENDATIONS 

The following alphabetical listing of Recommendations identifies the body 
responsible for implementation, the necessary action and the budget appropriation 
requi red. IIActi on Requi red" refers to acti ons necessary upon submi ssi on of the 
Report. The appropriation figures do not include state costs for promulgating 
rules, enacting statutes or other administrative duties. As estimates, the figures 
do not reflect exact calculations cf the personal service components as computed by 
ABIS/PICS systems. These figures do not reflect costs for the private sector. 

RECOMMENDATION 

Access to Care 
lPage 60) 

Adult and Family 
Services Procedures 
(Page 74) 

AIDS Education 
Coordinatinq Committee 
(Page 52) -

Blood Testing­
Employment 
(Page 64) 

Case Management 
Contracts 
(Page 72) 

Citizens· 
Representative 
(Page 78) 

Communicable Disease 
Statutes 
( Page 27) 

RESPONSIBLE BODY 

oHea lth Di vi s ion 

QProfessional 
associations 

oHealth Di vision 

cProfessi ona'1 
associations 

eBureau of Labor 
and Industries 

GAdult and Family 
Services 

oHealth Division 

oHealth Division 
oBureau of Labor 

and Industries 

eDHR-Director·s 
Office 

oCitizens· 
Representative 

oLegislature 

ACTION REQUIRED 
APPROPRIATION 

REQUIRED 

oInitiate complaint 
resolution process 

0Participate in complaint 
resolution process 

cEducate health care 
practi ti oners 

oEducate health care 
practi ti oners 

oOAR re: health care 
practitioners 

oModify policies and 
procedures re: intake 
and recertification 

oMaintain privacy and 
confidentiality policies 

oAppoint Committee 
oMeeting costs 

QOAR re: occupations 
oClarify policy re: physical 

examination rules 

0Review operations 

oInitiate case management 
service contracts 

oProvide information, 
referral. evaluation and 
advocacy services 

oRepeal Venereal Disease 
statute (ORS 434) 

oAdopt amended Communicable 
Disease statute (ORS 433) 
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Condoms 
TPage 43) 

Confidentiality of 
Records 
( Page 66) 

Contact Notification 
{ Page 35} 

Dental Care Through 
Adult and Family 
Services 
( Page 76) 

Discrimination in 
Housing and Public 
Accommodations 
(Page 69) 

Employment 
Discrimination 
(Page 68) 

Health and Life 
Insurance 
(Page 54) 

iCounty Health oEducate and distribute 
Departments 

~Public and private oEducate 
health care 
practitioners 

cPrivate sector oIncrease availability 
busi nesses 

oLegislature oAdopt confidentiality 
statute 

oPublic and private oAdopt and comply with 
health and social similar confidentiality 
service agencies policies 

$ 50,000 

$ 0 

$ 0 

$ 0 

$ 0 

oHealth Division oPromulgate OAR re: $ o 
procedures 

oDevelop information packet $ 
eCounty Health Dept. Q)Comply l.IJith OAR $ 
~Public & private eComply with OAR 
health care 
practitioners 

QAGult and Family 
Services 

oProfes si ona 1 
organizations, 
health care 
practitioners and 
community agencies 

oBureau of Labor 
and Industries 

eBureau of Labor 
and Industri es 

oLegislature 

oInsurance 
Commissioner 

oHIV/AIDS Policy 
Committee 

sHIV/AIDS Policy 
Committee­
Insurance 
Subcommittee 

oClarify and distribute 
policies re: dental payments 
and emergency conditions 

QEducate 

oIdentify public 
accommodations 

oContinue policy 

oEnact statute re: 
HIV/ARC/AIDS screening, 
group health insurance 

oPromulgate OAR re: limits 
on HIV/ARC/AIDS screening, 
individual health insurance 
and medical-lifestyle 
questions 

oSubmit further insurance 
recommendations to 
Legislature 

oSubmit further insurance 
recommendations to full 
Committee 

$ 

$ 

$ 

$ 

$ 

$ 

$ 

$ 

* o 

6,000 

o 

o 

o 

o 

o 

o 

o 

*Integrated into Preventive Services Budget, page 10. For detail see page 38. 
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HIV/AIDS Policy 
Committee 
(Page 80T 

Informed Consent to 
Blood Testing 
(Page 62) 

Insurance Risk Pool 
(Page 58) 

Quarantine 
-( Page 40) 

Regulati.ng Risk 
Sites 
(Page 44) 

Reporting 
(Page 29) 

Schools 
( Page 47) 

eDHR 
,Health Division 

.Legislature 

eHealth Division 

eLegislature 

sHIV/AIDS Policy 
Committee 

GHIV/AIDS Policy 
Committee-Insur­
ance Subcommittee 

GlLegislature 

eHealth Division 

GLegislature 

ePublic health 
officials 

0Health Division 

oHealth Division 

0Public & private 
health care 
practitioners 

eHealth Division 
eCounty health 
departments, 
public & private 
schools 

.Extend Committee term 
oConvene Committee 
.Provide support staff and 
servi ces 

.Furnish Committee with 
monitoring reports 

$ 

$ 

$ 

~Enact statute re: Informed $ 
Consent to HIV testing and 
Health Division OAR authority 

,Promulgate OAR re: testing $ 
requirements, procedures and 
exceptions 

oEnact legislatipn re: risk $ 
pool or similar mechanism 

GConvene interim task force $ 
if necessary 

oSubmit Risk Pool Recommenda- $ 
tions to Legislature 

@Submit Risk Pool Recommenda- $ 
tions to full Committee 

iAdopt amended Communicable $ 
Disease Statute (ORS 433) 

@Promulgate OAR re:quarantine $ 

eAdopt amended Communicable $ 
Disease statute 

eAdopt policy $ 

@Provide information $ 

ePromulgate OAR re: anonymous $ 
reporting of ARC and 
asymptomatic HIV infection 

elnitiate and distribute $ 
reporting forms 

ePrepare and distribute $ 
educational materials for 
patients 

.Amend OAR re: laboratory $ 
procedures 

IComply with OAR $ 
sProvide education and 
counseling 

oAmend School Guidelines 
oAdopt Guidelines 

$ 
$ 

o 
5,000 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

o 

** 

o 

* 

* 

o 

* 

o 
o 

*Integrated into Preventive Services Budget, page 10. 
**Reflected into Target Group Education Recommendation. 

For detail see page 38. 
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Syringes/Needles 
(Page 45) 

Target Group 
Education 
(Page 49) 

Treatment Expense 
Funding 
(Page 70) 

eState and local, 
public and 
private drug abuse 
aqencies 

eH~alth Division 

eProfess i ona 1 
pharmacy 
organizations 

oHealth Division 

oCounty Health 
Departments 

GAlcohol and Drug 
Program 

eLegislature 

eAdult and Family 
Services Division 
& Senior Services 
Division 

Preventive Services Budget (Pages 38-39) 

IEducate clients 
,Promote availability 

$ 
$ 

o 
o 

~Research and report $ 12,000 
o ,Promote ava i 1 abi 1 i ty $ 

.Coordinate with pharmacists' $ o 
organization for education 

.Coordinate with pharmacy $ o 
organizations for information 
packets, educate members 

eEducate high risk 
individuals 

$ * 
.Contract to community $ 300,000 

agencies for high risk groups 
other than drug abusers 

tProvide materials and staff $ 560,583 
for general education and 
target group education of 
potential high risk groups, 
service providers and low 
risk groups; educate county 
AIDS trainers 

eEducate high risk 
individuals 

eProvide staff for general 
education and targeted group 
education of potential high 
risk groups, service 
providers and low risk groups 

$ * 
$ 375,850 

GContract to community $ 33,000 
agencies for educatio~ of 
drug abusers 

eAllocate funding to Depart­
ment of Human Resources for 
~~ptribution to Adult and 
:'."ily Services Division and 
Senior Services Division 

@Administer medical and 
support service funds 

TOTAL 

$16,800,000 

$ 0 

$ 1,003,549 
$22,754,982 

*Integrated into Preventive Services Budget. For detail see page 38. 
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BACKGROUND 

Definitions and History of the Epidemic 

In 1981 AIDS was first recognized in the United States. The U.S. Centers for 
Disease Control (CDC) began keeping statistics on the incidence of AIDS that year. 
The disease is now reportable in all 50 states. 

In 1984 researchers discovered the agent believed to cause AIDS. It is a 
virus called HIV (human immunodeficiency virus). Other names for this virus are 
HTLV'-III (human T-lymphotropic virus type III), LAV (lymphadenopathy-associated 
virus), or simply the AIDS virus. 

Modes of Transmission 

Current research demonstrates that HIV infection spreads in three situations. 
First, sexual contact with an infected person may transmit the infection. Risk of 
infection increases if certain unsafe sexual practices occur. Such practices may 
include: anal, oral or vaginal intercourse without using a condom, acts resulting 
in blood or urine in the mouth or any blood exchange, and sharing sex toys. 
Second, HIV infection may be transmitted through Gontaminated blood or blood 
products, including shared use of needles and syringes. Third, an HIV infected 
mother may transmit the infection to the fetus, newborn or nursing infant. 

There is no evidence for other mechanisms of spread, including transfer by a 
biting insect vector, saliva or simple casual contact with an infected person. 
There is excellent evidence that such mechanisms are not involved in the spread of 
AIDS. 

Persons at Risk 

Men who have engaged in male to male sexual contact without observing safe sex 
practices are at high risk of HIV infection. Persons who have shared needles and 
syringes, used intravenously, are at a similar high risk of infection. The number 
of Oregonians at risk as a result of these behaviors is unknown, but expected to be 
large. Hemophiliacs are a small group of Oregonians at very high risk of already 
being infected with HIV. 

Heterosexual men and women who have sexual contact with multiple partners 
without using safer sex practices face a growing risk of HIV infection. This group 
is expected to be even larger than those currently at high risk. 

Clinical Progression 

HIV may infect several different types of cells, especially T helper 
lymphocytes, one of the cells of the body's immune system. Infection may result in 
a decrease in the numbers of these lymphocytes, making the individual susceptible 
to certain infections and cancers. Infection is for life, and all infected persons 
are presumed to be capable of transmitting the virus to others. 
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Persons infected with HIV exhibit a spectrum of clinical conditions. When 
initially exposed to the virus, persons may experience an acute flu-like illness 
which lasts for up to two weeks and then spontaneously resolves. Once infected, a 
person may be totally free of symptoms for months or years. The mean incubation 
period may be at least five years. In one case the incubation period was at least 
eight years. The outer limits of the period has not been definitively determined. 

Ultimately, a large percentage of infected persons suffer medical consequences 
from the HIV infection. ARC refers to those illnesses other than AIDS caused by 
HIV infection. The illnesses do not include the specific infections or cancers 
seen in AIDS. The symptoms may, however, include persistent weight loss, severe 
fati gue, fevers, diarrhea and/or yeast i nfecti ons. ARC pati ents may conti nue t'O 
deteriorate and develop AIDS. AIDS is a severe disease of the immune system in 
which the immune system's capability of responding to infections or tumors is 
drastically reduced. The infections or tumors that people with this disease 
acquire are not ones to which people with normal immune systems are susceptible. 
The CDC estimates that 25 to 50 percent of persons infected with HIV will develop 
AIDS within 5 to 10 years after becoming infected. Experts do not know what effect 
the HIV infection will have on the remaining 50 to 75 percent of the infected 
persons after the initial five to ten year period. 

To date, AIDS has been nearly uniformly fatal. Most patients die within two 
years of diagnosis. At present, there is neither a cure nor a vaccine. Prevention 
is the only available method to stop the spread of the AIDS epidemic. 

HIV Screening 

Process The HIV antibody tests identify HIV exposure and presumed infection. 
These tests, which do not directly demonstrate the presence of the virus, may 
involve several separate tests. The first, called the ELISA test, is inexpensive J 

rapid, and highly accurate, especially for persons in high risk groups. Repeat 
testing on the same sample confirms an initially positive ELISA test. If this 
sample is repeatedly reactive, the results may be corroborated by a second, 
independent test called the immunofluorescence test (IFA). The Western Blot is 
another test used for corroboration. Only the samples found to be positive using 
the corroborative test following the multiple ELISA tests are classified as 
posi ti ve. 

Reliability The reliability of ELISA and IFA test procedures is high but depends 
on the timing of the test and the population being screened. Test results during 
the first few weeks after infection may not be reliable. It is thought to take 
approximately six to twelve weeks after infection for the body to develop high 
enough levels of antibodies for the antibody test to be positive. The infected 
person can infect others during this time. 

In general, the higher the prevalence of infection in a group, the greater is 
the predictive value of a positive test result. The process is considered better 
than 99 percent accurate for identifying infected persons from groups at high risk 
with a history of one or more of the following risk behaviors: 

0male to male sexual contact without observing safer sex practices 
eintravenous drug use 
oinjectable blood product use (hemophilia) 
osexual contact with persons at risk, including prostitutes. 
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The process is much less accurate for those who are not at high risk of 
infection. Thus, extra tests may be required to confirm and corroborate a positive 
result on the blood of a person not in a high risk group. See Appendix, page 83 
for an explanation of the difference in high risk vs. low risk populations. 

Costs of Diagnosis 

The cost for HIV testing procedure, including the extensive pre- and post-test 
counseling, averages $40 per patient. The initial diagnosis cost for ARC averages 
several hundred dollars. The cost of an AIDS diagnosis is even higher and 
dependent upon the range and sophistication of the diagnostic procedures required. 

Cost of Treatment 

Early in the epidemic, the CDC estimated that in 1984, the average charges for 
hospital care, per AIDS patient, was $147,000. This was based on the first 10,000 
AIDS patients in the United States. This estimate did not include the costs of 
outpatient care and support services. 

More recently, the California Department of Health Services estimated the 
average charges in 1984 for hospital care per California AIDS patient, was $67,340. 
The total estimated medical costs including outpatient medical treatment, but not 
support services, was $91,000. 

Most recently researchers from the Palo Alto (California) Medical Foundation 
and the Institute for Health Policy Studies, University of California at San 
Francisco, estimated the national average of hospital charges for AIDS patients 
based on 1984 costs. They ranged between $60,000 and 100,000 and were most likely 
between $60,000 and $75,000. They did not estimate the additional cost for 
outpatient medical care or support services. 

In Oregon, the Kaiser Permanente Immune Deficiency Clinic is the only agency 
which has developed cost of treatment information. Based on 12 patients treated at 
Kaiser Permanente from early 1984 through January 1985. the Clinic estimated that 
hospital, outpatient charges, and supportive service costs were approximately 
$52,000. This figure represents actual hospital and outpatient services at Kaiser 
Permanente, with charges reflecting those at community hospitals in 1984. The 
supportive services cost estimates were based on information provided by agencies 
serving those 12 AIDS patients in 1984. 

For the purposes of this report, $50,000 per Oregon AIDS patient is the total 
estimated cost for the 1987-1989 biennium. It includes state payment costs for 
hospital and outpatient charges, supportive service costs and the effect of drugs 
becoming available which prolong the lives of AIDS patients. This estimate should 
decrease if nursing homes, hospices and home care settings are more readily 
available to AIDS patients. 
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Long Term Prognosis 

The long term prognosis for infected persons who are as yet asymptomatic 
remains unknown. The CDC estimates that 25 to 50 percent of persons currently HIV 
infected will develop AIDS within approximately five to ten years. For ARC 
patients, an even greater percentage is expected to continue to deteriorate and 
develop AIDS. For AIDS patients, the outlook continues to be grim. 
To date, CDC has not reported a recovery from AIDS. However, experts anticipate 
eventual development of both a vaccine and an effective treatment. 
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SCOPE OF THE EPIDEMIC 

Current Status--Occurence of AIDS and Related Disorders 

International AIDS has been diagnosed in residents of many countries on all 
generally populated continents. Incidence is highest in central Africa and Haiti, 
followed by the United States. The majority of cases reported in Africa appear 
linked to heterosexual contact. 

National The Centers for Disease Control have estimated that in the United States 
at least 1.5 million persons are currently HIV infected. As of January 16, 1987, 
the CDC reported 29,536 cases of AIDS in the United States. Of these, 16,812, or 
56 percent, are known to have died. The total case count is now doubling about 
every 13 months. The chart below shows the number of new AIDS cases reported 
each six month period from 1981 through December 1986. 

# of 4000 

Cases 

~ 

II 

Cases of AIDS reported in 
the UoSe, January 1981 
through December 1986 

Diagnosed 
but not yet 
reported 
( estimated) 

Reported 
cases 

~ • ~.. ' .' ...'1 ,~ " 
1 • ~ 'i. ~ ~ 'f'.. '.~. • , ,,' ~. 

J-J J-O J-J J-O J-J J-O J-J J-D J-J 
1981 1.1 1012 102 1913 1913 1114 1184 1HS 

Six twtonth Interval 
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Oregon The Health Division has estimated that approximately 12,800 persons in 
Oregon are currently HIV infected. As of January 20, 1987, 128 cases of AIDS have 
been diagnosed and reported in Oregon. 125 males and 3 females have contracted the 
disease. Of Oregon's 36 counties, AIDS cases have been reported in the following: 
Clackamas-6, Coos-3, Douglas-I. Jackson-2, Jefferson-I, Josephine-3, Lane-9, 
Lincoln-I, Linn-2, Malheur-1, Marion-3, Multnomah-84, Polk-I, Tillamook-2, Wasco-I, 
and Washington-8. The graph below reflects the number by age, as reported to th~ 
Health Division through January 20, 1987. Age information reflects the age of the 
person at the time of diagnosis. 

AIDS CASES IN OREGON 
BY AGE GROUP (Through Jano 1987) 

aOT----------------------------------------------------------------------, 
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In addition to the cases diagnosed in Oregon, the Health Division is aware of 
20 other persons residing in the state who have AIDS but were diagnosed elsewhere. 
As of January 20, 1987 the Health Division has recorded 81 deaths, approximately 63 
percent of the reported cases. The number of reported cases in Oregon is now 
doubling approximately every 9 months, somewhat faster than the national average. 
This phenomenon is typical of moderate-incidence states, most of which are just now 
starting to experience the faster growth in cases as seen in the major urban areas 
a few years ago. The iceberg charts below demonstrate the estimated relative 
numbers of HIV infection, ARC and AIDS cases in Oregon for 1986 and 1989, as well 
as how the magnitude of the epidemic is expected to grow. 

~CTIUM (jf CtIGEQUElCES FR!J1 tny IRCTIOI 
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ARC AND 
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HIV INFECTION 

AS APPlI ED TO (lE6(lI 

----

1989 

1 Actual nuw~r of reported cases 

---80~000 to 160,000 cases2 

2 Based on national estimates of 50 to 100 infected persons per diagnosed AIDS caSE 

3 AIDS cases projected at current rate of doubling every 9 months 
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\, The chart below shows the number of new AIDS cases reported each si x months in 
Oregon from 1981 through December, 1986. 
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Future Status: Projections 

International Experts expect the number of AIDS cases to continue increasing in a 
near-exponential fa:.~ion for at least the next few years. With an uncertain 
incubation period and ~ith relatively free passage across international borders by 
infected people, it is unlikely that any geographic area is now free of the virus. 

National The U.S. Public Health Service (USPHS) forecasts that more than 270,000 
cases of AIDS will have been diagnosed by 1991 and more than 179,000 of these 
patients will have died. The US PHS projects 54,000 deaths in 1991. 

At present, the ratio of male to female AIDS cases in the U.S. is 15:1, with 
most of these cases occurring in men who engage in male to male sexual contact. In 
the next few years, as the virus spreads into the sexually active heterosexual male 
and female populations, that ratio will decrease, and its composition will change. 

Oregon For the next few years, the doubling rate for Oregon AIDS cases will 
probably remain between nine months and 13 months, with the best estimate being 
nine months. If the rate of doubling stays at nine months and the death rate stays 
at 63 per 100, a total of 600 cases of AIDS will have been reported in Oregon by 
July 1988, with 222 still living, and a total of 1600 cases by July 1, 1989 with 
592 still living. 

The chart below demonstrates the number of new AIDS cases by 
six month intervals through the 1987-1989 biennium. 
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SCOPE OF THE RESPONSE 

Internationa1 Until recently there has been limited coordination at the 
international level. The World Health Organization now recognizes AIDS as a global 
problem, but has taken few steps to address the issue beyond co-sponsoring a series 
of international symposia on AIDS. 

National The response to AIDS by gay organizations, government, civil rights and 
health agencies has been largely directed along three avenues: education! 
prevention, legal change, and research. 

Education/Prevention - The focus of the education effort has been to notify 
persons at risk of the means by which they may reduce or eliminate their risk 
of contracting the virus. There has also been an effort to educate the 
general population about how the disease is and is not transmitted. Since 
early in the epidemic, gay organizations have provided risk reduction 
education, and urged government agencies to provide funding for widespread 
education and research. The USPHS, through its Centers for Disease Control in 
Atlanta, has funded a substantial proportion of the education effort. 
Individual state and local governments have also committed local resources to 
this program, generally in proportion to the number of AIDS cases reported in 
that state. 

Legal - On the federal level, the U.S. Department of Health and Human 
Services, Office for Civil Rights, has issued a policy statement regarding 
AIDS and related conditions. According to the policy, Section 504 of the 
Rehabilitation Act of 1973 prohibits discrimination against persons based 
on the disabling effects of AIDS and related conditions. For detailed 
information, see Appendix, page 142. Many states and localities have enacted 
laws specifically aimed at the AIDS epidemic. These laws have related to 
areas similar to those addressed in this report. Few of the proposed new 
laws which restrict homosexual activities per se have been passed. From the 
beginning of the epidemic, gay and civil rights organizations have advocated 
for the rights of persons with AIDS and ARC and for persons considered at risk 
of infection. 

Research - Research funds have been expended to study the nature of the 
diseases, develop diagnostic tools to identify infected persons and develop 
drugs and vaccines. The Department of Health and Human Services, U.S. Public 
Health Service provides a large part of the funding for this effort. 
Substantial amounts of private funding are also devoted to AIDS and 
HIV-related research. 

Oregon 

State Agencies In general, state agencies have responded to the AIDS epidemic by: 
providing educational programs, establishing rights protection policies, 
administering medical and supportive services and managing federal grants which 
fund a variety of public health services, including testing and lab analysis. 
State agencies actively addressing HIV/AIDS are: 
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Bureau of Labor and Industries 

oEstablishing a policy that persons with AIDS ARC and HIV seropositive test 
results are handicapped for purposes of protecting their civil rights 
against discrimination in employment. See Appendix, page 84. 

eCurrently drafting rules that extend handicap protection to the areas of 
housing and public accommodation. See Appendix, page 86. 

Department of Commerce 

iEducating staff regarding HIV infection, ARC and AIDS. 

Department of Education 

~Assisting Health Division to develop and update HIV/AIDS guidelines and 
education curriculum for use in public school system. 

Department of Human Resources (DHR)-Adult and Family Services Division 

oProviding funds and staff support for medical services including hospitaliza­
tion, through Medicaid or GA (General Assistance) available to ARC or AIDS 
patients who meet eligibility criteria. 

oEducating staff regarding HIV infection, ARC and AIDS. 

DHR-Children's Services Division 

oEducating staff and institutional residents regarding HIV infection, ARC and 
AIDS. 

DHR-Director's Office 

oThrough DHR AIDS Task Force, developing curriculum for DHR agency AIDS train­
ing and providing practical guidance to agencies facing AIDS issues. 

DHR-Alcohol and Drug Program 

oDisseminating HIV, ARC and AIDS information to staff and clients of alcohol 
and drug abuse programs. 

eCollaborating with the National Institute on Drug Abuse and National Institute 
on Alcohol Abuse and Alcoholism concerning information and treatment of 
program participants. 

eContracting for consultation, technical assistance and laboratory tests for 
drug or alcohol clients and providing staff support. 

DHR-Corrections Division 

eEducating staff and prisoners regarding HIV infection, ARC and AIDS. 
oWorking with national corrections to develop policies for institutions, 
addressing legal and medical issues. 
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DHR-Health Division 

oAdministering AIDS grants awarded by the U.S. Department of Health and Human 
Services/Public Health Service. Contract projects include: Community Health 
Education and Risk Reduction ($148,826), Counseling and Testing Sites 
($123,551), and AIDS Surveillance ($93,963). Annual grants total 
$366,340 in federal funds. 

oMonitoring the incidence and studying the epidemiology of AIDS in Oregon. 
oProviding free lab resources for HIV antibody testing. 
oAdministering the statewide AIDS Education Program. 
GPreparing certified AIDS trainers who are sources of health information and 
provide educational programs at local level. 

oEducating persons throughout the state via informational programs. In 1986, 
staff presented over 300 programs for approximately 7,000 people. 

oPreparing updates and disseminating policy guidance on AIDS for schools, 
health care facilities and workplaces. 

oPraviding curriculum guides for teachers in Oregon schools. 
oEducating the public through printed materials~ telephone consultations and 
media appearances. 

0Administering trial program of anonymous HIV antibody testing in 33 Oregon 
counties. 

DHR-Mental Health Division 

eEducating staff and patients regarding HIV infection, ARC and AIDS. 
oAdministering payments for psychological care of AIDS patients who meet 
eligfbility criteria. 

DHR-Senior Services Division 

eEducating staff regarding IlIV/AIDS. 
oAdministering programs to provide skilled nursing care, home care 
services, alternative community care services, and special equipment for 
AIDS and ARC patients who meet eligibility criteria. 

Governor's Office-Citizen's Representative 

oResponding to informational inquiries regarding availability of state 
services. 

oReceiving complaints regarding state agency actions. 
oCoordinating with state agency personnel to provide information and 

resolve complaints. 

Local Government Response 

County health departments throughout the state either directly provide HIV 
testing and counseling or refer individuals to nearby county health departments for 
HIV testing and counseling. All but three (Benton, Lane and Linn) offer anonymous 
testing as an option. AIDS trained public health nurses and specially educated 
AIDS trainers offer a spectrum of services to individuals and groups. The services 
range from targeted educational programs to policy development assistance. Groups 
such as school students, prisoners at correctional facilities, county department 
heads, school nurses, community organizations, high risk groups, and staffs at 
various state and federal agencies have received AIDS information through the 
efforts of county health departments. 

-22-



Each county health department has a designated staff member who is responsible 
for HIV counseling and testing. See Appendix, page 87 for a listing. 

Community Organizations· Response 

Communi ty based organ; zati ons have contri buted substanti ally to the overall 
response in Oregon. Those currently active and exclusively devoted to AIDS matters 
are: 

Cascade AIDS Project (Primarily serving the Portland metropolitan area) 
.Educating and training groups and individuals regarding AIDS and, 

specifically, risk reduction behavior. 
~Providing emotional and practical support services for diagnosed individuals, 

their families, and loved ones. 
®Advocating for people with AIDS and ARC with local governments and private 
agencies to assure needed services. 

Coalition for AIDS Education (Primarily serving the Portland metropolitan 
area) 

oDesigning and presenting special education programs for groups expressing an 
interest. 

Mid Oregon AIDS/Health/Educational Support Services, Inc. (Primarily serving 
central and coastal Oregon) 

oOffering education and training for individuals in other community 
organizations so as to create a network of resource people in a variety of 
organizations within rural communities. 

eProviding community hotline services. 
GReviewing and making case recommendations for community volunteer workers. 
Glnitiating and lor participating in public meetings to provide health and 
risk reduction information. 

Mid-Valley Action Committee (Serving Lane County) 
0Advocating for persons who have AIDS, ARC or are HIV seropositive. 
eProviding education services, including community forums. 
eMaking referrals to appropriate medical practitioners. 
~Coordinating with other community organizations. 
eProviding support groups and limited other support services for persons who 
are HIV positive. 

Oregon AIDS Task Force (Statewide) 
aAssisting in formulation of health care policy regarding HIV infection, ARC 
and AIDS. 

oWorking with county health departments and community groups to formulate 
policies. 

0Providing educational programs for groups throughout the state. 

Shanti in Oregon, Inc. (Serving Lane County) 
eProviding emotional support programs for persons affected, either directly or 
indirectly, with AIDS or ARC, including counseling in pain management, 
wellness programs and death and dying. 

eOffering support groups for persons with AIDS or ARC, significant others and 
caregivers. 
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W;llamette AIDS Resource Council (Serving Lane County) 
0Providing education regarding safe sex practices. 
eOffering special outreach to drug abusers. 
eWorking to establish network with attorneys. 
eMaking targeted information available to medical and health care communities. 

Other organizations provide at least intermittent activities and programs 
devoted to HIV infection, ARC and AIDS. Many of these organizations are composed 
exclusively of volunteers, and their importance in the overall state response 
cannot be overemphasized. See Appendix, page 92 for the listing of resource 
agencies in Oregon. 

~ 
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RECOMMENDATIONS 

Basic Principles 

Several basic principles guided the HIV/AIDS Policy Committee as it addressed 
the wide range of issues surfaced by HIV, ARC and AIDS. These principles, 
identified below j provided the context for discussion and resolution. This listing 
of principles and attendant subparts is not a priori~ ranking. They are all 
interrelated and critical to an effective public policy. 

eStopping the spread of HIV infection, ARC and AIDS in Oregon is critical to the 
overall medical, economic and social health of this state. It is the 
responsibility of government, through public health agencies, to insure to the 
greatest extent possible, the protection of the general citizenry. 

-HIV infection, whether manifested as AIDS, ARC or other patterns of 
infection, is and will remain an extremely serious public health 
problem in the foreseeable future. Thus, preventing further spread is a high 
priority. 

-It is in the best health. economic and social interests of all Oregonians to 
promptly and responsibly address the issues raised by the presence of HIV 
infection, ARC and AIDS in this state. 

-Currently, education is the most effective tool available to combat the spread 
of HIV infection and improve use of treatment and support services. 

-New tunds should be allocated to carry out these recommendations. 

-Because of the extreme gravity of the AIDS epidemic, it is necessary to 
educate people in safe conduct of activities that are criminal, i.e., illicit 
IV drug use. 

0An effective HIV/AIDS policy must acknowledge and address the tensions arising 
between general public protection and individual freedom concerns. 

-Both the public health rights of uninfected persons and the civil rights of 
persons with AIDS or HIV infection should be recognized and protected. 

-Education and other non-coercive measures should be employed whenever there 
is reason to believe they will be effective. Coercive measures, such as 
quarantine, should be reserved for situations where non-coercive measures have 
failed or can be clearly expected to fail. 

-The protections of the handicap laws should be fully available to persons 
with AIDS, ARC or HIV infection. 

-Policies should be based on public health considerations, not fear. 
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9HIV/AIDS policy must recognize and address the anxiety created in high risk 
populations by fear of discrimination and stigmatization resulting from assocition 
with HIV infection, ARC and AIDS. 

-The recommendation process must reflect and respect the legitimate concerns 
of all those affected by the decisions. 

-Maximum use should be made of community groups having specialized 
communication skills and opportunities relative to specific target 
populations. 

-AIDS policy and law should attempt to eliminate the stigma of AIDS and 
discrimination against infected individuals. 

-Reporting and government services should be conducted so as to respect 
the confidentiality, dignity and privacy of clients. 

-The AIDS epidemic requires rethinking some public health laws. 

QEffective coordination of adequate educational, medical and support services 
is essential in responding to existing HIV infection, ARC and AIDS, as well as 
combating the spread of these conditions. 

-AIDS is a disease of such importance that public resources must be expended 
to assure preventive actions and access to quality medical services. 

-AIDS or ARC patients face many of the same financing and access issues 
as other persons with catastrophic diseases. 

~The scope of health education available to AIDS and ARC patients must not be 
limited to safer sex practices. 

-Where services exist, it is critical to assure continuing access and equal 
treatment in delivery. 

-Services should be coordinated so that funds are not unnecessarily expended 
as a result of duplication. 

-Consistent with the principles of sound medical practice and efficient fund 
use, treatment of AIDS should be provided in the least restrictive and least 
costly setting necessary for adequate care. 

-Wherever possible, without compromising the integrity of the insurance 
system, medical expenses should be covered by private health insurance. 

-No one who is medically ill should be without adequate care. 
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PUBLIC HEALTH MEASURES 

Communicable Disease Statutes 

Issue 

Statutory provisions determine how to respond to a particular disease or 
medical condition for the purpose of community protection. The provisions mandate 
the level of responsibility a local health department has in regard to providing 
services relative to a particular disease or medical condition, and the 
responsibilities for reporting conditions to official agencies. At issue is the 
appropriateness of ORS 433 (Communicable Diseases) and ORS 434 (Venereal Diseases) 
in relation to HIV, ARC and AIDS. 

Current Status 

ORS 433 requires reporting of all communicable disease and provides mlnlmum 
confidentiality protections. ORS 434 specifically identifies venereal diseases to 
be reported and provides a high level of confidentiality protection. It also 
requires local health departments to provide individuals free treatment for 
venereal diseases. 

ORS 434 also requires physicians to instruct persons having venereal diseases 
in precautionary measures, restricts advertising and distributing of venereal 
disease cures, and requires local health authorities to ascertain cases and sources. 
With these exceptions, the principal provisions of ORS 434 (reporting, examination, 
quarantine and isolation) duplicate provisions now found in ORS 433. 

Under Oregon Administrative Rule, because AIDS is a communicable disease under 
ORS 433, it is reportable by name. It is unclear if AIDS is a venereal disease 
within the current definition in ORS 434. No official action has been taken to 
classify HIV and ARC under ORS 433 or 434. 

Recommendations 

1. The Legislature should repeal the Venereal Disease statute, ORS 434. 

2. The Legislature should adopt the proposed bill submitted with this report. 
See Appendix, page 104. It amends the Communicable Disease statute, 
ORS 433 to: 

a. Provide in reporting all communicable diseases, a high level of 
confidentiality protection 

b. Require the Health Division to identify, by Administrative Rule, the 
communicable conditions to be reported 

c. Eliminate the requirement of local health department services to provide 
free treatment for ARC or AIDS 
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e. Reflect that public health officials should ~xercise quarantine authority 
only as a last resort, on a case-by-case basis, in rare instances where a 
person infected with HIV, ARC or AIDS knowingly and willfully exposes 
another to the infection in a manner or under conditions not likely to 
provide notice of potential exposure. See Appendix, page 110 for 
quarantine provisions within the proposed amendment of ORS 433. 

Rationale 

There is no public health justification for handling venereal diseases 
differently from other communicable conditions. In addition, general purpose 
consumer protection statutes have eliminated the need for any consumer protection 
statutes specifically restricted to venereal diseases. County health department 
resources should be used for free treatment only when such treatment is a cost 
effective means to reduce transmission of the disease, as it is for tuberculosis 
and gonorrhea. 

Budget Appropriation Required - $0 
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PUBLIC HEALTH MEASURES 

REPORTING 

Issues Common to Majority and Minority Reports 

It is well established in public health law and policy that health care 
providers should be required to report cases of certain communicable diseases to 
official public health agencies. Diseases have generally been selected for 
mandatory reporting if they meet three criteria: 

oThe disease is significant in its potential to cause serious illness, 
disability, or death 

eThe disease may spread from the identified case to others, or from the 
identified casels source to others and 

~There is some action the public health agency can take, in response to the 
report of a case, to prevent spread to others, and that action could not be 
taken without awareness of the case. 

On occasion, communicable diseases which do not fully meet these three 
criteria have been made reportable. This has usually been to support special 
epidemiologic studies or to provide estimates of the size and nature of the disease 
problem in the community for program planning and policy making. 

All categories of HIV infection (AIDS, ARC, and asymptomatic HIV infection) 
meet the three basic criteria for mandatory reporting. The infection is 
significant in its potential to cause serious illness, disability or death. It may 
spread from one person to others. The pub 1 i c health agency can provi de targeted 
counseling to infected persons and their contacts to reduce the spread of infection 
to others. Mandatory reporting of all categories of HIV infection could 
additionally be supported for the purposes of special studies, program planning, 
and policy making. 

Current Status 

Oregon Administrative Rules and the Communicable Disease statute require 
certain health care practitioners to report AIDS by name. ARC and HIV positive 
test results are not now reportable in any fashion. 

Recommendations Common to the Majority and Minority Report 

The HIV/AIDS Policy Committee, as a whole, notes that the recommendations presented 
by both the majority and minority reflect what each believes to be the optimal 
response in stopping a public health epidemic. Neither the majority or minority 
has hard statistical data available to support their respective recommendations. 

1. Health care practitioners should continue to report AIDS cases by name, 

2. The Health Division should promulgate an Administrative Rule to require 
reporting cases of ARC and asymptomatic HIV infection. The majority and 
mi nori ty differ as to whether these cases shoul d be reported by name. 
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3. The Health Division should initiate and distribute a form for reporting HIV, 
ARC and AIDS which requires the reporting health care practitioner to certify 
that the patient seeking HIV testing has been provided with an opportunity for 

-----------€GGoiURseling and/or educational materials. 

MAJORITY REPORT 

Issue 

AIDS, ARC, and HIV infection are currently different from other reportable 
communicable diseases in two key ways. The first has to do with the potential 
social stigmatization of those known to be infected. 

Other diseases have been associated with stigma. Tuberculosis, for example, 
has long been associated with poverty and particularly alcoholic derelicts. 
Syphilis has been associated with sexual promiscuity. The stigma generally 
associated with these other diseases, however, has much less potential for inciting 
bigotry, hatred, and significant discrimination than does HIV infection, ARC or 
AIDS. 

The association of male homosexuality and drug use with HIV infection does, 
unfortunately, create the potential for significant discrimination against persons 
identified to be infected. This potential dictates that the present mandate to 
report AIDS, as well as any extension of this requirement to include ARC and HIV 
infection must be balanced with commensurate safeguards of confidentiality and 
protection against discrimination. The need for this balance is emphasized by the 
extreme concern and undercurrent of panic about AIDS seen in some segments of the 
population. 

It is certain that fears about discrimination will keep many well, high risk 
persons from seeking the antibody test. It is possible that such fears may keep 
some persons with ARC from seeking diagnosis and care. Until these fears are 
mitigated by specific statutory protection, it is certain that mandatory reporting, 
by name, of positive HIV-antibody tests and ARC will discourge many from seeking 
the test, and thus lead to a serious underestimate of the number actually infected. 
It is equally certain that even statutory protection will not sufficiently allay 
the long-standing fears of discrimination. Therefore, a creative approach is 
needert in order to achieve the goals of reporting. 

The second difference from other diseases is the currently limited potential 
for preventive action by the public health agency. When a case of syphilis is 
reported, the patient and his or her contacts can be given penicillin to stop the 
infection. With HIV infection, no such definitive action is possible. Only 
education regarding sexual activities and needle sharing can be given, and that is 
effective only to the extent that the individual follows the advice. 

The purposes that could be achieved by mandatory reporting of all categories 
of HIV infection include: 

1. Assuring that persons with AIDS, ARC, or HIV positive tests receive 
counseling about how they can avoid spreading the infection to others 
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2. Assuri ng that .j nfected persons are encouraged to notify sexual contacts 
and needle sharing contacts so that they, too, can seek counseling 
regarding their possible exposure 

3. Defining the numbers of persons with AIDS, ARC, or HIV positive antibody 
test in the population for purposes of program planning, policy making, 
and funding 

4. Supporting special epidemiologic studies 

5. Assuring that affected persons are notified of effective treatment 
programs when they become available. 

Recommendations 

1. The Health Division should require, by Administrative Rule, reporting 
categories of HIV infection other than AIDS diagnosis (i.e., ARC or HIV 
seropositivity) through the anonymous system detailed below. 

2. All persons seeking testing for HIV infection should be counseled regarding 
risk reduction and notification of their sexual and needle-sharing partners. 
At a minimum, they should be given educational materials provided by the 
Health Division which contain information identified above, as well as 
information on local counseling and support services. 

3. For patients who seek HIV antibody testing, health care practitioners in the 
private sector should complete and sign a laboratory report form provided by 
the Health Division which: 

a. Specifies that the patient has been given the Health Division educational 
materials and has had an opportunity to ask questions about the tests, and 

b. Contains spaces for the following information: 

1. the patient's age, sex and county of residence 
2. whether the patient has had a previous positive HIV antibody test 
3. whether the patient has donated blood or plasma since 1977 
4. the date 
5. the test results (to be completed by the laboratory). 

4. Local health departments should follow the procedure described in 
Recommendation 2 for persons seeking confidential or anonymous HIV testing. 
Counseling will be done as part of pre-test screening, and documented in the 
patient's record by their counselor. Individuals with positive results should 
be reported anonymously and automatically by the Public Health Laboratory to 
the Epidemiology Section by means of a copy of the laboratory request form. 

5. The Health Division should develop and distribute educational materials to 
health care practitioners for use by their patients. 

6. The Health Division should require licensed clinical laboratories to accept 
serum specimens for HIV testing only if accompanied by a completed form as 
described above. 
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7. The Health Division should require licensed clinical laboratories in Oregon 
to submit the completed copy of the prescribed form to the local health 
department or Health Division for all individuals tested for HIV infection. 
It should similarly require health care practitioners to submit the completed 
form directly for patients whose serum was tested in laboratories outside 
Oregon. 

Rationale 

This approach will accomplish the goals of reporting. By not requlrlng HIV 
infection reporting by name, it will avoid the problem of decreasing numbers of 
people benefiting from counseling and testing. To the extent that anonymous 
testing increases the willingness of persons to interact with either local health 
departments or private health care practitioners there is an increasing opportunity 
to provide counseling and education to these people. To the extent that the 
counseling and education is effective, the spread of HIV infection is reduced. 
This reduction results in a cost savings, in terms of both human and financial 
resources. 

Budget Appropriation Required 

See Preventive Services Budget, page 38, incorporating reporting and 
contact notification costs. 

t~INORITY REPORT 

Issue 

The frightening extent of the AIDS epidemic has been documented in other 
portions of this report a.nd is the basis for this committeels existence. One of 
the major goals of thi s committee has been to propose means by \>Jhi ch the spread of 
this disease may be limited. It is our stand that only by reporting individual IS 

by name who are known to be infected by the AIDS virus can we limit the spread of 
this virus. 

From a medical and scientific viewpoint the spread of AIDS is not determined 
by who is actually ill (i .e. AIDS or ARC) but by who is infected with the virus 
with or without illness. Indeed, a strong case can be made that it is the infected 
asymptomatic individual who is most likely to spread the infection and the blood or 
sexual contact of this person who is most likely to be unknowingly exposed and 
infected by the virus. Thus, the ability to definitively contact the known 
carriers of this virus is paramount in diminishing the spread of the infection. 
Without the name of the index case, one must rely solely upon the good will of the 
index case for effective notification of contacts. Although this good will is 
usually present this is not always the case. In some risk groups it is highly 
likely that the infected individual will not notify possible contacts (i.e. IV drug 
abusers and prostitutes). 
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Furthermore, it is well recognized that individual health care providers vary 
considerably in their knowledge of AIDS and HIV infection and in their ability to 
counsel effectively. Only by insuring that HIV-infected individuals can be located 
can the effectiveness of the counseling be evaluated and the results of effective 
counseling upon behavior patterns determined. 

Finally, the majority report states that members of risk groups will not allow 
themselves to be tested if they are reported by name, and therefore they will not 
receive counseling. We maintain that the result of a test is irrelevant vis-a-vis 
behavior pattern alteration. All risk group members should alter behavior 
regardless of the result of an HIV test; counseling can be offered at separate 
centers without the HIV antibody test and with no need for identification. The 
majority report even states that lI education is available to persons at high 
risk ... 11 We agree, and feel that the reporting and education issues should not be 
confused. 

We agree that the potential for infringement of individual liberty is present 
if reporting by name is adopted. We believe strongly that although no breach of 
confidentiality has occurred to date in the Oregon State Health Division or Local 
Health Departments, explicit, strict, and severe penalties should be present and 
enforced if such a break should occur. Job, housing, health care, and insurance 
protections should also be adopted and enforced. 

It is indisputable that HIV infection and the related diseases constitute a 
major public health threat. Every member of the committee agrees that HIV 
infection meets the three basic criteria required for mandatory reporting of 
disease to the appropriate health department. We believe that the general public's 
welfare is best served by using the same criteria for reporting any stage of HIV 
infection by name as any other disease. Only reporting by name allows individuals 
to be contacted if and when therapy becomes available as proposed in the majority 
report. 

Recommendations 

1. All categories of HIV infection should be reported by name to the appropriate 
Health Departments. This should be accomplished by Administrative Rule if 
possible. 

2. The form suggested in the majority report should be used as described except 
for the addition of the infected individual's name. 

3. Educational materials and counseling should be available as described in the 
majority report independent of the person's decision to take or not take the 
HIV Antibody test. 

Rationale 

This approach will allow the goals of reporting to be met. Only this approach 
will allow accurate auditing of the system to assure, not just hope, that the goals 
of reporting are met. 

-33-



B~dget Appropriation Required 

Printing and mailing forms - $7,500 
Health Care 
Practitioner Education - $5,000 
Clerical Support .1 FTE - $3,600 

Submitted by: 

ttr~ S0}~1M .~ I 0f N 
Marg~ Erwln, R.N., B.S.N. 

~~ 
George G. Goldthwaite 

~~e<Pa'?m'04 
Sherral Landsiedel, R.N., B.S.N. 

/~f!ufirt ~~~ 
Robert Lawrence, M.D. 

'" \ hV'\1/\.Gt-0 \l.0Ct...;"\,& v~ 
Thomas Ward, M.D. 
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PUBLIC HEALTH MEASURES 

Contact Notification 

Issue 

No issue attendant to the HIV/AIDS epidemic requires more sensitivity and 
reflection than that of contact notification. The issue of contact notification 
arises when a person becomes aware that he or she is HIV infected. Because HIV 
infection is communicable, those persons who have shared needles or engaged in 
unsafe sex practices with the infected individual or have received blood 
transfusions from that individual may also be HIV infected. For the purposes of 
this Recommendation, those persons are designated "contacts." 

An effective policy regarding notification of potentially HIV infected 
contacts requires balancing legitimate concerns. On one hand, there is the 
critical public health concern for stopping the spread of HIV infection. The risk 
of infecting others is no less great if a person unknowingly transmits the HIV 
virus. In addition, there is consideration for that contact's right to make 
informed choices about his or her health. With a knowledge of potential HIV 
infection, a person may make a different choice concerning his or her own HIV 
antibody testing. That knowledge may also in~rease motivation to re~eive 
intensified education regarding safer health practices to prevent infection. 

On the other hand, a notification policy must respect a contact's right to 
privacy. When a person chooses to take the HIV antibody test, that choice includes 
the decision to interact with a health care provider. To that extent, the person 
chooses to surrender a degree of privacy. However, consent to medical diagnosis 
and treatment does not generally imply either the patient's consent to contact 
notification or the contact's consent to notification. Those contacts have not 
sacrificed their right to privacy, a right to choose whether or not to be known as 
being at risk of HIV infection. Identification with a high risk group, i.e. males 
who engage in male to male sexual acts, and IV drug users, often results in a fear 
of discrimination, stigmatization or criminal prosecution. To the extent that the 
HIV infected party choosing to be tested is a member of a high risk group, a person 
identified as a contact of that party can be associated with the risk group, and be 
possibly subject to the same discrimination, stigmatization and criminal 
prosecution if confidentiality is breached. Notification puts the contact in the 
position of taking a risk of confidentiality breach without the opportunity to 
choose such a risk. 

On the same side of the balancing as a contact's right to privacy is the 
resource issue. There is not an unlimited supply of funds available to address the 
HIV/AIDS epidemic in Oregon. The total incidence of contacts is not known. 
The cost of locating all contacts could well jeopardize funding other measures. 
Factors include: the five year presence of AIDS and the minimum eight year 
presence of HIV infection in the U.S., the relatively high frequency of 
non-monagamous sexual activities and the potentially high number of needle/syringe 
sharing opportunities. 

The balancing of these issues to reach a policy recommendation must be done in 
a context of certain underlying premises. There are four warranting specific 
discussion. 
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First, AIDS is a fatal disease and the number of cases continues to increase 
dramatically. Unless it is checked, the AIDS epidemic will become one of our most 
serious public health problems in terms of deaths and the drain on health care 
resources. 

Second, there are undoubtedly n large number of persons who do not perceive 
themselves at risk of HIV exposure yet unknowingly have been exposed. They include: 
children of infected mothers, female sex partners of closeted bisexual males, 
victims of sexual abuse or rape by HIV infected persons, recipients of blood from 
HIV infected persons, males who believe themselves to be in monogamous 
relationships with other males, sex partners of closeted IV drug users, and men who 
engage in male to male sex acts or IV drug users, who know they are members of high 
risk groups, but have not accepted the fact that the risk applies to them 
personally. This denial, "It can't happen to me," is widely recognized with 
respect to many kinds of risks. 

Third, the general fears of discrimination that many gay people feel are deep 
seated and well founded. Similarly, the IV drug user's fear of criminal punishment 
is real. Thus, a policy of mandatory contact notification of all contacts would be 
self defeating in that it would discourage potentially HIV infected persons from 
seeking appropriate testing, counseling or medical care. The result of such a 
policy could actually increase transmission of infection. Administrative and 
statutory assurances of confidentiality will not eliminate these long standing 
fears, at least in the span of a few years. 

Fourth, it is not the responsibility of a private health care practitioner to 
directly notify persons outside his or her practice that they are at risk of HIV 
infection as a result of contact with his or her patient. That is traditionally 
the role of the public health agency when the infected individual chooses not to 
make the notification. 

The Recommendations regarding a contact notification procedure are intended to 
achieve the maximum possible disease prevention benefit in the context of these 
four considerations. 

Current Status 

There is no statewide policy specifically addressing contact notification 
relative to HIV seropositive test results with the exception of blood transfusions. 

Recommendations 

1. Both public health department personnel and private health care 
practitioners, as part of pre- and post-HIV test counseling regarding safe 
health practices, should urge their clients to personally notify all contacts. 

2. During pre-HIV test counseling, health care practitioners discussing contact 
notification, should stress to the individual that contacts be strongly 
encouraged to interact with the local health department. It should be made 
clear that the reason for such an interaction is because the contacts have 
engaged in an unsafe practice and there is a need for education. If the 
individual is reluctant to personally confront contacts. the local health 
department and the private health care practitioner should offer to provide 
the individual with i·nformation packets regarding HIV infection information 
which the individual may send to contacts. 
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3. The Health Division AIDS Program staff should develop and distribute to local 
health departments information packets for contacts, to be used by the 
departments in the counseling process, or for distribution to private 
health care practitioners. 

4. If an HIV infected person expresses a reluctance to notify contacts, the 
private health care practitioner should inform the person that local health 
department staff, trained in contact notification procedures, is available to 
assist that person in notifying certain classes of contacts. If the HIV 
infected person chooses to use local health department staff to accomplish 
contact notification, staff should notify those contacts who have no reason to 
expect they are at risk of exposure. Such persons are: minors, female sexual 
partners of HIV infected promiscuous heterosexuals or closeted bisexual 
males, hemophiliacs, victims of sex abuse or rape by the HIV infected person, 
males who believe themselves to be in a monogamous relationship with an HIV 
infected person, sex partners of closeted IV drug users, or others identified 
as having little reason to expect they are at risk of exposure. 

5. If the health care practitioner responsible for an HIV infected person's 
care believes such person has not assured that sexual or blood contacts 
contacts have been notified of their personal risk of HIV infection, and if 
the practitioner knows the identity of such contacts, the practitioner must 
notify the local health department of the situation and provide it with the 
names of the contacts. The local health department must notify such contacts 
as would not otherwise be considered at high risk of exposure to HIV infection, 
as identified in Recommendation 4. The health care practitioner should advise 
the infected person of the notification. 

6. Information identifying such contacts of the index-infected person must not 
be part of the permanent medical record of the health care practitioner, and 
should be forwarded to the local health department. 

7. Local Health Department staff must comply with established confidentiality 
protections applicable to contact notification procedures. 

8. The Health Division should adopt rules where appropriate, reflecting the 
procedures identified in these Recommendations. 

Rationale 

Personal notification of contacts by the HIV infected person best protects 
privacy and state resources. These individuals should be counseled to notify all 
their contacts. Infected persons (whether with HIV or other communicab1e diseases) 
are often reluctant to confront those whom they have possibly infected. In the 
case of HIV infection, the incremental value of notifying contacts who should 
already know from general community education that they are at high risk is 
currently outweighed by the potential drain on available resources. These 
resources are better used to develop and deliver general education to all high risk 
group members. Thus, at this time, contact notification of only those who have 
little reason to suspect possible infection best balances all concerns. 

Budget Appropriation Required 

See Preventive Services budget, page 38, incorporating reporting and contact 
notifications costs 
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BUDGET 

PREVENTIVE SERVICES DIRECTED TOWARD INDIVIDUALS 

ITEM MAJORITY REPORT MINORITY REPORT 

ADDITIONAL 
#SERVED AMOUNT #SERVED AMOUNT 

- Counseling in STD Centers $387,875 0 
- Statewide coordinating, training 

91,233 0 and evaluation by Health Division 
- Individual counseling by local 

health department staff @ $34 ea. 
- Laboratory costs for HIV antibody 

testing @ $10.30 each 

10 ,000 $340,000 11 ,741 $ 61,370 

- Health Department notification 
of contacts (interview doctor, 
interview reported infected 
person, locate contacts and 
refer them for counseling) 

15,000 $154,437 

435 $ 30,004 

16,741 $ 17,932 

2,176 $133,173 

ADDITIONAL $212,475 

MINORITY $1,003,549 
REPORT 

MAJORITY 
REPORT 
TOTAL $1,003,549 TOTAL $1,216,024 

These figures are based on the seven basic assumptions listed below. To the 
extent the assumptions are incorrect, these estimates of cost and benefit will 
also be incorrect. 

l)The major justification for the majority approach to reporting is that 
reporting persons with HIV infection or ARC by name, and local health 
department notifications beyond those requested by the index case or 
required under Recommendation 5 could discourage persons from seeking 
counseling and testing. 

2hhe minority report is premised on the assumption that reporting of 
persons with ARC or HIV infection by name will not discourage 
individuals from seeking counseling and testing. 

3)That demand for testing and counseling services increases in response 
to education and increased awareness. 
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PREVENTIVE SERVICES DIR~CTED TOWARD INDIVIDUALS (Cont'd) 

4)5,000 additional tests coming in from the private sector are expected. 

5)That 20% or 435 of these uunaware" contacts will be identified and 
actively sought out by health departments under the plan outlined in 
Contact Notification Recommendations 2, 4 and 5, pages 36 and 37. 

6)That 1,741 uunawareu contacts will be identified by local health 
department notifications beyond those requested by the indexed case. 
(See Recommendation 4, page 30.) 

7)Given the assumptions outlined above, the contact notification used to 
justify the minority report would cost an additional $212,475 and an 
additional 1,741 uunawareu contacts would be notified. 

See Appendix, pages 128-129 for data basis for the preceding assumptions. 

-39-



PUBLIC HEALTH MEASURES 

Quarantine 

Issue 

Quarantine is the enforced separation of an infected person from those who 
that person is likely to expose to infection. Its purpose is to prevent 
transmission of a disease from one person to another. In the past few decades, 
persons with the authority to quarantine in Oregon have rarely exercised it. When 
they have, it has been to control the behavior of persons infected with diseases 
such as tuberculosis, which are airborne spread. For such highly contagious 
diseases, casual exposure to an infected person puts others at risk, which is not 
the case with HIV infection. 

Balancing against the availability of quarantine power is the recognition 
that quarantine is a significant infringement on constitutionally protected liberty 
rights. This balancing is within a context of other established legal measures 
available in responding to persons with HIV, ARC or AIDS that address the d~ngerous 
behavior. If such an individual is not mentally responsible for the behavior 
resulting in transmission, civil commitment procedures are appropriate. Criminal 
sanctions are available if a person with HIV, ARC or AIDS transmits the virus 
through an act of rape or to a child. The context also involves the concern that 
abuse of quarantine could prove counter-productive. There is a substantial 
possibility that actual or perceived abuse of the quarantine power would drive 
persons at risk away from educational or public health resources. This increases 
the possibility of transmission because of a lack of education. 

At issue are the conditions under which a quarantine is the appropriate public 
health response. 

Current Status 

The Administrator of the Health Division or a county health officer has the 
statutory power to "isolate or quarantine people ... or institute other preventative 
medical measures ... to prevent the spl'ead of communicable diseases of threat to the 
community. II ORS 433.106. ORS 434, which this Committee has recommended repealing, 
has simil ar authori ty for venereal di seases. The statutes al so authori ze us; n9 
quarantine as the sanction to enforce compulsory examination. Other coercive 
public health statutes (e.g. civil commitment under ORS 426) have been amended to 
comply with contemporary theories of due process and fair procedure. The current 
quarantine statute contains fewer due process protections than the civil commitment 
statute. The Health Division has submitted a draft bill, amending the current ORS 
433. That bill is the basis for Recommendations in this Report. See Appendix, 
page 104. 

Recommendation 

1. The Legislature should adopt the amended Communicable Disease statute, 
ORS 433. The Committee submits the draft bill amending ORS 433 with the under­
standing that it reflects specific principles and procedures: 

aPublic health officials should exercise quarantine authority only as a 
last resort 
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eQuarantine should apply on a case-by-case basis, in those rare instances, 
where a person infected with HIV, ARC or AIDS knowingly and willfully exposes 
another to the infection, in a manner or under conditions not likely to 
provide notice of potential exposure, after attempts to educate that person 
regarding disease transmission, and the person continues or intends to 
continue exposing others to infection. 

oQuarantine may be imposed only if four conditions are met. First, the person 
is afflicted with a reportable disease or condition. Second, the person 
poses a sUbstantial threat to public health. Third, the person is unable or 
unwilling to behave so as not to expose other persons to danger of infection. 
Fourth, quarantine is necessary and is the least restrictive alternative 
measure under the circumstances to protect or preserve the public health. 

oThe statute should require due process and fair procedure provisions for 
quarantine. Similar procedures should apply to mandatory examination and 
other public health orders. The particular procedures.should include: 
Circuit court proceeding initiated by a public health official, sworn 
affidavit and petition, a five-day limit on detention without hearing, 
notice stating the allegations and the person's rights, a probable cause 
preliminary hearing, an investigative report, court-appointed medical examin­
ers, legal counsel, appointed counsel if indigent, subpoena and cross 
examination of witnesses, proof by clear and convincing evidence, 60-day 
limit on court orders, discharge when the threat to public health has passed, 
and rehearing available after 60 days. 

eQuarantine procedures should be modeled after civil commitment procedures 
under ORS 426. 

2. Prior to Legislative hearings, the Health Division should conform the bill as 
necessary to the amendments to ORS 426 (the statute addressing civil commitment 
procedures) that the Interim Task Force on Mental Health has proposed and 
should make any other technical corrections needed. 

3. The Health Division should issue Administrative Rules for the use of quarantine 
authority in controlling various medical conditions, including AIDS, ARC and HIV 
infection. 

Rationale 

Respect for individual liberty protections demands judicious use of quarantine 
powers. Absent an individual's disregard of the rights of others, there is no 
health policy justification for using quarantine. Such an action by public health 
officials is no less than a step of last resort. Its use must be limited to 
specifi ca lly egregious si tuati ons and must conform to modern due process procedures. 

Budget Appropriation Required 

Administrative procedure - May require state funding of attorneys, physician 
and testing fees for indigent persons subject to quarantine procedures. There may 
also be administrative hearing costs. No data available on which to base cost 
projections. 
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Recommendation 

QUARANTINE 

MINORITY REPORT 

1. Because the HIV (AIDS) virus is not spread by casual contact. and because we 
believe established legal ·measures sufficiently address dangerous behavior, 
the use of quarantine is never appropriate as a public health measure to 
prevent the spread of HIV infection. 

Submitted by: 

Thomas Koberstein 

7c~J J~(/0J~ 
Paul Starr, M.S.W. ? 
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PUBLIC HEALTH MEASURES 

Condoms 

Issue 

The HIV infection is transmitted in semen. Among men who participate in male 
to male sex, and female sex partners of infected men, semen is the primary mode of 
infection. At issue is whether the state should establish a mechanism to routinely 
supply condoms in an effort to reduce the transmission of HIV infection through 
semen. 

Current Status 

No health agency currently supplies condoms without charge or on a routine 
basis as a response to the HIV epidemic. Local health departments provide condoms 
on a limited basis to clients of family planning services. Condoms are readily 
available for purchase in the private sector. The Cascade AIDS Project (Portland) 
has made condoms and accompanying wallet-sized safer-sex information cards 
available on a donation-requested basis at public establishments patronized by gay 
and bisexual men. This program was initially funded through a grant from the 
United States Conference of Mayors Research and Education Fund (COMREF). 

Recommendations 

1. Health care providers in public and private sectors should encourage condom 
use in all situations where there is a possibility that infected semen may be 
transferred from one person to another. This recommendation may be applicable 
in institutional settings. 

2. Encouragement of condom use should be in conjunction with other safer sex 
practice information. 

3. Government and private health agencies should encourage private sector 
businesses with high risk clientle to increase the opportunity for condom 
purchase i.e., installing dispensing machines. 

4. County public health departments should make condoms readily available to those 
people using their services or through community organizations doing outreach 
activities to high risk groups. 

Rationale 

Studies indicate that intact condoms provide protection against the transfer 
of the HIV infection from one person to another. To the extent that either cost or 
a lack of access reduces the use of condoms, the potential transmission of HIV 
infection increases. The economic and human cost of that infection warrants public 
fund expenditures. 

Budget Appropriation Required 

Condom Purchase - $50,000 (This represents the maximum forecast as 
necessary. The minimum is $20,000.) 
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PUBLIC HEALTH MEASURES 

Risk Site Regulation 

Issue 

Establishments exist where high risk sexual activities occur. Some 
jurisdictions outside Oregon have enacted regulations allowing local health 
officers to close establishments where these high risk sexual activities take place. 
At issue is whether either the Health Division Administrator or County Public 
Health Officers should exercise powers under ORS 433.106 to close such 
establishments. 

Current Status 

Neither the Health D'ivision Administrator nor any County Public Health Officer 
has acted to close such establishments. 

Recommendation 

1. The Legislature should adopt the bill submitted amending ORS 433. See 
Appendix, page 104. It requires that any coercive regulation of risk sites 
is subject to the same due process and fair procedure protections that apply 
to quarantine. 

2. Public health officials should adopt a policy reflecting that closure of high­
risk establishments is almost never warranted. 

3. The Health Division should assure that targeted educational information be 
made available at establishments where high risk sexual behavior occurs. 

Rationale 

Regulation of places where high risk groups engage in dangerous practices 
offers only questionable effectiveness in that unsafe sexual activities can occur 
in any semi-private place. It is more effective to use these places to disseminate 
information since they are congregation points for a segment of a high risk group. 

Unless the public health benefits from closing bathhouses were extremely 
clear, this action would be constitutionally suspect. Access to bathhouses and 
similar sites of risky sexual activity invokes two constitutionally protected 
ri ghts: freedom of associ ati on, and freedom of intimate personal rel ati ons. Gi ven 
the present relatively low enforcement level of laws governing other forms of 
semi-public sexual behavior, closing bathhouses could readily be challenged as 
unlawful discrimination. 

Budget Appropriation Required 

Included in the budget for Current High Risk Groups under the Target Group 
Education Recommendation, page 51. 
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PUBLIC HEALTH MEASURES 

Syringes/Needles 

Issue 

In the United States, recognized risk groups account for approximateiy 94 
percent of reported AIDS cases. Of that group, approximately 25 percent are IV 
drug users. The HIV virus is transmitted through hypodermic needles and syringes 
since blood is drawn into the syringe during injection. At issue is, whether 
distribution of sterile syringes/needles to IV drug users is the most effective and 
appropriate response to this mode of HIV transmission. 

Current Status 

Currently no state agency provides sterile syringes/needles to IV drug users 
as a health measure in response to the HIV virus. Unlike some other states, Oregon 
pharmacies sell sterile syringes/needles without prescription. 

Recommendations 

1. The Committee recommends against state agencies distributing sterile syringes/ 
needles for the purpose of reducing the transmission of the HIV virus. 

2. All state and local agency personnel and private counselors working with IV 
drug users should educate them regarding HIV virus transmission through 
sharing hypodermic needles and encourage them to avoid such acts. 

3. Public and private agencies should promote ready availability of sterile 
syringes and needles. 

4. The Health Division should research and report on the costs of distributing 
sterile syringes and needles in relation to the benefits of disease prevention. 

5. All pharmacies selling sterile syringes and needles should be required to 
enclose an information packet about AIDS. This should be accomplished by a 
cooperative effort of the Health Division and the pharmacy associa~ion. 

6. The Health Division and others active in this area should strive to 
eliminate any barriers to the ready availability of sterile syringes and 
needles for purchase in pharamacies in Oregon. Educational outreach efforts 
to pharmacists regarding their role in stopping the transmission of HIV would 
be appropriate. This could be in conjunction with the Oregon pharmacist1s 
organization. 

Rationale 

Promoting illicit drug use is contrary to the public policies against drug use. 
Nevertheless, recognizing that nearly one fifth (25 percent of 94 percent) of the 
AIDS epidemic is attributable to IV drug use, steps may be warranted to make IV 
drug use safer. 
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It is not known whether the cost of free distribution of syringes and needles 
can be justified in terms of disease prevention. There is, however. reason to 
believe that sterile syringes and needles are not always readily available. To 
that extent, easing availability of sterile syringes and needles could have a 
significant impact on the spread of AIDS. 

On the other hand, syringes/needles are potential barter or sale items for 
drug users. To the extent this occurs. government funds could indirectly subsidize 
illicit drug use. In addition syringe/needle sharing is often part of the ritual 
aspect of IV drug use. Providing sterilized syringes/needles to IV drug users is 
not likely to affect this behavior. 

Given the conflicting considerations and the public policy implications~ 
Recommendations beyond the ones included in this Report require additional study. 

Budget Appropriation Required 

Research and report - $12,000 
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PUBLIC HEALTH MEASURES 

Schools 

Issue 

HIV infection is not likely to be transmitted in the school setting, except 
in very unusual circumstances. On the other hand, many parents still fear that 
there is a risk of transmission in the school setting. School districts must. 
therefore, adopt policies about school attendance for children with HIV infections 
that effectively take into account the low risk of transmission and the public's 
fears. At issue is the procedure which should be used in public and private 
schools. grades K-12, to determine the conditions which allow a child with HIV 
infection, ARC or AIDS to safely remain there. 

Current Status 

Oregon Administrative Rule OAR 333-17-000(32) defines a "School Restrictable 
Disease" as "a disease which can readily be transmitted in a school setting and to 
which stUdents and/or employees in a school may be particularly susceptible." AIDS 
is transmitted only by sexual contact, blood exposure of broken skin or mucous 
membranes, and from mother to fetus. It is not a disease for which cases should 
ordinarily be excluded from school. 

Recognizing the degree of concern on the part of some parents. and the 
theoretical possibility that persons giving first aid to the bleeding injury of an 
HIV infectecd person could be exposed if basic precautions are not taken, the 
Health Division has issued AIDS-related guidelines for Oregon schools. See 
Appendix, page 131.) The guidelines recommend basic procedures to be followed in 
all instances of bleeding injuries. They also suggest that the school district 
superintendent form an ad hoc committee to determine whether and under what 
conditions an individual child with AIDS may attend school. The guide"lines suggest 
that the child be briefly excluded from school while the committee formulates its 
recommendation to the superintendent. 

The Committee believes these guidelines reflect good public health policy and 
satisfy the requirements of due process. The Committee particularly emphasizes the 
importance of proper first aid procedures for all bleeding injuries, because they 
provide special protection against the spread of the infection from the 
unidentified child with asymptomatic HIV infection. 

Recommendation 

1. Health Division shOUld amend the guidelines for public schools to more clearly 
reflect the ultimate deciSion-making authority of the county health officer to 
exclude a child if that child poses a risk to others in the school setting. 

2. The Health Division should amend the guidelines to more clearly reflect the 
ultimate decision-making authority of the school district to admit a child 
recommended for admi ttance by the county health offi cer. 
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3. Every public school district and every private school should adopt and 
implement either the Health Division policy or one which provides for 
individual determinations, based solely on sound public health policy. 
Policies should guarantee the student applicable constitutionally protec~ed 
due process rights. The Committee envisions a prompt decision-making process, 
not to exceed two weeks, except in unusual circumstances outside the control of 
the school district. 

4. Every local health department should either adopt and follow the Health 
Division policy or devise one which provides for individual determinations, 
based solely on sound public health policy. guaranteeing the student 
constitutionally protected due process rights. 

Rationale 

Denying a child access to 
AIDS to attend school requires 
protect the school community. 
in making such decisions must 
community, as well as reflect 

school is a serious action. Permitting a child with 
a clear understanding of the measures necessary to 
The procedures schools and local health officers use 

insure the rights of both the student and the school 
an educated response to AIDS. 

Budget Appropriation Required - $0 
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EDUCATION/PREVENTION MEASURES 

Target Group Education 

Issue 

Since neither a vaccine nor a cure for AIDS is expected in the next few years, 
the control of this epidemic must depend primarily on education. This education 
must inform those potentially at risk about how they can prevent exposure to the 
AIDS virus. 

Providing information to the general public is important. The education must 
be thoughtfully designed and carried out in a manner that persuades individuals to 
take the necessary steps to avoid exposure. 

Ideally every citizen should be educated regarding HIV infection, ARC and AIDS. 
In reality, it is not possible to educate all people concurrently, nor is it 
necessary to educate all people at the same level of detail. At issue is 
establishing the priority of identified groups for the purpose of providing 
appropriate information and the most effective method of targeting that educational 
effort. 

Current Status 

There has not been overall consensus and coordination regarding the precise 
composition of target groups for education. As a result of this lack of consensus, 
and significant underfunding, the current educational strategies are woefully 
i nadeq uate. 

Recommendation 

Appropriate efforts should be targeted to the following groups, lis~ed in 
pri ori ty order: 

1. Current High Risk These are men who engage in male to male sexual 
activities, intravenous drug abusers, females who engage in sex with either 
high risk males or intravenous drug abusers and sexual partners of 
hemophiliacs. These groups are currently at high risk whether or not they 
have been diagnosed as HIV infected. Education of these groups is a top 
priority. Funding should be made available to community groups which are or 
can be successful in education efforts. The Health Division should supervise 
the contracts to such groups other than those providing services to drug 
abusers. Those should be supervised by the Alcohol and Drug Program. 

2. Potential High Risk Three groups are at potential high risk. They 
include: 
,Prostitutes and those who engage in sexual activities with prostitutes 
sSexually active, heterosexual, non-monagamous individuals 
GYouth whose sexual activities and possible drug abuse patterns are not 
yet defined. 
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------ ---c-------------------

Community organizations in communication with young people should be 
encouraged to provide AIDS education, using materials and resources developed 
by the Health Division or other organizations. School programs are a high 
priority for youth. 

3. Service Providers This group is comprised of health care practitioners, 
dentists, police officers, firefighters, and social service providers. This 
group should be educated on the medical and emotional needs of HIV infected 
persons, procedures to prevent the spread of infection and the personal health 
practices HIV infected individuals should adopt to prolong their lives. 
Professional associations could be challenged to use their existing 
educational mechanisms to further this educational goal. 

4. Current Low Risk These are monogamous or sexually inactive persons who are 
not illicit IV drug users. Currently, this portion of society has the lowest 
risk of HIV infection. This group is central in defining the overall social 
climate and social response to the AIDS epidemic. One effective way to reach 
this segment of society would be through the workplace. Even before a 
specific AIDS issue arises in the workplace, employers should be encouraged to 
conduct or sponsor educational efforts with their employees to promote 
understanding of persons with AIDS, ARC or HIV infection and reduce panic 
reactions. The more the current low risk group understands the medical, 
social and economic aspects of the AIDS epidemic, the more effectively this 
state can address them. See Appendix, page 136 for Workplace Guidelines. 

Educational messages directed to the above groups should not be restricted 
solely to clinical and infection control issues. While persons with AIDS, ARC or 
HIV infection can participate in almost all social roles without risk of infecting 
others, fear and uninformed judgement can create an atmosphere in which persons 
with AIDS, ARC or HIV infection are inhibited from disclosing their condition even 
to essential medical or public health authorities. Elsewhere in this Report the 
Committee recommends legislation to protect confidentiality and the civil rights of 
persons with AIDS, ARC or HIV infection. It must be a specific educational goal to 
publicize the existence of these legal protections, and to promote the widest 
possible perception of safe and supportive clinical and social networks for the 
detection and management of HIV infec~ion, ARC and AIDS. 

Rationale 

Educational efforts warrant the highest priority. Classifying characteristics 
into groups and ranking the groups in terms of priority better focuses additional 
funding and program efforts. Funding of community groups, with better access to 
the high risk population, can assure more effective education. 
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Budget Appropriation Required 

Current High Risk Individuals - Budget incorporated in the "Preventive Services 
Budget, page 38. 

Current High Risk Groups 

1. Contracts to community organizations for group education 
for high risk groups other than drug abusers. 

2. Contracts to community groups for education of drug abusers. 

Potential High Risk Groups, Service Providers and Low Risk Groups 

1. County Health Departments 
General education and targeted group education for potential 
high risk groups, service providers, and low risk groups 

2. Health Division 
General Education and Targeted Group Education for Potential 
High Risk Groups, Service Providers and Low Risk Groups. 
Development of educational materials for use by private 
physicians, community organizations and health care 
providers 
Education of county AIDS trainers 

TOTAL 
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EDUCATION/PREVENTION MEASURES 

AIDS Education Coordinating Committee 

,'. 

Issue 

If the state of Oregon is going to address responsively and responsibly the 
HIV/ARC/AIDS epidemic, it must successfully identify and implement measures which 
provide maximum education of the highest quality to the population. The state of 
medical knowledge regarding HIV infection, ARC and AIDS changes rapidly. Other 
states and countries are experimenting with innovative methods of educating 
citizens. At issue is the method by which Oregon can best educate its citizens, 
whether they are persons \'Jith HIV infect'ion, AIDS or ARC, health care providers, 
elected policymakers, community organizations or members of the general public. 

Current Status 

There is no one group in Oregon with the ongoing responsibility for statewide 
AIDS education and information. 

Recommendation 

The Health Division should appoint an AIDS Education Coordinating Committee. The 
role of this committee is to plan and prioritize educational needs and resources 
for Oregon, to advise the Health Division on the appropriate distribution of 
educational program funds to community organizations, and to report on AIDS related 
educational needs and services in the state of Oregon. 

Membership of the AIDS Educati on Coordi nati ng Commi ttee shoul d be 'I imited to 15 
and, at a minimum, consist of: 

tOne representative of the Department of Education 
eThe Health Division AIDS Program Coordinator 
.Two physician members of the Oregon AIDS Task Force 
_Two representative members of the community organizations active in AIDS 
educational services. (The Policy Committee visualizes that a coalition 
of community organizations could be formed to promote communication and 
coordination of services, and to select the two representatives for the 
AIDS Education Coordinating Committee) 

lOne person with AIDS and one person with ARC who have demonstrated skills and 
motivation related to AIDS educational services 

eTwo representatives of county health departments 
.One nurse 
.One attorney with expertise in civil rights law. 

Appropriate geographic distribution should be taken into consideration when 
selecting representatives of community organizations~ persons with AIDS or ARC and 
persons from county health departments: 
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The function of the AIDS Education Coordinating Committee is to: 

cIdentify significant research questions and data needs related to the overall 
educational task and submit them to appropriate bodies and organizations 

.Communicate with other states and jurisdictions to assure that the best and 
most appropriate education on AIDS is available to the citizens of Oregon 

sConfer with the Conference of Local Health Officers (CLHO) regarding 
distribution of funds to local health departments 

eAdvise and assist the Health Division in providing and coordinating statewide 
educational services 

oEvaluate AIDS related educational needs and priorities for Oreg~n 
eIdentify the criteria for evaluating qualifications of community groups 
contracting to provide educational services 

oSolicit the participation of organizations and community groups, when 
appropriate, to meet edLlcational goals 

eRecommend to the Health Division an appropriate AIDS education budget for 
distribution to community organizations 

QReport regularly on the activities of the committee, and on the AIDS related 
educational needs, priorities and available services in Oregon. 

Rationale 

The implications of HIV infection are extensive in terms of scope and 
magnitude. To fragment responsibility for education at the statewide level is both 
inefficient and ineffective. One body must be the general resource point for the 
broad range of educational information available to meet the diverse needs of the 
population. 

Budget Appropriation Required 

Bi-monthly Meetings - $9,000 
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INSURANCE AND ACCESS TO CARE MEASURES 

Health and Life Insurance 

Issues 

The existence of AIDS, ARC or HIV infection in an individual surfaces a number 
of concerns related to insurance. First is whether screening for AIDS, ARC or HIV 
infection is ever an appropriate tool in determining eligibility for group health 
or life insurance. Second is whether an insurer should be able to increase rates, 
not renew, or cancel a policy based on the claim experience of that policy. Third, 
is the appropriate use of an AIDS, or ARC diagnosis in underwriting. Fourth is the 
appropriateness of insurers using sexual orientation as a basis for any insurance 
related decision. Fifth is whether insurers issuing comprehensive medical, 
hospital or surgical policies should be permitted to exclude coverage for HIV 
infection, AIDS or ARC. Sixth is the advisability of an insurance risk pool. 
Seventh is the appropriateness of construing HIV infection as a pre-existing 
condition of ARC or AIDS. Eighth is the range of enforcement mechanisms necessary 
to assure insurer compliance. 

This list of concerns is not a priority ranking, nor is it intended to be 
exhaustive. It reflects the areas initially identified by the HIV/AIUS Policy 
Committee and ser';les as a basis for the Recommendations that follow. 

Current Status 

Currently there is no Oregon statute or Insurance Division rule regarding the 
exclusion of AIDS or ARC in health insurance policies. Neither is there an Oregon 
statute or Insurance Division rule establishing the permissible effects of AIDS, 
ARC or HIV test results on obtaining either health or life insurance. In 
comparison, California, Wisconsin and District of Columbia do not permit insurers 
to use HIV antibody tests for underwriting purposes. 

The Oregon Bureau of Labor considers AIDS, ARC and HIV infection handicap 
conditions for the purpose of enforcing laws prohibiting discriminat'ion in 
empoloyment. This designation provides guidelines regarding screening for AIDS, 
ARC and HIV infection in terms of group insurance eligibility. 

ORS 746.015 prohibits discrimination in insurance. The Oregon Supreme Court 
has held that because of this statute in the insurance code, the public 
accommodations law does not apply to insurance. However, the group insurance or 
self-insurance benefits that an employer provides for its employees would be 
considered terms and conditions of employment within the meaning of state 
employment discrimination laws. 

No recommendation adopted under the insurance code would extend to employers 
provi eli ng insurance under II self-i nsured ll arrangements. nor woul d it apply to Oregon 
residents covered by policies of multi-state employer's associations where the 
group policy was issued outside Oregon. Except for state insurance or tax laws, 
federal law (ERISA) pre-empts state laws governing welfare benefit plans. 
Pre-emption may result in state labor laws regarding discrimination being found 
insufficient to eliminate discrimination in group health insurance plans. For 
employer plans outside the reach of the insurance code, denial of the employer's 
state tax deduction could be a possible enforcement mechanism. 
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ORS 743.471 addresses cancellation of insurance. It permits an insurance 
company to cancel or adjust premium rates for an individual policy on the basis of 
its claim experience. Today few policies contain such a provision. 

Recommendations 

1. The Legislature should enact a statute prohibiting the use of HIV infection, 
ARC and AIDS screening in determining eligibility for group health insurance. 
The term "screening" includes, but is not limited to, reviews of past medical 
records or tests or requiring testing. 

Rationale 

Group premiums are based on the group1s prior claims history. A person who 
is HIV seropositive may not experience increased medical costs at all, or 
may not experience them while covered under the group policy. As a result, 
the possibility of future health insurance claims, premised on HIV sero­
positivity, should not be sufficient to exclude an individual from coverage 
under a group plan. 

Budget Appropriation Required - $0 

2. Absent more restrictive recommendations by the HIV/AIDS Policy Committee, 
based on those of Insurance Subcommittee, the Insurance Commissioner should 
promulgate administrative rules which limit screening for HIV infection, ARC 
and AIDS in individual insurance. Screening for these conditions is 
prohibited when not done in conjunction with screening for health conditions 
of comparable severity. 

Rationale 

For insurance purposes, HIV infection, AIDS and ARC do not differ from other 
serious medical conditions. As a result, no justification exists for singling 
them out for screening. Further, a failure to treat HIV infection, AIDS, ARC 
and other serious medical conditions similarly implies a de facto policy of 
unfair discrimination under ORS 746.015. 

Budget Appropriation Required - $0 

3. The Insurance Commissioner should promulgate Administrative Rules assuring that 
as part of any health or life insurance procedure, an insurer may not use 
measures of any kind to determine an applicant1s sexual orientation. (See 
Appendix, page 140 for the National Association of Insurance Commissioners 
(NAIC) Model Guidelines on Medical-Lifestyle Questions and Underwriting for 
AIDS. 

Rationale 

An applicant1s sexual orientation is not a reliable tool in determining 
information necessary for health and life insurance purposes. 

Budget Appropriation Required - $0 
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4. The Insurance Commissioner should adopt Administrative Rules specifying 
minimum benefit standards under ORS 743.010(a) so as to require that all 
comprehensive major medical. hospital or surgical policies cover AIDS 
and ARC as they would any other serious medical conditions. 

Rationale 

Under comprehensive health insurance policies there is no justification for 
treating AIDS and ARC differently than other serious medical conditions. 

Budget Appropriation Required - $0 

5. The HIV/AIDS Policy Committee will submit additional insurance recommenda­
tions to the Legislature no later than April 30. 1987. As part of that 
process, by March 31. 1987, the Insurance Subcommittee will submit 
recommendations to the full Committee regarding the following issues: 

othe use of AIDS. ARC or HIV test results as a basis for underwriting, 
increasing premiums, refusing to renew or canceling individual health 
or life insurance policies 

othe development and implementation of a state risk pool as described in 
the Insurance Risk Pool Recommendation, page 58 

0the appropriateness of considering HIV infection a pre-existing 
condition with respect to AIDS or ARC 

othe value of adding new remedial provisions to the insurance code or 
extending public accomodation laws as enforcement measures. 

The HIV/AIDS Policy Committee endorses certain guidelines for the Insurance 
Subcommittee to apply as it develops recommendations. These include: 

elf an insurer may use HIV testing or an AIDS or ARC diagnosis in under­
writing individual insurance, it may use the results, at most, to 
exclude costs arising from these conditions. The insurer may not 
use such information to deny issuing a policy covering other conditions 

oHlV tests should not be permitted if they would be used as a de facto 
means of excluding individuals on the basis of sexual orientation 

0Any HIV testing procedures must meet adequate standards for reliability 

oAny restriction of insurance because of diagnosed ARC or AIDS should be 
based on a diagnosis by a qualified individual 

oInsurers should not be permitted to cancel or individually increase 
premiums on an existing policy merely because the insured person is 
HIV infected or is diagnosed as having ARC or AIDS. 

-56-



Rationale 

The HIV/AIDS Policy Committee recognizes and appreciates the importance 
and complexity of issues in these areas of insurance regulation. Accordingly, 
prior to submitting recommendations to the Legislature, the Policy Committee 
recognizes a need for further and more in depth consideration. At the same 
time, the Policy Committee believes that the balance of recommendations in 
this report is of such importance it warrants immediate presentation to the 
Legislature. 

Budget Appropriation Required - $0 
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INSURANCE AND ACCESS TO CARE MEASURES 

Insurance Risk Pool 

Issue 

Estimates of medical costs attendant to AIDS or ARC range from $36,000 to 
$147,000. It is, therefore, of crucial importance for a person facing this 
magnitude of medical costs to be assured of stable third party coverage. The 
recommendations regarding the use of HIV testing and AIDS or ARC diagnosis to 
screen for insurance coverage, to cancel an existing policy or to increase premiums 
do not address the effect of no health insurance on an individual. 

For persons with HIV infection, change in employment status can lead to the 
loss of group-rated health insurance. Although access to the group rate may be 
continued for up to 18 months through self-payment of premiums, it may often be 
that even these premiums become an impossible financial obligation for an 
unemployed person. Even if the premium for group-rated insurance can be met during 
the 18 month period, the price of individual insurance in the subsequent period is 
likely to be prohibitive. 

The predicament described above highlights a characteristic of our health care 
financing system which regularly creates a class of persons who are initially 
uninsured and must spend themselves into poverty before they become eligible for 
Medcaid or General Assistance sponsored health services. This issue is broader 
than AIDS or ARC policy. It concerns many other forms of catastrophic illness. 

Current Status 

Despite initial Congressional efforts to require states to develop health 
insurance risk pool, the last Congress adjourned without taking action. The 
National Association of Insurance Commissioners has adopted a model Health 
Insurance Pooling Mechanism Act. Currently 11 states have established such pools. 
Oregon has not. 

Recommendation 

1. The HIV/AIDS Policy Committee endorses the concept of a statewide risk 
pool as a source of health insurance for persons with AIDS or ARC and other 
catastrophic medical conditions. 

2. The Legislature should enact legislation creating a health insurance risk pool 
or an equivalent mechanism. It should be based on the HIV/AIDS Policy 
Committe recommendations. 

3. The HIV/AIDS Policy Committee should submit recommendations regarding a 
health insurance risk pool or equivalent mechanism to the Legislature no later 
than April 30, 1987. Such recommendations should be based on those submitted 
by the Insurance Subcommittee. 

4. The Insurance Subcommittee of the HIV/AIDS Policy Committee should submit 
recommendations regarding a health insurance risk pool or an equivalent 
mechani sm to the full Committee no 1 ater than March 31, 1987. These 
recommendations should include consideration of state financed premiums. 

-58-



5. If the Legislature does not complete action on indigent medical care this 
session, it should convene an interim task force on health insurance pooling. 

Rationale 

The psychological impact of having AIDS or ARC is a significant burden. It is 
the hallmark of a humane community to help alleviate at least the financial burdens 
attendant to serious illness. The American system of financing health services, 
which blends private insurance with government sponsored programs, regularly leaves 
a small but significant number of persons without reliable access to third party 
assistance in paying for needed medical care. 

For example, persons with HIV infection, ARC or AIDS who are uninsured, and 
whose income falls slightly above the guidelines for Oregon1s medically needy 
program must accumulate medical expenses equal to six times their monthly incomes 
before they are eligible for Medicaid services. The creation of a health insurance 
risk pool or some equivalent mechanism would help maintain continuous third party 
assistance for those who must face the psychologically devastating effects of AIDS 
or ARC or other catastrophic illnesses. 

A risk pool mechanism is sufficiently important and complex to warrant further 
investigation prior to submitting specific recommendations to the Legislature. As 
a result, recommendations currently submitted express the HIV/AIDS Policy 
Committee1s endorsement and agenda for assuring well reasoned recommendations in 
the risk pool area. 

Budget Appropriation Required - $0 

Note: A cost estimate for implementing specific recommendations will be 
submitted as part of the Mal~ch 31, 1987 report to the HIV/AIDS Policy Committee and 
the April 30, 1987 report to the Legislature. 
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INSURANCE AND ACCESS TO CARE MEASURES 

Access to Care 

Issue 

The HIV/AIDS Policy Committee believes that any person with HIV infection, ARC 
or AIDS should have access to appropriate medical and dental care within a 
reasonable distance of home. At issue is how best to assure such access. 

Current Status 

Access to hospital care has not been identified as a problem. There have been 
anecdotal reports regarding denial of access to physicians, long term care 
facilities and dentists. In addition, there are reports that some of those 
providers have charged for medically unnecessary services or overcharged for 
necessary services. 

The Bureau of Labor has determined that persons with AIDS or ARC, or who test 
seropositive for HIV infection are handicapped under Oregon's civil rights laws. 
See Appendix, page 134. As a result, the Bureau of Labor will investigate 
complaints alleging denial of treatment or additional fee charges to determine if 
illegal discrimination has occurred. 

Professional organizations significantly affect the standards and duties of 
care incumbent on health care providers. Those standards or duties are often 
reflected in codes of conduct or ethical cannons. They may be enforced formally or 
through peer pressure. 

Use of common law and licensing statues to address the access issue depends on 
the classification of care (emergency or non-emergency) and the classification of 
the care provider (facility or individual). Common law, as well as licensure and 
Medicare statutes, requires hospitals to provide emergency care. Oregon's IIgood 
samaritan ll statute, DRS 30.800, immunizes medically trained persons from most 
liability for malpractice or negligence in the course of providing emergency 
medical treatment. No law requires individual medical providers to give emergency 
care. No law requires either facilities or individual providers to provide 
non-emergency care. 

Licensing Boards and the Health Division, Health Facilities Section are 
empowered to consider access as an issue in licensing actions. The Health 
Facilities Section may adopt Administrative Rules addressing access issues. 

Recommendation 

1. Upon receipt of a complaint alleging that extra charges have been imposed by 
any health care practitioner either to provide medically unnecessary services 
or as a result of a discriminatory desire not to provide health care services, 
the Health Division should convene a meeting with the appropriate professional 
association to devise a solution, and advise the person to contact the Civil 
Rights Division of the Bureau of Labor and/or the Governor·s Citizens· 
Representative. 
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2. The Health Division should challenge health care practitioner groups to 
provide education to their members regarding the impact of HIV infection, ARC 
and AIDS on their work. (Refer to Target Group Education, page 49, for 
additional information.) 

3. The Bureau of Labor should adopt Administrative Rules identifying which health 
care practitioners are governed by discrimination in public accommodation 
rules. 

Rationale 

Access to care is critical to a person with AIDS, ARC or HIV infection. 
Because of the public health implications of AIDS, ARC and HIV infection, access to 
care is also critical to the protection of the community. Access to medical care 
should not be limited or denied for unlawful discriminatory reasons. The cost of 
that care must reflect only those charges which are realistically related to the 
condition. 

Historically health care professionals have been responsive to concerns 
expressed by their respective professional associations. If professional 
organizations are ineffective in addressing the problems arising in the access 
issue, actions which affect licensing or actions under the Public Accommodation 
Act may be warranted. 

Budget Appropriation Required - $0 

-61-



RIGHTS PROTECTION MEASURE 

Informed Consent to Blood Testing 

Issue 

Blood tests can determine the presence of HIV infection. At issue is whether 
informed consent should be required for such HIV blood testing. 

Current Status 

Informed consent is a fundamental legal rule governing medical diagnosis and 
treatment. It allows every individual to decide what shall be done to his or her 
body. Without doubt, informed consent is required in order to draw a blood sample 
for testing, unless some legal exception applies. However, current law on informed 
consent is less clear regarding the tests to be run on a blood sample. Voluntary 
blood donors in Oregon sign a detailed form granting consent to HIV testing. When 
blood is drawn for other purposes, however, HIV blood tests have been run without 
the patientls consent. 

ORS 677.097 specifies the procedure a physician or podiatrist must follow in 
obtaining informed consent. Some states (e.g. California) have required that 
consent to HIV testing be written, and others have statutorily required a specific 
disclosure form. 

Case law on informed consent has developed a number of exceptions to the rule. 
For example, no consent is necessary when there is a medical emergency, when 
informing the patient would be medically damaging, when treatment is compulsory 
irrespective of consent, and when third parties are endangered. In addition, many 
rules have been developed regarding consent by representatives for those unable to 
consent for themselves, such as minors and the mentally incompetent. 

Recommendation 

1. The Legislature should enact a statute which prohibits the testing of blood 
for HIV infection except where the individual to be tested has specifically 
consented to HIV testing or case law exceptions apply. The statute should 
also grant the Health Division rule making authority regarding the procedures 
sufficient to establish informed consent to the blood testing for HIV 
i nfecti on. 

2. Upon legislative authorization, the Health Division should initiate the 
rulemaking process. The rule(s} should require documented informed consent 
prior to any testing of an individual IS blood for HIV infection. The 
rules should be subject to case law exceptions where consent is not necessary 
except for third party endangerment. That exception should be limited to 
situations where the third parties have no reason to expect they are at 
high risk of exposure. Reporting Recommendation 6 identifies these persons. 

The procedure in ORS 677.097 is adequate for HIV testing. Further, while it 
is desirable to document who informed the patient, there is no need for the 
statute to require the patientls signature or any particular form of 
di scl osure. 

-62-



Rationale 

The law requires that an individual consent to the drawing of blood for 
testing. There is no medical consideration warranting less recognition of the 
right to consent to the tests to be run on it. 

Budget Appropriation Required - $0 
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RIGHTS PROTECTION MEASURES 

Blood Testing as a Condition of Employment 

Issue 

The Committee has received anecdotal information that some employers. 
responding to a fear of transmitting AIDS or ARC in the workplac~ have considered 
requiring HIV blood testing as a condition for obtaining or retaining employment. 

At issue is identification of the conditions under which such testing reflects 
sound public health policy. 

Current Status 

Currently no state or federal law specifically precludes employers from 
testing applicants or employees for HIV infection, ARC or AIDS. However, state and 
federal handicap discrimination laws discourage employers from such testing. 
Regulations under federal and state laws permit physical examinations of employees 
and applicants but prohibit adverse employment decisions based on handicap 
conditions (actual or perceived). See Employment Discrimination Recommendation, 
page 68. 

Recommendations 

1. The Health Division should, by rule, identify occupations where testing 
may be a bona fide condition of employment or an otherwise appropriate 
health measure. 

2. The Bureau of Labor should clarify that its physical examination rules apply 
to testing for AIDS, ARC or HIV infection. 

3. The Bureau of Labor should inform employers the occupations where testing for 
AIDS, ARC or HIV infection is permitted and that its physical examination rules 
apply to such testing. 

4. In cases where test; ng is appropri ate, persons expected to submit to testi ng 
must have prior notice of the test requirement and must give informed consent 
to such test. If testing is permitted as a bona fide condition of employment 
under Health Division rules, all persons employed in the identified positions 
must be subject to the testing. 

Rationale 

Any screening for HIV infection by blood testing is intrusive. A person's 
right to privacy must give way only in situations where protecting public health 
requires it. The Health Division is the appropriate agency to make such a 
determination. 
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Restricting the use of test results for employment decisions and requlrlng 
uniform testing assures that the procedure is used for protecting public health 
rather than, for example, confirming an employer's suspicion of an employee's 
sexual orientation or drug use. 

Budget Appropriation Required - $0 
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RIGHTS P~OTECTION MEASURE 

Confidentiality of HIV Information 

Issue 

A breach of confidentiality by public or private health care providers, social 
service agencies or others with respect to information identifying a person as 
having HIV infection, ARC or AIDS can result in devastating consequences to the 
person infected. It also jeopardizes the credibility, and thus, effectiveness, of 
systems designed to stop the spread of the infection. The stigma of HIV infection, 
ARC or AIDS is sufficient in itself to cause many to be reticent to even seek 
education or counseling, much less testing. For many, fear of a breach in 
confidentiality is second only to the fear of having HIV infection, ARC or AIDS. 
As a result, assuring the confidentiality of HIV test results and related 
information is 9. mandatory prerequisite for any public health response to the AIDS 
epidemic. At issue is the adequacy of current confidentiality protections. 

Current Status 

Oregon's general policy on the confidentiality of medical records is embodied 
in DRS 192.525. It carries no penalty provisions for breach of confidentiality by 
pub 1 i c exposu re. 

Currently, under DRS 433, public health agencies, including the Health 
Division and county health departments, are forbidden to disclose the identity of 
any persons reported as having a communicable disease. There are no penalty 
provisions to enforce the statute. 

California, Hawaii, Massachusetts and Wisconsin have enacted special statutes 
regarding confidentiality protections afforded to HIV related medical records. The 
Uniform Health Care Information Act also offers policy guidance. 

Many, but not all, health care professions require state licensing. The 
licensing provisions often include confidentiality protections. There is no 
penalty for violation except license suspension. Because of the seeming harshness 
of the penalty, licensing l;:'PIJS are rarely used to take enforcement actions for 
breaches of confidential~ty, Thus, not all health care providers are governed by 
licensing laws, and t(l t~le extent that they are, the licensing laws are not 
commonly used to enforce confidentiality provisions. 

Funding source requirements and internal agency policies determine the 
confidentiality protections available to client records in private social service 
agenci es. Thus, there is no uniformity of protecti on or enforcement mechani sms in 
these agencies. 

Recommendations 

1. The Legislature should enact a confidentiality statute prohibiting 
disclosure without consent of any medical information, including HIV test 
results, ARC or AIDS diagnosis. These statutes should apply equally to 
public agencies and the private sector. 
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2. The new statute should afford an array of remedies for unauthorized disclosure 
of protected medical information, including criminal penalties, civil 
penalities, licensure sanctions, and private actions. 

3. The legislature should model such a statutory change after AIDS confidentiality 
statutes that have been enacted in other jurisdictions. 

4. The new confidentiality statute should be in addition to the confidentiality 
requirements under ORS 433, the communicable disease reporting statute. 

5. The statute should provide exceptions for disclosure in extraordinary 
situations, along the lines of ORS 179.505(10). There should also be an 
exception for communications necessary in order to make reasonable accommoda­
tions to handicapped persons. 

6. Health and social service agencies in the public sector should have 
confidentiality policies and should ensure that these policies are enforced. 
Private sector social service agencies should be encouraged to develop 
similar confidentiality policies. 

Rationale 

All persons are entitled to privacy regarding their medical records. In the 
case of persons who seek HIV antibody tests or diagnostic assessments for ARC or 
AIDS that privacy is essential. Without it, the state compromises the 
effectiveness of its AIDS response strategy. 

Budget Appropriation Required - $0 
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RIGHTS PROTECTION MEASURE 

Employment Discrimination 

Issue 

At issue is whether current state statutory and policy provlslons adequately 
address persons with AIDS, ARC or HIV infection in the workplace. 

Current Status 

The Bureau of Labor has determined that discrimination against persons with 
AIDS, ARC or HIV infection is unlawful under state handicap discrimination laws. 
(ORS 659.400 et. seq.) The Bureau considers AIDS, ARC and HIV infections to be 
actual or perceived handicaps under the definition of "handicapped" in DRS 
659.400(2). See Appendix, page 84. 

Recommendations 

There is no need for further legislation regarding employment discrimination 
against persons with AIDS, ARC or HIV infection. The Bureau of Labor should 
continue to interpret state law as prohibiting discrimination on the basis of AIDS, 
ARC or HIV infection. 

Rationale 

There is neither a medical nor logical reason to exclude persons with ARC or 
HIV infection, or perceived as having AIDS, ARC or HIV infection, from being 
classified as handicapped. They are entitled to the same protection under the law 
as persons with other physical or mental handicaps. 

Budget Appropriation Required - $0 

-68-



RIGHTS PROTECTION MEASURE 

Discrimination in Housing and Public Accommodations 

Issue 

As is true with obtaining and retaining employment, absent government 
protection against discrimination, persons with AIDS, ARC or HIV infection may be 
denied housing and access to public accommodations. At issue is whether such a 
denial is permitted in light of the current Bureau of Labor and Industries policy 
establishing AIDS, ARC or HIV infection as handicaps affording protection against 
discrimination in employment and public accommodations. 

Current Status 

The Bureau of Labor and Industries has recognized AIDS, ARC or HIV infection 
as actual or perceived handicaps for the purpose of preventing discrimination in 
employment. See page 84. The Bureau of Labor has indicated that it is app~opriate 
to extend handicap protection to housing and public accommodation. See Appendix, 
page 86. 

Recommendation 

The Bureau of Labor and Industries should adopt Administrative Rules to make 
known, to the degree possible, those businesses and services that are public 
accommodations under the Oregon law and thus, may not discriminate on the basis of 
handicap conditions. 

Rationale 

There is no public health or social policy justification for treating persons 
with AIDS, ARC or HIV infection differently in employment, housing or public 
accommodation situations. Such persons are handicapped and entitled to protection 
against discrimination. 

Budget Appropriation Required - $0 
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SUPPORTIVE SERVICE MEASURES 

Treatment Expense_Funding 

Issue 

Support services and medical care costs for AIDS patients from diagnosis to 
death vary depending on the mix of services provided and the geographic location of 
the patient. It is estimated that in Oregon the cost of the full range of services 
for this pel~iod is $50,000 per patient. Some of this expense may be covered by 
pri vate insurance but state agency costs assume that at the ti me cases get to the 
stage of AIDS diagnosis the patients may have lost insurance benefits. At issue is 
the projected cost for the full treatment of AIDS patients for the 1987-89 biennium. 

Current Status 

Adult and Family Services Division and Senior Services Division are currently 
responsible for providing fund support for in-home care and various levels of 
hospitalization for AIDS patients. AFS will pay for 18 days of inpatient 
hospitalization for Medicaid clients and 12 days for General Assistance clients. 
This limitation creates an issue in a minority of AIDS patients, especially in the 
second and third year of the disease. 

State funding through these agencies is less than hospital charges. Complete 
fiscal data regarding the state costs for these patients is not available. 

Recommendation 

The Legislature should allocate sufficient funds between Adult and Family 
Services and Senior Services Division to pay for the necessary medical and support 
services care for the projected AIDS caseload from 1987-89. 

Rationale 

Because of loss of work and depletion of personal resources, it is estimated 
that 50 percent of the projected AIDS patients will become eligible for state 
funded services. 
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Budget Appropriation Required* 

$16,800,000 is to be allocated between Adult and Family Services and Senior 
Services Division based on the type of allowable expenditure category. This figure 
is based on the projected number of AIDS cases anticipated through 1989 (800) 
(Total number of AIDS cases through 1987-1989 biennium (1,600), less the number of 
AIDS cases living at the end of the biennium (592), less the cases diagnosed and 
dying during the biennium (208) equals 800 cases alive during the 1987-1989 
biennium and needing care) multiplied by the cost per case ($50,000) less the 
number alive at the begining of the biennium (125) multiplied by the cost of each 
of those cases ($50,000). This figure is multiplied by the estimated percentage of 
AIDS patients unable to pay for treatment (.50). The $50,000 estimate ;s within 
the range of estimates used nationally and reflects the conservative estimate of 
the Health Division. In addition, as drugs become available costs may increase. 

1989 = $40,000,000 
1987 = $ 6,400,000 

$33,600,000 
X.50 

$16,800,000 ** 

* This does not include treatment expenses for ARC. 
** This figure is not adjusted for potential insurance payments. Estimates of 

such coverage are not available. 
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SUPPORTIVE SERVICE MEASURES 

Case Management Contracts and Support Services Coordination 

Issue 

While the designation of a staff member in the Office of the Citizen's 
Representative (see page 78) will help alleviate many problems, other critical 
service needs remain. First, there is a need for advocacy of programs for persons 
with AIDS/ARC as a group. Second, it is necessary to coordinate and network the 
existing statewide services. Third, once a person with AIDS or ARC requires 
assistance from state agencies or community organizations, an ongoing case 
management system is necessary to identify current and anticipated needs, and 
coordinates availa~le local resources. At issue is the best method to address 
these service needs. 

Current Status 

None of these needs is being adequately met on a continuing basis for all 
persons with AIDS or ARC. 

Recommendations 

1. The Department of Human Resources, with the assistance of a representative 
committee, should review the operations of agencies providing support services 
to persons with AIDS or ARC. The function of this committee is similar to 
that of the Education Coordinating Committee. Specifically, it should seek 
appropriate ways to achieve networking and coordinating existing services, 
assuring client access to them, and advocating for the expansion of services, 
as well as the development of needed services. The Department of Human 
Resources should determine where it is most feasible to carry out these 
functions, however, it is essential that staff with sufficient authority be 
clearly designated to carry out these responsibilities. 

2. The Department of Human Resources should contract with public or private 
agencies, meeting standards for efficiency and effectiveness, to provide 
coordinated, ongoing case management services, as necessary, for persons with 
AIDS or ARC.* 

Case management services include: 

1. Assessing a broad range of client needs, (including but not limited to: 
general health care, psychological, financial, residential and 
employment) 

2. Working with public agencies (Adult and Family Services, Senior Services, 
Social Security, Office of Citizens' Representative, local government 
agencies), private agencies, and volunteers to meet client needs 

3. Monitoring client needs on an ongoing basis 

4. Troubleshooting for clients. 
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Rationale 

The Department of Human Resources (DHR) has within its jurisdiction a number 
of agencies which already serve persons with AIDS or ARC. One of the tenents 
underlying the existence of DHR is that more effective service can be delivered to 
people at less cost, if there is an umbrella agency to coordinate. Thus, DHR is 
the ideal agency to be responsible for such coordination of services. 

Budget Appropriation Required - $3,600,000 

The cost of managing an AIDS patient through the illness would depend on 
factors of whether existing systems or separate new systems are used. The existing 
systems would treat a patient the same as any other client of the supporting agency. 
Based on an estimate of 1,200 cases through the 87-89 biennium with 800 still alive 
at the end of the biennium, $2,400,000 for staff and at least one half the same in 
services and supplies ($1,200) is necessary for a total of $3,600,000. This makes 
the assumption that each staff member can have a caseload of 30 at a time. With a 
total of 800 cases to manage, this yields a need of 26.66 case managers, and at a 
cost of $90,000 per biennium per manager. 

* An excellent model for this type of program is described briefly in the AIDS 
Task Force Report to the Mayor of San Francisco. The public sector has 
contracted with community-based agencies to provide the following services: 
psychological support, assistance with the activities of daily living, 
(transportation, shopping, cleaning. etc.), low-cost, permanent housing, public 
education, an AIDS Hotline, home health care and psychotherapy/counseling. 
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SUPPORTIVE SERVICE MEASURES 

Adult and Family Services Procedures 

Issue 

Persons with AIDS or ARC inevitably require medical services. Adult and 
Family Services Division (AFS) provides financial assistance for medical services 
vnder Medicaid and GA (General Assistance). At issue is the appropriateness of 
current AFS confidentiality/privacy and eligibility procedures and policies 
regarding persons with AIDS or ARC. 

Current Status 

Persons with AIDS or ARC often apply at Adult and Family Services local 
offices for assistance. There are anecdotal reports concerning a lack of privacy 
in those offices. AFS has policies regarding privacy at reception and interview 
areas, and continues its efforts to assure adequate privacy. 

Adult and Family Services administers the state funded General Assistance (GA) 
program. It is designed as a short term disability program. Persons with ARC are 
eligible for GA if a physician certifies they are unemployable for at least 60 days. 
Persons receiving GA must provide written medical evidence of unemployability for 
each period of eligibility, usually 60 days. This process is known as 
recertification. It does not apply to persons with AIDS. They are eligible for 
Medicaid Title 19 programs which do not require recertification every 60 days. 

Recommendations 

1. Adult and Family Services should continue to take necessary measures to insure 
confidentiality of information at all AFS sites. 

2. Adult and Family Services should assure privacy at reception and service 
areas in local offices. 

3. At the initial intake interview Adult and Family Services staff should provide 
a list of all documents that will be needed by the AFS staff. 

4. Adult and Fami'ly Services should provide simplified recertification procedures 
for persons whose disability will last for longer than 60 days. AFS staff 
should make this process known and more readily available to treating 
physicans as well as clients with chronic disability conditions. 
Telephone recertification should be used to lessen the burden on debilitated 
clients. 

5. Adult and Family Services should continue to provide appropriate staff with 
necessary AIDS/ARC education. 
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Rationale 

Because of the sensitive nature of AIDS and ARC, persons requesting financial 
assistance for medical services have a legitimate expectation of privacy regarding 
their medical condition. This extends to the verbal and written information 
required by Adult and Family Services. As a result, privacy in reception areas, in 
interview areas and with respect to documents warrants special attention. 

By providing a listing of required documents at the initial interview, 
Adult and Family Services will be able to make eligibility decisions more 
efficiently. The benefit accrues to both the citizen and Adult and Family 
Services, by time savings to both. 

Requiring a recertification of continuing disability every 60 days for a 
person with ARC is unrealistic in light of the degenerative nature of the medical 
condition. The requirement causes unnecessary costs for processing the 
recertifications. 

The better educated AFS staff is regarding the issues involved in providing 
services to persons with AIDS or ARC, the more efficiently the services can be 
delivered. The more efficient the services are, the less cost there is in 
providing them. 

Budget Appropriation Required - $0 
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SUPPORTIVE SERVICE MEASURES 

Dental Care Through Adult & Family Services 

Issue 

AIDS and ARC are diseases which suppress the immune system. That makes 
preventive dental care and treatment essential. As a result, a dental condition 
which may not be an emergency in most persons could be an emergency to 
immunosuppressed persons, including those with AIDS or ARC. 

The emergency nature of some dental conditions and the fact that 
'- immunosuppressed persons with AIDS or ARC res ide throughout the state make it 

essential that all dental care providers are educated in the effects of AIDS and 
ARC. At issue is the best method of assuring dental care providers are educated in 
the implications of AIDS and ARC in dental treatment. 

In cases where persons with AIDS or ARC need dental care and are eligible for 
financial assistance for that dental care from Adult and Family Services Division, 
appropriate care is contingent upon the accurate determination of the nature of the 
service. At issue is how Adult and Family Services Division personnel can best 
identify those dental conditions for persons with AIDS or ARC which qualify for 
payment because of their emergency nature. 

Current Status 

Dental health care providers have not been uniformly educated as to the 
effects of AIDS or ARC on dental conditions. As a result, persons with AIDS or ARC 
with certain dental conditions may not be receiving treatment con5istent with their 
dental needs, in that the conditions are not recognized as emergencies. The AFS 
Dental Program provides only emergency dental care for adults. Failure to classify 
treatment of the conditions listed in the Appendix as emergency in nature can 
preclude AFS payments. For a list of conditions which may be emergencies for 
persons with AIDS or ARC, see Appendix, p. 139. 

Recommendations 

1. Adult and Family Services Division should clarify its dental payment policies 
to reflect coverage of the identified dental care for immunosuppressed 
persons, including those with AIDS or ARC, as emergency care. 

2. Adult and Family Services Division should distribute to all dental care 
providers in Oregon information relevant to dental conditions of persons with 
AIDS or ARC, including the list of conditions appropriate for payment 
coverage as emergencies under AFS rules. 

3. As referenced in the Target Group Recommendation, the professional organiza­
tions for dental care providers could be challenged to incorporate HIV, ARC 
and AIDS information into their continuing education programs. 

4. Health care practitioners and community agencies providing services to 
persons with AIDS or ARC should advise them about the need for preventive 
dental care and the effect of AIDS or ARC on dental conditions. 
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Rationale 

Adult and Family Services Division staff is in ongoing contact with numerous 
dental care providers. Thus it is in the best position to educate them regarding 
the proper reporting procedures for AFS payment. The change of classification of 
the identified dental conditions to emergencies makes it reflective of the true 
nature of the conditions in persons with AIDS or ARC. 

Budget Appropriation Required 

Information development and mailing costs - $6,000 
No specific data currently available regarding potential AFS Dental Program 

costs. 
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COORDINATION MEASURES 

Governor's Office-Citizens' Representative 

Issue 

Persons with AIDS or ARC need a variety of health care and support services. 
State and local government agencies, private non-profit agencies and other 
organizations provide a range of resources. 

Often a lack of information regarding the availability of help prevents a 
person with AIDS or ARC from receiving needed services. In other instances, mis­
information will result in the person with AIDS or ARC being denied available 
assistance. Rules and regulations governing eligibility for services or dictating 
limitations on services may not have been amended to address issues unique to the 
needs of people with AIDS or ARC. 

Heal th care provi ders and communi ty organi zati ons face the same issues 
regarding information, misinformation and obsolete regulations that face persons 
with AIDS or ARC. At issue is determining the most efficient and effective method 
of providing a central accessible resource for information and conflict resolution. 

Current Status 

The Citizens' Representative and staff work out of the Governor's office. The 
group functions to provide information, investigate citizens complaints and where 
possible, negotiate solutions to problems arising from a citizen's interaction with 
a state agency. The Governor selects the Citizens' Representative, who, in turn, 
selects staff. Until recently, no one in the Citizens' Representative's office was 
specifically educated in the needs of persons with AIDS or ARC, or the programs 
available through state agencies. 

Recommendation 

The Citizens' Representative should designate a staff member to act as a resource 
for AIDS/ARC services information, and an advocate for persons with AIOS or ARC who 
require services. Specifically, this staff member should: 

1. Establish and maintain resource files on all known government and community 
services (formal and informal) germane to the needs of persons with AIDS 
or ARC 

2. Provide information and referral service 

3. Maintain up-to-date information concerning eligibility requirements, 
procedures, and services available through state agency programs 

4. Facilitate client access into state agency programs 

5. Advocate for persons with AIDS or ARC on a case-by-case basis when there is 
an opportunity for specific case resolution leading to program improvement 

6. Evaluate and monitor ongoing services provided by state agencies 
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7. Identify tY'ends and recommend development of needed services to the Governor 
and legislature. 

Rationale , 

Placing responsibility in the Office of the Citizens' Representative assures 
centralized access at an agency traditionally associated with providin9 
information, resolving problems and advocating for citizens in need. ~s part of 
the Governor's staff. the Citizens' Representative may often be able to act more 
effectively on behalf of citizens than staff of state departments or divisions or 
local community agencies. 

Budget Appropriation Required - $0 
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COORDINATION MEASURES 

HIV/AIDS Policy Committee 

Issue 

The AIDS epidemic is relatively new in Oregon. Neither its direction nor 
scope of effect is certain. Much will depend on executive and legislative 
decisions regarding policy and funding. Much will depend on the choices individual 
citizens make regarding their health practices. Yet, there remains a degree of 
uncertainty as Oregon faces this new threat to its medical, economic and social 
health. As the epidemic evolves. issues may arise which are beyond those 
identified and addressed in this Report. At issue is whether there is a need to 
maintain a statewide policy committee to develop policy and program recommendations 
as new HIV/AIDS issues arise. 

Current Status 

The Emergency Board requested that the HIV/AIDS Policy Committee prepare and 
present a report addressing the current issues HIV/AIDS has surfaced and to make 
policy. program and budget recommendations. The Committee completes that work as 
it submits this Report. Currently there is no legislative basis for continuing the 
Committee. 

Recommendations 

1. The Legislature should continue to expect the Department of Human Resources 
to extend the term of the HIV/AIDS Policy Committee. 

2. Health Division should convene the HIV/AIDS Policy Committee at least 
quarterly and whenever issues arise regarding HIV, ARC or AIDS which 
significantly affect state policies or programs. 

3. The HIV/AIDS Policy Committee should regularly receive reports from the 
Education Coordinating Committee (see page 52) and the Committee work'ing with 
Department of Human Resources (see Recommendation 1, page 72). 

4. The Health Division should regularly furnish the HIV/AIDS Policy Committee 
with reports monitoring progress and implementing the Recommendations of this 
Report. 

Rationale 

There is no other body of diverse representation mandated to address the range 
of potential statewide issues that may surface as a result of the AIDS epidemic in 
Oregon. The best protection and use of this state's human and financial resources 
requires such a mechanism. 

Budget Appropriation Required 

Meeting/Report Costs - $5,000 

-80-



APPENDIX 

,', 

-81-



-------------

-82-



TEST RESULTS IN HIGH RISK V. LOW RISK POPULATIONS 

The following example demonstrates how a larger percent of the positive 
results of a test will be false in a low risk population than in a high 
risk population. 

Assume that a test will be positive in all persons who are infected, and 
that it will be falsely positive in only 0.1 percent of persons who are not 
infected. This excellent test is then used in two populations. One is a 
high risk group in which 20 percent are infected. The other is a low risk 
group in which only 0.1 percent are infected. The tables show the results 
in each group. 

TABLE I 

Test results in a group of 100,000 high risk people (20 percent or 20,000 
are infected). 

Present 
Disease 

Absent 

TOTAL 

TEST RESULTS 

POSITIVE 

20,000 

80 

20,080 

NEGATIVE 

o 

79,920 

79,920 

TOTAL 

20,000 

80,000 

100,000 

In ?W~~,$roup, a very high percentage of the positive test results 
(20:080 = 99.6 percent) are from people who actually have the disease. 

In ofner words, only a very small percent of the positive test results will 
be in "false positives. II 

TABLE 2 

Test results in a group of 100,000 low risk people (0.1 percent) or 100 are 
infected. 

POSITIVE 

Present 100 
D', :i;ease 

Absent 100 

TOTAL 200 

TEST RESULT 

NEGATIV E 

o 

99,800 

99,800 

TOTAL 

100 

99,100 

100,000 

In this group, very few individuals have posit~~h,test results. However, 
of those that are positive, only 50 percent (~)actually have the disease. 
This means that of the 200 positive tests, 50 percent are false positive. 

This statistical effect means that a positive test result has a different 
meaning for a high risk person than for a low risk person. In this 
example, the high risk person with a positive test has a 90 percent 
certainty that he or she is actually infected. On the other hand, the low 
risk person with a positive test has only a 50 percent certainty that he 
or she is actually infected. 
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BUREAU Of LABOR AND INDUSTRIES 
Mary Roberts, Commissioner 

March 13, 1986 

James M. Campbell 
Attorney at Law 
474 Willamette, Suite 303 
Eugene, OR 97401 

Re: AIDS and disability discrimination: Ur letter dated 2-28-86, 
received 3-4-86. 

Dear Mr. Campbell: 

This will acknowledge and thank you for the informative letter in caption. 

Your view on the problems in employment associated with HTLV-III infections, 
generically referred to as "AIDS", closely mirrors the current policy of 
the Civil Rights Division of the Oregon Bureau of Labor and Industries. 
We have adopted the rationale, as early as mid-1985, that adverse employ­
ment decisions by an employer based on the mere suggestion of infection 
with the vir'us would allow the offended employe to file with us under 
ORS 659.425. This opinion is based on Oregon Administrative Rules 839-06-
200 to 839-06-255 (copy enclosed) which outlines the Divisionis interpre­
tation of the statute. It is also based on available medical opinion res­
pecting the risk and manner of transmission and the degree of disablement 
involved. 

On February 27th, W. W. Gregg, Civil Rights Divisionis Quality Assurance 
Manager, acted as local discussion leader at Wfllamette Univerisity Law 
School in connection with the American Law Institute-American Bar Associa­
tion Video Law Review closed circuit telecast on "AIDS and the Law." 
Willamette was one of 43 viewing sites nationwide. Professor Leonard, 
whom I note you have copied with your letter, was one of the video presenters. 
Claudia Welch, RN, who works with Dr. McAllister, was discussion co-leader. 

The enclosed rules have been in effect since January, 1984; to date the 
Division has not promulgated any general announcement regarding AIDS. 
The Division has consistently answered inquiries from the employer community 
as well as from potential complainants to the effect that an adverse employ­
ment decision based on AIDS, ARC, or a sero-positive finding known to the 
employer would be a violation. Such a decision based on a perception that 
the individual employe or applicant is a member of a high risk group, and 
is therefore IItreated by an employer •••. as having an impairment ll (DRS 659.400 
(3)(c)(C) defining DRS 659.425 (1){i) would also be a violation. ~/e believe 
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SALEM 
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coos BAY -84-
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Coos Bily' Oregon 97420 
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James M. Campbell 
Attorney at Law 
Page Two 
March 13,_ 1986 

that no special rules regarding AIDS are necessary given the statute and 
existing rules. Thank you again for your interest. 

Very truly yours, 

CIVIL RIGHTS DIVISION 

W~/tA·~~ 
J8hnnie M. Bell 
Administrator 

Enclo:;ure: 

cc: Cascade AIDS Project 
Kristine Gebbie, Oregon Health Division Director 
Professor Arthur S. Leonard, Esq. 
Robert O. McAlister, Oregon AIDS Program Coordinator 
Ben Merrill, Esq. 
Abby Rubenfeld, Esq., LLDEF 
Bev Russell, Supervisor, BL&I/CRD Eugene 
Benjamin Schatz, Esq., NGRA 
Willamette AIDS Resource Council 

JMB:lof 
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BUREAU OF LABOR AND INDUSTRIES 
Mary Roberts, Commissioner 

October 28, 1986 

TO: 

FRor4 : 

HTLV-III AIDS Policy Committee 
fl;};? .u.. 

Johnnie Bel11~dministrator 
Civil Rights Division 

RE: Health Division/Bureau of Labor & Industries Meeting 
Regarding Handicap Discrimination 

This memo will confirm our understanding of the meeting held between 
Ted Falk, Larry Foster, David Fleming and Bureau representatives on 
October 15, 1986. In order to provide handicapped individuals the 
fullest protection under the Bureau's Civil Rights laws, the Civil 
Rights Division agreed to amend its Administrative Rules to cover 
handicap discrimination in housing and public accommodation. 

I concur with Ted Falk's assessment of the meeting as specified in 
his memo of October 15, 1986. 

Ted Falk 
Larry Foster 
David Fleming 
Marilyn Coffel 
Bill Gregg 
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COUNTY PERSONNEL RESPONSIBLE FOR 
HIV COUNSELING AND TESTING 

NOVEMBER 14, 1986 

BETH BAGGERLY 
Baker County Health Department 
2610 Grove St~eet 
Baker OR 97814 

JUDY LADD 
Benton County Health Department 
530 N.W. 27th street 
Corvallis OR 97330 

CAROL HILLS 
Clackamas County Health Department 
1425 So Kaen Road 
Oregon City OR 97045 

SHARON RICHARDS 
Clatsop County Health Department 
P.O. Box 206 
Astoria OR 97103 

KAREN LARD 
Columbia County Community Health 
520 Columbia Blvd. 
st. Helens OR 97051 

CARl-nNE PUGH 
Coos County Health Department 
Courthouse 
Coquille OR 97423 

BARBARA IRWIN 
Crook County Health Department 
203 North Court Street 
Prineville OR 97754 
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523-6414 x225 

757-6835 

655-8471 

325-8500 

397-4651 

756-2020 X510 

447-5165 



LOUISE LE CLAIR 
Curry County Health Department 
P.O. Box 746 
Gold Beach OR. 97444 

PHILLIS WEBB 
Deschutes County Health Department 
409 N.E. Greenwood 
Bend OR 97701 

SUSAN MOYER, R.N. 
Douglas County Health Center 
621 West Madrone 
Roseburg OR 97470 

Gilliam county Medical Center 
422 North Main 
Condon OR 97823 

CLAUDIA EVk~S, R.N. 
Grant County Health Office 
P.O. Box 70 
Canyon City OR 97820 

JANET MOSELY 
Harney County Health Office 
P.O. Box 551 
Burns OR 97720 

RACHEL SEIFERT 
Hood River County Health Department 
1109 June Street 
Hood River OR 97031 

TOM ROBERTS 
Jackson County Health Department 
1313 Maple Grove Drive 
Medford OR 97501 
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247-7019 

388-6616 

440-3500 

575-0429 

573-2271 

386-1115 

776-7300 



STAN VILlUS 
Jefferson County Health D~partment 
357 Sixth Street 
Madras OR 97741 

SUSAN GOODMAN 
Josephine County Health Department 
714 N.W. "A" st. 
Grants Pass OR 97526 

CHERYL ESPENLAUB 
Klamath County Health Services 
3300 Vandenberg Road 
Klamath Falls OR 97601 

PAT DESHAZER 
Lake County Health Office 
712 Center Street 
Lakeview OR 97630 

STEVE MODESITT 
Lane County Community Health & Social 
Services Department, Lane County Annex 
135 East 6th Street 
Eugene OR 97401 

JUDY WILSON 
Lincoln County Health Department 
255 S.W. Coast Hwy 
Newport OR 97365 

JEANETTA SIMONIS 

475-2266 

474-5325 

882-8846 

947-3373 

687-4041 

265-6611 X212 

967-3888 
Linn County Department of Health Services 
Courthouse Annex 
Albany OR 97321 

GAY MORINAKA 
Malheur County Health Office 
Courthouse 
Vale OR 97918 

889-7279 
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MARIAN BAKER 
Marion County Health Department 
3180 Center st., N.E., Rm 200 
Salem OR 97301 

PAT WRIGHT 
Morrow County Health Office 
430 Heppner/Lexington Hwy 
PO Box 799 
Heppner OR 97836 

VIC FOX 
Multnomah County Department of 
Human Services 
426 S.W. Stark, 7th floor 
Portland OR 97204 

MARGE COLTON 
Polk County Health Department 
Courthouse - Room 102 
Dallas OR 97338 

SUE CAMERON 
Tillamook County Health Office 
Courthouse 
201 Laurel Avenue 
Tillamook OR 97141 

SHARON KLINE 
Umatilla County Health Department 
431 S.E. Third 
Pendleton OR 97801 

CHERYL MILLER 
Union County Health Department 
Courthouse 
La Grande OR 97850 

MARY LOU BRINK 
Wallowa County Health Department 
P.O. Box 272 
Enterprise OR 97282 
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588-5357 

676-5421 

248-3700 

623-8175 

842-3413 

276-3211 

963-1015 

426-3627 



CARLA CHAMBERLAIN 
Wasco-Sherman County Health Department 
400 East Fifth street 
courthouse Annex A 
The Dalles OR 97058 

JOYCE WESTBY & JOAN DERRY 
Washington County Health Department 
265 S.E. Oak 
Hillsboro OR 97123 

Wheeler County Health Office 
c/o Asher Clinic 
P.O. Box 307 
Fossil OR 97830 

296-4636 

648-8881 

PAT BILODEAU 472-9371 X555 
Yamhill County Health Center 
412 North Ford Street 
McMinnville OR 97128 
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RESOURCE DIRECTORY 
Introduction 

The agencies listed in this Resource Directory offer educational 
programs/material and/or support services related to HIV infection, 
ARC and AIDS. Members of the HIV/AIDS Policy Committee and Health 
Division staff have provided the information. Services information 
has been included where known. The agencies are listed in groups 
under the following headings: Community Based Organizations, Medical 
Screening, Home Health Agencies and Health Care Professional 
Associations. 

COMMUNITY BASED ORGANIZATIONS 

CASCADE AIDS PROJECT 
408 S.W. 2nd Ave., Suite 420 
Portland, OR 97204 
503/223-5907 

CONTACT PERSON: Tia Plympton or Paul Starr 
SERVICES PROVIDED: Educating and training groups and 
individuals regarding AIDS and specifically risk 
reduction, also providing emotional and practical 
support services for diagnosed individuals, their 
families and loved ones. 

COALITION FOR AIDS EDUCATION 
3231 S.E. 50th St. 
Portland, OR 97206 
503/229-5792 

CONTACT PERSON: Claudia Webster 
SERVICES PROVIDED: Designing and presenting special 
education programs for groups expressing an interest. 

COUNSELING CENTER FOR SEXUAL MINORITIES 
SERVICE PROVIDED: Telephone referral assistance from 
7 pm until 11 pm 
503/228-6785 

ECUMENICAL MINISTRIES 
0245 S.W. Bancroft Street, Suite B 
Portland, OR 97201 
503/221-1054 

SERVICES PROVIDED: Educating the religious leadership 
and encouraging pastors to cooperate with service 
organizations. 

This information current as of 10/1/86 
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GAY AND LESBIAN ALLIANCE 
P.O. Box 813 
Roseburg, OR 97470-0166 
503/672-4126 

KAISER PERMANENTE HEALTH GROUP 
503/280-2000 (Information Center) 

SERVICES PROVIDED: Weekly group meeting arranged by 
Jean Monohan, M.S. in Health Center East Medical 
Offices, 3414 N. Kaiser Center Drive, Portland, OR 
503/249-8555, Ext 3063 

Home health/hospice program--not necessarily specific 
to AIDS/ARC, but available to them. 
CLINICAL IMMUNOLOGIST: Robert Lawrence, M.D. 
CLINICAL ONCOLOGIST: J. Thompson Leimert, M.D. 

MEN'S RESOURCE CENTER 
2036 SE Morrison 
Portland, OR 97214 
503/235-3433 

SERVICES PROVIDED: Individual and group counseling 
for men. 

METRO CRISIS CENTER 
503/223-6161 or 503/658-8636 
SERVICES PROVIDED: 24 hour emergency phone counseling 

METROPOLITAN COMMUNITY CHURCH 
1644 N.E. 24th Avenue 
Portland, OR 97232 
503/281-8868 

CONTACT PERSON: Rev. Gary Wilson 
SERVICES PROVIDED: Individual counseling involving 
spiritual issues, support counseling around death and 
dying issues, funeral and memorial planning and 
services, limited food resources available to those in 
need. 

METROPOLITAN COMMUNITY CHURCH 
P.O. Box 12961 
Salem, OR 97309 

METROPOLITAN COMMUNITY CHURCH 
Eugene, OR 
503/485-3665 

This information current as of 10/1/86 
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MID-OREGON AIDS/HEALTH/EDUCATIONAL SUPPORT SERVICES, 
INC. 
1115 Madison Street N.E., Suite 510 
Salem, OR 97301 
503/363-4963 
503/738-3731 (Coastal contact number) 

CONTACT PERSON: Carl Berggren, Dave Fletcher. or 
C.J. Jones 
SERVICE!5 PROVIDED: Educating and training individuals 
in othe't community organizations, providing community 
hotline services, reviewing and making case recommenda­
tions for volunteer workers, and initiating and/or 
participating in public meetings to provide health and 
risk reduction information. 

MID VALLEY ACTION COMMITTEE 
P.O. Box 1615 
Eugene, OR 97440 
503/687-9226 

CONTACT PERSON: Scott Siebert, Chair 
SERVICES PROVIDED: anonymous HIV antibody testing, 
clothing exchange, HIV positive support group, and 
advocacy services. 

OREGON HEMOPHILIA ASSOCIATION CENTER 
Oregon Health Sciences University 
707 S.W. Gaines Road 
Portland, OR 97201 
503/225-8716 

SERVICES PROVIDED: Education and counseling for 
hemophilia patients and their families 

PHOENIX RISING 
408 S.W. 2nd Avenue 
Portland, OR 97204 
503/223-8299 

SERVICES PROVIDED: Counseling services for gay men 
and women. 

PORTLAND AREA BUSINESS GROUP ON HEALTH 
Portland Chamber of Commerce 
221 N.W. 2nd Avenue 
Portland) OR 97231 
503/228-9411 

This information current as of 10/1/86 
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SHANTI IN OREGON, INC. 
113-8 West 6th Avenue 
Eugene, OR 97402 
503/342-5088 

CONTACT PERSON: Rev. Ken Storer, Project Coordinator 
SERVICES PROVIDED: Emotional support program for 
persons affected, either directly or indirectly, with 
AIDS or ARC including counseling in pain management, 
well ness programs and death and dying; support groups 
for persons with AIDS or ARC, significant others and 
care gi vers . 

WILLAMETTE AIDS RESOURCE COUNCIL 
P.O. Box 5388 
Eugene, OR 97405 

SERVICES PROVIDED; Safe sex education, special outreach 
to drug abusers, information to medical and health care 
communities, network with attorneys. 

This information current as of 10/1/86 
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MEDICAL SCREENING 

ALL COUNTY HEALTH DEPARTMENTS 

ALL AMERICAN RED CROSS OFFICES (as part of screening 
blood donations) 

GOOD SAMARITAN HOSPITAL AND MEDICAL CENTER 
Primary Care Unit 
(503/229-7074 

MULTNOMAH COUNTY HEALTH SERVICES DIVISION 
SEXUALLY TRANSMITTED DISEASE CLINIC 
503/248-3816 

OREGON HEALTH SCIENCES UNIVERSITY HOSPITAL AND 
OUTPATIENT CLINIC - INFECTIOUS DISEASE CLINIC 
3181 S.W. Sam Jackson Park Road 
Portland, OR 97201 
503/225-7735 

ST. VINCENT HOSPITAL AND MEDICAL CENTER 
9205 S.W. ~arnes Road 
Portland. OR 97225 
503/229-2389 

SUBURBAN MEDICAL CLINIC 
503/256-3225 

This information current as of 10/1/86. 
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HOME HEALTH AGENCIES 

ALBANY HOSPITAL AT YOUR DOOR 
1046 W. Sixth Street 
Albany, OR 97321 
503/926-2244 Ext. 265 

CONTACT PERSON: Carol Morgan, Judi Low 
AREA: 30 mile radius 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Respiratory Therapy, Nutrition 

BENEDICTINE CENTER HOME HEALTH 
540 Main Street 
Mt. Angel, OR 97362 
503/845-6841 Ext. 56 

CONTACT PERSON: Pat Erickson 
AREA: 30 mile radius 
SERVICES: Nursing, Certified Nursing Assistant, Home 
Health Aide, Physical Therapy, Speech Therapy, 
Occupational Therapy, Medical Social Service, Nutrition, 
Hospice, Clerical, Counseling, Medical Supplies 

BENTON COUNTY HOME HEALTH 
530 NW 27th 
Corvallis, OR 97330 
503/757-6835 

CONTACT PERSON: Marie Bucolo 
AREA: Benton County 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy. Medical Social 
Service, Clerical, Counseling, Medical Supplies 

C & N HOME HEALTH CARE, INC. 
932 Klamath Avenue 
Klamath Falls, OR 97601 
503/882-7761 

CONTACT PERSON: Beverly Fading 
AREA: Klamath Falls & Vicinity 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Clerical, Patient Counseling, Accounting 

This information current as of 10/1/86 
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CENTRAL OREGON HOME HEALTH AGENCY 
1900 N.E. Hwy. 20 
Bend, OR 97701 
503/382-5882 

CONTACT PERSON: Craig Riley 
AREA: 40 mile radius 
BRANCH OFFICE: Prineville 
ADDITIONAL NURSING OFFICE: Redmond 
SERVICES: Nursing. Home Health Aide; Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Homemakers, Private Nursing, Ambulance and 
Wheelchair Vans for Non-emergent Transport 

CLACKAMAS HOME HEALTH 
16207 SE McLoughlin 
Milwaukie, OR 97267 
503/654-1587 

CONTACT PERSON: Margaret Rickles 
AREA: Clackamas County 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy. Medical Social 
Service, Clerical, Medical Supplies 

CLATSOP COUNTY HOME HEALTH 
PO Box 206 
Astoria, OR 97103 
503/325-8500 

CONTACT PERSON: Lois Dodson 
AREA: Clatsop County 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Clerical, Medical 
Supplies, Durable Medical Equipment 

COMMUNITY HOME CARE, INC. 
1015 N. Riverside 
Medford, OR 97501 
503/779-5033 

CONTACT PERSON: Peg Crowley 
AREA: Jackson & Josephine Counties 
SERVICES: Nursing, Home Health Aide, Personal Care 
Aide, Physical Therapy, Speech Therapy, Occupational 
Therapy, Medical Social Service, Hospice, Clerical, 
Medical Supplies, Durable Medical Equipment, Homemaker, 
Accounting 

This information current as of 10/1/86 
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DESCHUTES HOME HEALTH CARE 
2502 NE Neff Road 
Bend, OR 97701 
503/388-7796 

CONTACT PERSON: Helen Durant 
AREA: Deschutes County 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Hospice, Medical Supplies 

GOOD SAMARITAN HOME HEALTH 
2282 NW Northrup, 2nd Floor 
Portland, OR 97210 
503/229-7485 

CONTACT PERSON: Paulette Olson 
AREA: Multnomah County 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Nutritionist 

HOSPITAL BASED HOME CARE PROGRAM 
Portland Veterans Administration Medical Center 
3710 S.W. U.S. Veterans Hospital Road 
P.O. Box 1034 
Portland, OR 97207 
503/222-2873; 503/222-9221 Ext. 2472 

CONTACT PERSON: Community Health Coordinators 
AREA: 20 mile radius 
SERVICES: Nursing, Medical Sodal Service, Dietetics, 
Patient1s primary medical care must be provided by 
physicians at VAMC 

MERCY MEDICAL CENTER 
2700 Stewart Parkway 
Roseburg, OR 97470 
503/440-2384 

CONTACT PERSON: Andrew C. Kyler 
AREA: Douglas County, except Reedsport 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Hospice, Clerical, Medical Supplies, Durable 
Medical Equipment, Respite. Hospice program provides 
24-hour on call nursing, volunteer support, pastoral 
care and social service support for both patient and 
family 

This information current as of 10/1/86 
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NU-CARE HOME HEALTH AGENCY 
550 SE Clay 
Dallas, OR 97338 
503/623-8301 

CONTACT PERSON: Becky Pape, Penny Crislip 
AREA: 30 mile radius 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Nutrition 

OREGON ASSOCIATION FOR HOME CARE 
1511 State Street 
Salem, OR 97302 
P.O. Box 510 
Salem, OR 97308 
503/399-7517 

PORTLAND ADVENTIST HOME HEALTH 
6040 SE Belmont 
Portland, OR 97215 
503/251-6301 

CONTACT PERSON: Dorothy Rouse 
AREA: 30 mile radius in Oregon 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Clerical, Medical Supplies 

PROVIDENCE MEDICAL CENTER 
Home Health and Hospice 
4805 NE Glisan 
Portland, OR 97213 
503/230-6175 

CONTACT PERSON: Beverly Bruender, Kathy Landstrom 
AREA: Multnomah, Clackamas and Washington Counties 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service and Hospice Services 

This information current as of 10/1/86 
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S~\CRED HEART HOSPITAL HOME HEALTH SERVICES 
675 W. Broadway 
Eugene, OR 97402 
503/686-6442 

CONTACT PERSON: Dixie Cole, Anna May Herbert 
AREA: Lane County (except Western Lane Hospital Dist.) 
SERVICES: Nursing, Home ~ealth Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy. Medical Social 
Service, Hospice, Clerical, Medical Supplies 

ST. VINCENT HOSPITAL HOME CARE DEPT. 
9205 SW Barnes Road 
Portland, OR 97225 
503/299-2001 

CONTACT PERSON: Gelene Steudler, Karen Burdett 
AREA: 30 mile radius 
SERVICES: Nursing, Certified Nursing Assistant, Home 
Health Aide, Personal Care Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Respiratory Therapy, Nutrition, Hospice, 
Clerical, Medical Supplies, Durable Medical Equipment, 
Homemaker 

TILLAMOOK HOME HEALTH AGENCY 
980 3rd St., #400 
Tillamook, OR 97141 
503/842-2588 

CONTACT PERSON: Mike Kelly, Dorothy Rouse 
AREA: Tillamook County 
SERVICES; Nursing. Home Health Aide, Personal Care 
Aide, Physical Therapy, Speech Therapy, Medical Social 
Service, Clerical, Medical Supplies, Homemaker, 
Housekeeper, Companion, Live-in, Chore Ser'vice, Respite 

This information current as of 10/1/86 

-101-



V.N.A. HEALTH RESOURCES 
P.O. Box 3426 
Portland, OR 97208 
503/220-1000 

CONTACT PERSON: Winetta Soderlind, Jim Elmslie 
AREA: Multnomah, Clackamas & Washington Counties 
SERVICES: Nursing, Certified Nursing Assistant, Home 
Health Aide, Physical Therapy, Speech Therapy, 
Occupational Therapy, Medical Social Service 
Respiratory Therapy, Nutrition, Hospice, Clerical, 
Counseling, Homemaker, Home Care Specialist, 
Housekeeper, Companion, Live-in, Chore Service, Respite, 
Accounting, Pediatric Home Care, Private Duty Nursing, 
I V. Evenings, Enterostomal Therapy, Pediatric 
Rehabilitation, Home Phototherapy 

WASHINGTON COUNTY HOME HEALTH CARE ASSN., INC. 
1809 Maple Street 
Forest Grove. OR 
503/640-2737 

CONTACT PERSON: LaVerne Kludsikofsky, William E. Winter 
AREA: 30 mile radius of Hillsboro 
SERVICES: Nursing, Home Health Aide, Physical Therapy. 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Respiratory Therapy, Nutrition, Hospice, 
Clerical, Medical Supplies, Durable Medical Equipment, 
Accounting 

WEST HOME CARE SERVICES 
2865 Daggett St. 
Klamath Falls, OR 97601 
503/883-6293 

CONTACT PERSON: Linda Beck, Marge Galloway 
AREA: 30 mile radius 
SERVICES: Nursing, Home Health Aide, Physical Therapy, 
Speech Therapy, Occupational Therapy, Medical Social 
Service, Respiratory Therapy, Nutrition, Hospice, 
Clerical, Medical Supplies 

This information current as of 10/1/86 
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HEALTH CARE PROFESSIONAL ASSOCIATIONS 

OREGON MEDICAL ASSOCIATION 
510 S.S. Corbett 
Portland, OR 97201 
503/226-1555 

OREGON NURSES ASSOCIATION (Statewide) 
State Headquarters 
9700 SoW. Capitol Highway 
Portland, Oregon 97219 
503/293-0011 

This information current as of 10/1/86. 
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1/2/87 

A BILL FOR AN ACT 

Relating to public health; creating new provisions; amending 

ORS 433.001, 433.035, 433.106, 433.130, 433.216, 433.220 

and 433.990; and repealing ORS 433.003, 434.005, 434.020, 

434.050, 434.055, 434.070, 434.080, 434.090, 434.100, 

434.130, 434.140, 434.160, 434.170, 434.180, 434.190, 

434.200, 434.210, 434.250, 434.260, 434.270 and 434.990. 

Be It Enacted by the People of the State of Oregon: 

SECTION 1. ORS 433.001 is amended to read: 

433.001. As used in ORS 433.001 to 433.770 unless the con-

text requires otherwise: 

(1) "Assistant director" means the Assistant Director for 

Health or authorized representative. 

(2) "Communicable disease" means a disease or condition, 

the infectious aGent of which may be transmitted from one person 

or an animal to another person, either by direct contact or 

through an intermediate host, vector or inanimate object, and 

that may result in illness, death or severe disability. 

(3) IJDivision" means ~ re Health Division of the Department 

of Human Resources. 

(4) "Local Public Health Administra.tor" means the local 

public health administrator of the county or district under 

ORS 431.418 or authorized representative. 

(5) "Public health measure" means isolation, guarantine or 

other preventative public health measure imposed on persons or 

property in order to prevent the spread of or exposure to 

diseases or contaminants of threat to the public. 

-104-
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(6) "Property" means animals, inanimate objects, vessels, 

public convenyances, buildings, and all other real or personal 

property. 

(7) "Reportable disease" means a disease or condition, the 

reporting of which enables a public health agency to take action 

to protect or to benefit the public health. 

(8) "Toxic substance" means a substance that may cause 

illness, disability or death to persons who are exposed to it. 

SECTION 2. Sections 3, 4, 5, 7, 8, 10 and 11 are added to 

and made a part of ORS 433.001 to 433.106. 

SECTION 3. (1) The division shall by rule: 

(a) Specify reportable diseases; 

(b) Identify those categor.ies of persons who must report 

reportable diseases and the circumstances under which the 

reports must be made. 

(c) Prescribe the procedures and forms for making such 

reports and for the transmission of the reports to the 

division. 

(d) Prescribe measures for investigating the source of and 

for the control of reportable diseases. 

(2) Persons required under the rules to report reportable 

diseases shall do so by reporting to the local public health 

administrator. The local public health administrator shall 

transmit such reports to the division. 

(3) In addition to other grounds for which a state agency 

may exercise disciplinary action against its licensees or 

certificate holders, the substantial or repeated failure of such 
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a licensee or certificate holder to report under subsection (2) of 

this section when required by division rule to do so, shall be 

cause for the exercise of any of such agency's disciplinary powers. 

SECTION 4. In response to each report of a reportable 

disease, the local public health administrator shall assure that 

investigations and control measures, as prescribed by division 

rule, shall be conducted. 

SECTION 5. (1) Notwithstanding ORS 192.410 to ORS 192.500, 

the division, the local public health administrator, all officers 

and employes thereof and all persons to whom disclosures are made 

under this subsection or subsection (2) of this section shall not 

disclose the name or address of, or otherwise disclose the iden­

tity of, any person reported under Section 3 of this act except 

to officers or employes of federal, state or local government 

public health agencies as may be necessary for the administration 

or enforce-ment of public health laws or rules. 

(2) If the division or local public health administrator 

has determined that a reported person's disease or condition is 

in a contagious state and that person is violating the rules of 

the division, pertaining to control of that disease, it may 

disclose that person's name and address to persons other than 

those stated in subsection (1) of this section if clear and con­

vincing evidence in the particular instance requires disclosure 

to avoid a clear and immediate danger to other individuals or 

to the public generally. A decision not to disclose information 

under this subsection shall not subject the entity or person 

withholding the information to any liability. 
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(3) Except where required in connection with the administra­

tion or enforcement of public health laws or rules, no public 

health official or employe shall be examined in an administrative 

or judicial proceeding as to the existence or contents of a 

report under Sec~ion 3 of this act or any record thereof. 

(4) The disclosures and examination prohibited by this section 

may otherwise be authorized by the specific written consent of 

the person who is the subject of the report or of his authorized 

representative. 

SECTION 6. ORS 433.035 is amended to read: 

433.035. (1) Whenever the assistant director or any local 

public health [officer] administrator [receives a report that any 

person within the jurisdiction of the health officer is or is] 

reasonably [believed] believes any person to be [infected] 

afflicted with any communicable disease identified by rule of 

the division to be a reportable disease [may, if the assistant 

director or local health officer has reason to believe the 

report], he or she may cause a medical examination to be made of 

such person to determine whether the person is in fact [infected] 

afflicted with a communicable disease. The person who orders an 

examination pursuant to this section shall [prepare and submit to 

the division] in the order, make written findings stating the 

communicable disease that [the person ordering the examination] 

he or she believes the person to be [infected] afflicted with, 

the reasons for that belie£, that medical or laboratory confir­

mation of the disease is feasible, possible and that such con­

firmation would enable control measures to be taken to minimize 

4 - A BILL FOR AN ACT 

-107-



infection of others with the disease. The order shall also 

include a statement that the person may refuse to submit to the 

examination and that if so, a public health measure may be imposed. 

(2) When any person is directed to submit to an examination 

under subsection (1) of this section, if the person agrees to do 

so, the person shall submit to such examination as may be 

necessary to establish the presence or absence of the com­

municable disease for which the medical examination was directed. 

The examination shall be carried out by the local health officer 

or a physician licensed by the Board of Medical Examiners for the 

State of Oregon or the Naturopathic Board of Examiners. A writ-

ten report of the results of such examination shall be made to 

the [local health officers and the assistant director] person 

ordering the examination. Laboratory examinations, if any, shall 

be carried out by the laboratory of the division whenever such 

examinations are within the scope of trle tests conducted by the 

laboratory. If treatment is needed, the person, the parent or 

guardian of the person shall be liable for the costs of treatment 

based on the examination carried out under this section, when 

able to pay such costs. Cost of any examination performed by a 

physician in private practice shall be paid from public funds 

available to the local public health [officer] administrator, if 

any, or from county funds available for general governmental 

expenses in the county for which the local public health 

[officer] administrator serves or in the county where the person 

examined resides i.f the local public health [officer] admin­

istrator serves more than one county or the examination was 
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or the examination was ordered by the assistant director. 

(3) [Any] If the person directed to submit to a medical 

examination pursuant to subsection (1) of this section [who] 

refuses to do so [may be quarantined by order of] the assistant 

director or the local health [officer] administrator may impose a 

public health measure pursuant to ORS 433.106 and sections 10 and 

11 of this 1987 act. [for such a period and sUbject to such con­

ditions as the assistant director specifies in the order]. 

(4)[(a) Any person described in subsection (3) of this sec­

tion or the agent of the person may petition a circuit court 

for an order of release from quarantine. The court shall 

hold .0 hearing within 48 hours from the date of filing of 

the petition and, if satisfied that there is no reasonable 

cause to believe that the person has a communicable disease, 

shall order that the person be released from quarantine. 

(b) The court may, in its discretion, order that the person 

be brought before the courts.] In any proceeding under 

ORS 433.106, section 10 and section 11 of this 1987 act, 

the lack of confirming medical or laboratory evidence that 

could be obtained by an examination which was refused when 

requested under this section, shall not preclude a finding 

that probable cause exists. 

[(5) As used in this section, "communicable disease" means a 

disease that may be transmitted from one person or an animal to 

another person, either by direct contact or through an inter­

mediate host, vector or inanimate object, and that may result in 

illness, death or severe disability.] 
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SECTION 7. The division shall provide the n·ecessary labora­

tory examinations requested by local health departments for the 

diagnosis of those communicable diseases identified by rule of 

the division to be a reportable disease. 

SECTION 8. (1) Every licensed physician attending a 

pregnant woman in this state for conditions relating to her 

pregnancy during the period of gestation or at the time of deli­

very, in the case of every woman so attended: shall take or cause 

to be taken a sample of blood of such woman at the time of the 

first professional visit, or within 10 days thereafter. The 

blood specimen thus obtained shall be submitted to a licensed 

laboratory for such tests related to any infectious condition 

which may affect a pregnant woman or fetus, as the division shall 

by rule require. 

(2) Every other person permitted by law to attend a 

pregnant woman in this state, but not permitted by law to take 

blood samples, shall cause a sample of blood of such pregnant 

woman to be taken by a licensed physi.cian, and have such sample 

submitted to a license laboratory for the tests described under 

subsection (1) of this section. 

(3) In all cases under subsection (1) and (2) of this 

section the physician shall request consent of ~he patient to take 

a blood sample. 

SECTION 9. 

433.106. 

No sample shall be taken without such consent. 

ORS 433.106 is amended to read: 

(1) The assistant director or any local[, county or 

district health officer] ~ublic health administrator may in the 
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manner described in sections 10 and 11 of this 1987 act impose 

public health measures on [shall have the power to isolate or 

quarantine] people, animals, inanimate objects, vessels and 

public conveyances, [or institute other preventive (medical] 

public health measures,] in order to prevent the spread of or 

exposure to [communicable] diseases or contaminants of threat to 

the public [community and shall post such notices of isolation or 

quarantine as the division may by rule require. Such isolation 

or quarantine shall be in accordance with rules adopted by the 

division]. 

SECTION 10. 

(1) As used in this section "subject of the petition" means 

the person or the property upon which the public health measure 

is sought to be imposed. 

(2) Except as provided in section 11 of this 1987 Act, pro­

ceedings for imposing a public health measure shall be initiated 

by filing a petition in the circuit court for the county in which 

the subject of the petition is located. If the property which is 

the subject of the petition is in more than one coun'ty, then the 

petition may be filed in the circuit court for anyone of those 

counties. T?e petition shall name as the respondent, the person 

who is the subject of the petition or the person who possesses 

the property which is the sUbject of the petition, shall describe 

the public health measure requested and shall allege: 

(a)(l) The subject of the petition is afflicted with or con­

taminated with, or contains persons or property afflicted or con­

taminated with an infectious agent of a communicable disease 

designated a reportable disease by the division; or 
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(a)(2) The subject of the petition is contaminated with or 

contains property contaminated with a toxic substancej and 

(b) The subject of the person poses a SUbstantial threat to 

public healthj and 

(c) The responsent is unable or unwilling to behave or to 

control the subject of the petition so as not to expose other 

persons to danger of infection or contaminationj and 

(d) The public health measure requested is necessary and 

the least restrictive alternative measure under t~e circumstances 

to protect or preserve the public health. 

The petition shall be accompanied by an affidavit or affidavits 

based upon the investigation of the assistant director or the 

local public health administrator supporting the allegations in 

the petition. 

(3) If the court, upon the basis of the affidavits, conclu­

des that there is probable cause for the allegations in the peti­

tion/ it shall, by issuance of a citation as provided in 

subsection (11) of this section, cause the respondent to be 

brought before it at a time and place as it may direct, for a 

hearing on the petition. The court shall also issue a warrant of 

detention to the sheriff of the county or counties, directing the 

sheriff or the sheriff's designee to place the subject of the 

petition under custody and where the subject of the petition is a 

person, to produce the subject at the time and place stated in 

the warrant. 

(4) At the time the subject of the petition is placed under 

custody, the respondent shall be served certified copies of the 

warrant of detention, the citation and petition and informed by 
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the sheriff or designee of either the right to legal counsel, to 

have legal counsel appointed if the person is unable to afford 

legal counsel, and, if requested, to have legal counsel imme­

diately appointed. 

(5) A person placed under custody under subsection (4) of 

this section may as appropriate and as directed by the court be 

held in a residence or in a health care or other facility con­

sistent with the requirements of subsection (19) of this section 

and receive the care, custody and treatment required for mental 

and physical health and safety. The treating physician shall 

report any care, custody and treatment to the court as required 

in subsection (9) of this section. All methods of treatment, 

including the prescription and administration of drugs, shall be 

the sole responsibility of the treating physician. Property 

placed under custody shall be detained as described by the court 

either under the possession of the respondent or under the 

possession of the sheriff, or the sheriff's designee. Property 

detained under the possession of the sheriff will be provided 

care and treatment which is reasonable under the circumstances. 

(6) The hearing may be held in the place where the subject 

of the petition is being held in custody or in some other place 

convenient to the court and the respondent. The hearing shall be 

held within three judicial days of the commencement of detention. 

The court may for good cause, allow the person or property to be 

detained up to an additional 72 hours if additional time is 

requested by the respondent or the legal counsel of the respondent. 
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The court may make any orders for the care and custody of the 

sUbject of the petition as it deems necessary. 

(7) The petitioner shall prepare or cause to be prepared an 

investigative report setting forth the evidence on which the evi­

dence is based. A copy of the investigation report shall be pro­

vided as soon as possible, but in no event later than 24 hours 

prior to the hearing, to the respondent and t.O the respondent's 

counsel. Copies shall likewise be provided to counsel assisting 

the court, to the examiners and to the court for the use in 

questioning witnesses. 

(8) The provisions of ORS 40.230, 40.235, and 40.240 shall 

not apply in a hearing under this section insofar as the infor­

mation is relevant to the proceeding. Such evidence shall be 

disclosed only to the court, the examiners, the parties and their 

attorneys or persons authorized by the court and shall not be 

disclosed to the public. 

(9) The court shall be fully advised by the treating physi­

cian of all drugs and other treatment known to have been admin­

istered to the subject of the petition, which may be pertinent to 

the subject's infectious or contaminated state. The medical record 

of treatment shall be made available in order that the examiners 

may review the medical record of treatment and have an oppor­

tunity to inquire of the medical personnel concerning the treat­

ment of the respondent during the detention period prior to the 

hearing. Such record shall be made available to counsel for said 

respondent at least 24 hours prior to the hearing. 
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(10) The person serving a warrant of detention, citation and 

petition provided for by subsection (11) of this section shall, 

immediately after service thereof, make a return showing the timer 

place and manner of such service and file it with the clerk of 

the court. In executing the warrant of detention, the person has 

all the powers provided by ORS 133.235 and 161. 235 to 161. 245 and 

may require the assistance of any peace officer o~ other person. 

(11) The citation issued to the respondent shall state the 

nature of the proceedings and the public health measure requested 

in the petition. The citation shall further contain a notice of 

the time and place of the hearing, the right to legal counsel, 

the right to have legal counsel appointed if the respondent is 

unable to afford legal counsel, and, if requested, to have legal 

counsel immediately appointed, the right to subpena witnesses in 

behalf of the respondent to the hearing and other information as 

the court may direct. The citation shall be served upon the 

respondent by delivering a certified copy of the original thereof 

to the person in person prior to the hearing. The respondent 

shall have an opportunity to consult with legal counsel prior to 

being brought before the court. 

(12) The respondent shall have the right to cross-examine 

all witnesses, the person conducting the investigation, the exa­

mining physicians or other qualified persons who have examined 

the subject of the petition. 

(13) At the time the respondent appears before the court, 

the court shall advise the respondent of the nature of the pro-
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ceedings and the possible results of the proceedings. The court 

shall also advise respondent of the right to subpena witnesses 

and to obtain suitable legal counsel possessing skills and 

experience commensurate with the nature of the allegations and 

complexity of the case during the proceedings, and that if the 

respondent does not have funds with which to retain legal coun­

sel, the court will appoint legal counsel to represent the 

respondent without cost. If the respondent does not request 

legal counsel, the legal guardian, relative or friend may request 

the assistance of suitable legal counsel on behalf of the respon­

dent. 

(a) If no request for ~egal counsel is made, the court 

shall appoint suitable legal counsel unless counsel is expressly, 

knowingly and intelligently refused by the respondent. 

(b) If the respondent is unable to afford legal counsel, 

the court shall determine and allow, as provided in ORS 135.055, 

the reasonable expenses of the person and compensation for legal 

counsel. The expenses and compensation so allowed by a county 

court shall be paid by the county. In all cases suitable legal 

counsel shall be present at the hearing and examination and may 

examine all witnesses offering testimony, and otherwise represent 

the respondent. 

(c) The governing body of the county shall designate either 

the district attorney or counsel appointed pursuant to ORS 203.145 

to assist the court in the conduct of the hearing if the court 

requests assistance. If the person so designated has a conflict 
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of interest in a particular case, the court may appoint private 

counsel to render such assistance. 

(d) If the respondent, the legal counselor guardian, or 

examiners request, the court may, for good cause, postpone the 

hearing for not more than 72 hours in order to allow preparation 

for the hearing. The court may make orders for the care and 

custody of the subject of the petition during a postponement as 

it deems necessary. 

(14)(a) In the case where it is alleged that the sUbject of 

the petition is afflicted with an infectious agent of a com­

municable disease, the court shall appoint at least one competent 

physician licensed by the State Board of Medical Examiners for 

the State of Oregon and expert in the field of infectious 

diseases or public health to examine the respondent as to the 

matters alleged in the petition. The person appointed may be the 

county health officer or other person recommended by the local 

public health administrator. 

(n) In the case where it is alleged that the subject of the 

petition is contaminated with a toxic substance, the court shall 

appoint an expert on the particular subject, who may be the 

county health officer of other person recommended by the public 

health administrator, to examine the subject of the petition as 

to the matters alleged in the petition. 

(c) If the respondent requests in writing that one addi­

tional examining physician or qualified person be appointed, or, 

in the absence of such request by the respondent, if such request 
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is made by· the legal guardian, relative or friend of the respon­

dent, the court shall appoint an additional physician or other 

qualified person. 

(15) The persons appointed to conduct the examination shall 

make their separate report in writing, under oath, to the court. 

The reports shall be filed immediately with the clerk of the 

court. If the examining persons find, and show by their reports, 

that the allegations described in subsection (2)(a) through (c) 

of this section are true, the reports shall include a recommen­

dation as to whether the allegations described under subsection 

(2)(d) of this section are true or as to alternative measures th~t 

would satisfy subsection (2)(d) of this section. 

(16) After hearing all of the evidence and reviewing the 

findings of the examining persons, the court shall determine the 

truth of the allegations contained in the petition and the need 

for the requested public health measure. If, based upon clear 

and convincing evidence, it is the opinion of the court that the 

allegations are true, the court shall order the requested order 

or may order such other measure as from the evidence and recom­

mendations the court deems appropriate to satisfy subsection 

(2)(d) of this section. 

(17) The or~er shall be for a period of time not to exceed 

60 days. 

(18) If a respondent appeals the determination or disposi­

tion based thereon, and is unable to afford suitable legal coun­

sel possessing skills and experience communsurate with the nature 
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and complexity of the case to represent the respondent on appeal, 

the court, upon request of the respondent or upon its own motion, 

shall appoint suitable legal counsel to represent the respondent. 

The compensation for legal counsel and costs and expenses 

necessary to the appeal shall be determined and allowed by the 

appellate court as provided in ORS 138.500. The compensation, 

costs and expenses so allowed shall be paid as provided in 

ORS 138.500. 

(19)(a) No person, not incarcerated upon a criminal charge, 

who is the subject of a petition under this section shall be con­

fined in any prison, jailor other inclosure where those charged 

with a crime or a violation of a municipal ordinance are incar­

cerated, unless the person represents an immediate and serious 

danger to staff or physical facilities of a hospital or other 

facility to which committed. 

(b) No respondent the SUbject of a petition and who has 

been taken into custody shall be confined, either before or after 

the hearing, without an attendant in direct charge of the person; 

and if not confined in a health care facility, the sheriff having 

the person in custody shall select some suitable person to act as 

attendant in. quarters suitable for the comfortable, safe and 

humane confinement of the person and approved by the assistant 

administrator or local public health administrator. 

(20)(a) Upon receipt of the order of the court, the sheriff 

or the sheriff's designee shall take the subject of the petition 
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into custody, and insure the safekeeping and proper care of the 

subject until delivery is made to an assigned facility or other 

location. During custody of the subject, the sheriff or sheriff's 

designee or the representative of the facility has all the powers 

provided by ORS 133.225 and 161.255 and may require the 

assistance of any peace officer or other person. 

(b) The court may authorize the guardian, custodian, friend 

or relative to transport the sUbject of the petition to the 

designated facility or location when the court determines that 

the means of transportation would not be detrimental to the 

welfare of the subject or to the public. 

(21) The judge shall cause to be recorded and filed in the 

court records a full account of proceedings had at all hearings 

and examinations conducted pursuant to this section together with 

the judgments and orders of the court and a copy of the orders 

issued. If the respondent is the subject of the petition, the 

court clerk shall seal the record and it shall not be disclosed 

to any person except: 

(1) To the assistant administrator or local public health 

administrator 7 

(2) As provided in subsection (22) of this section: 

(3) Upon request of the respondent, the legal represen­

tatives, or the attorney of the person; or 

(4) Pursuant to court order. 

(22) If the subject of the petition is ordered committed to 

a facility, a copy of the jUdgment and orders of the court, medi­

cal records and such other information as the court deems 
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'necessary, certified to by the court clerk shall be given to the 

sheriff, for delivery to the director of the facility to which 

such person is committed. 

(23) The assistant director or local public health admin­

istrator shall, by filing a written certificate with the ordering 

court, discharge the subject of the petition except where the 

sUbject is being held upon an order of a court or judge having 

criminal jurisidiction in an action or proceeding arising out of 

a criminal offense, when in the local public health administra­

tor's opinion the matters alleged in the petition are no longer 

true. 

(24) (a) At the end of the 60-day period the subject of the 

petition shall be released from the order unless the assistant 

director or the local public health administrator certifies to 

the ordering court that the order should be continued. If the 

certification is made the sUbject shall not be released from the 

order but the assistant director or local public health admin­

istrator shall immediately issue a copy of the certification to 

the respondent. 

(b) The certification shall be served upon the respondent 

by the sheriff or the sheriff's designee. The sheriff shall 

inform the court in writing that service has been made and the 

date thereof. 

(c) The certification shall advise the respondent: 

(i) That the assistant director or local pUblic health 

administrator has requested that the order be continued for an 

additional period of timei 
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(ii) That the respondent may consult with legal counsel and 

that legal counsel will be provided for the respondent cost if 

the respondent is unable to afford legal counsel; 

(iii) That the respondent may protest this further exten­

sion of the order within 14 days, and if the respondent does not 

it will be continued for an indefinite period of time up to 180 

da.ys i 

(iv) That if the respondent does protest a further exten­

sion of the order, the respondent is entitled to a hearing before 

the court on whether it should be continued; 

(v) That the respondent may protest either orally or in 

writing by signing the form accompanying the certification; that 

the respondent is entitled to have a physician or other qualified 

person examine the subject of the petition and report to the 

court the results of the examination; 

(vi) That the respondent may subpena witnesses and offer 

evidence on behalf of the respondent at the hearing; and 

(vii) That if the respondent is without funds to retain 

legal counselor an examining physician or qualified person, the 

court will appoint legal counsel, a physician or other qualified 

person at no cost to the respondent. 

(d) Tbe person serving the certification shall read and 

deliver the certification to the respondent and ask whether the 

respondent protests a further extension of the order. The 

respondent may protest a further extension either orally or by 

signing a simple protest form to be given to the respondent with 

the certification. If the respondent does not protest a further 
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extension of the order within 14 days of service of the cer­

tification, the assistant administrator or local public health 

administrator shall so notify the court and the court shall, 

without further hearing, order the extension of the order for an 

additional period of time up to 60 days. 

(25) When the respondent protests a further extension of the 

order the assistant administrator or local public health admin­

istrator shall immediately notify the court and the court shall 

have the respondent brought before it and shall again advise the 

respondent that the assistant administrator or the local public 

health administrator has requested that the order be continued 

for an additional period of time and that if the respondent does 

not protest this it will be continued for an indefinite period of 

time up to 180 days. The respondent shall also be informed of 

the rights set forth in subsection (24) of this section. 

(26) If the respondent requests a hearing, the hearing shall 

be conducted as promptly as possible and a't a time and place as 

the court may direct. If the respondent requests a continuance 

in order to prepare for the hearing or to obtain legal counsel to 

represent the repsondent, the court may grant a continuance for 

up to 72 hours for this purpose. In the event the respondent 

requests the appointment of legal counsel and is without funds to 

retain legal counsel, the court shall appoint legal counsel to 

represent respondent at no cost to the respondent. If no request 

for legal counsel is made, the court shall appoint legal counsel 

to represent respondent unless legal counsel is expressly, 
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knowingly and intelligently refused by the respondent. If the 

respondent requests an examination by a physician or other 

qualified person and is without funds to retain a physician or 

other qualified person for purposes of the examination, the court 

shall appoint a physician or other qualified person, other than a 

member of the staff from the facility where the respondent may be 

confined, to examine the respondent at no expense to the respon­

dent and to report to the court the results of the examination. 

The court shall then conduct a hearing and after hearing the evi­

dence and reviewing the recommendations of the treating and exa­

mining physicians or other qualified person, the court shall 

determine whether the order should be continued. If in the opi­

nion of the court the allegations of the original petition are 

still applicable to the subject of the petition by clear and con­

vincing evidence the court may continue the order for an addi­

tional indefinite period of time up to 60 days or may order such 

other measure to satisfy subsection (2)(d) of this section. At 

the end of the 60-day period, the subject of the petition shall 

be released unless the assistant director or local public health 

administrator again certifies to the committing court that the 

order should be extended in which event the procedures set forth 

in subsections (24) through (26) of this section shall be followed. 

followed. 

(26) Neither the assistant director or any local public 

health administrator, sheriff, peace officer, physician, attor­

ney, judge or other person or entity shall in any way be held 

criminally or civilly liable for actions pursuant to this section 
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and section 11 of this 1987 Act provided the actions are taken in 

good faith, without malice and based on reasonable belief. 

SECTION 11. 

(1) Without the necessity of first filing a petition and 

affidavits under section 10 of this 1987 Act, if the assistant 

director or local public health administrator has probable cause 

to believe that the person or property to be the sUbject of a 

petition under section 10 requires immediate detention in order 

to avoid a clear and immediate danger to other individuals or to 

the public generally, the assistant director or local public 

health administrator may direct a sheriff or other peace officer 

to take such subject into custody and the peace officer shall do 

so immediately. 

(2) A person or property taken into custody under this sec­

tion shall be immediately removed to the nearest health care 

facility or other location consistent with the provisions of sec­

tion 10, subsections (5) and (19) of this 1987 act. 

(3) At the time of the peace officer taking custody of the 

person or property the peace officer shall inform the person in 

custody or the person who possesses the property of the direc­

tions under which the action is being taken and the right of the 

person to have legal counsel, and if requested, to have legal 

counsel immediately appointed. 

(4) The assistant administrator or the local public health 

administrator after authorizing the taking of a person or property 

into custody under this section, shall immediately notify a cir­

cuit court in the county in which the person or property was 

taken into custody of the fact of taking the person into custody 
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and the person's or property's whereabouts. When the judge of 

such a court is informed the judge shall immediately hear evi­

dence on the matter, determine 'whether probable cause exists for 

the detainment and enter an order as deemed appropriate by the 

court pending the filing of a petition and affidavits under sec­

tion 10 of this 1987 Act. The court shall not allow the person 

or property to be held in custody for longer than five judicial 

days without a hearing under section 10 of this 1987 Act. The 

court may, for good cause, allow the person or property to be 

detained up to an additional 72 hours if additional time is 

requested by the respondent or the legal counsel of the respon­

dent. 

SECTION 12. ORS 433.130 is amended to read: 

433.130. Any magistrate authorized to issue warrants in 

criminal cases shall issue a warrant upon affidavit of th",: 

assistant director or any local public health officer, directing 

the warrant to the sheriff of the county or the deputy of the 

sheriff, or to any constable or police officer, requiring them 

under the direction of the division to [remove any person who is 

infected with a communicable disease, or to impress or take up 

convenient houses, lodging, nurses, attendants and other 

necessaries, or to] enforce all quarantine, [or] isolation or 

other measures required by [rules of the division] orders under 

ORS 433.106, section 10 and section 11 of this 1987 Act. 

SECTION 13. ORS 433.216 is amended to read: 

433.216. If the assistant director finds that there is an 

imminent risk of the introduction into the state by means of any 
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public or private conveyance of any dangerous communicable 

disease or toxic substance which presents a substantial threat to 

public health [into the state by means of any public or private 

conveyance], the assistant director may detain such conveyance for 

inspection or investigation. 

SECTION 14. ORS 433.220 is amended to read: 

433.220. (1) If upon inspection pursuant to ORS 433.216, 

there is discovered among passengers or goods therein the 

existence of any [case of dangerous] communicable disease or toxic 

substance which presents a substantial threat to public health 

the assistant director, under the rules of the division may: 

(a) Isolate or quarantine or impose other public 

health measures on such persons or goods in accordance with 

ORS 433.106, section 10 and section 11 of this 1987 Act. 

(b) Cause the passengers and material in the involved 

conveyance to be subjected to requirements by the division 

for the control of the specific communicable disease or pre­

vention of harm to the public health from the toxic substance. 

(c) Offer free immunization in those diseases to which 

such prophylactic treatment is applicable to all persons 

exposed in any conveyance. 

(2) Should any question arise as to the existence of any 

emergency the assistant director shall have final jurisdiction. 

SECTION 15. ORS 433.990 is amended to read: 

(1) Violation of Sections 3 and 5 of this 1987 Act, 

433.106 to 433.156, 433.216, 433.220, 433.255, 433.260 or 

433.715 is a Class A misdemeanor. 
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(2) Violation of ORS 433.010 is punishable, upon con­

viction, by imprisonment in the penitentiary for not more than 

three years. 

(3) Violation of ORS 433.710 is punishable, upon conviction, 

by a fine of not less than $5 nor more than $50. If the nuisance 

is not removed within five days after the first offense, it is 

considered a second offense and every like neglect of each suc­

ceeding five days thereafter is considered an aditional offense. 

(4) Violation of ORS 433.850(2) or (4) is a violation 

punishable by a fine or fines totaling not more than $100, in any 

30-day period. 

(5) Violation of ORS 433.345 or 433.365 or failure to obey 

any lawful order of the director issuedunder ORS 433.350 is a 

misdemeanor. 

(6) Any organizer, as defined in ORS 433.735, violating 

ORS 433.745 is punishable, upon conviction, by a fine of not more 

than $10,000. 

SECTIr 16. ORS 433.003, 434.005, 434.020; 434.050, 

434.055, 434.070, 434.080, 434.090, 434.100, 434.130, 434.140, 

434.160, 434.170, 434.180, 434.190, 434.200, 434.210, 434.250, 

434.260, 434.270 and 434.990 are repealed. 
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AIDS BUDGET 

Costs Incurred by Reportability of HIV 

ASSUMPTIONS: 

1. HIV positi vity among those tested: 
15% 1987-88 
18% 1988-89 

2. Number of tests performed: 
417 tests/mo. public sector 
300 tests/mo. private sector 

3. 10% of private sector cases will be lost to 
follow-up after physician contact 

4. Only II unaware II contacts (those likely to consider 
themselves at risk of HIV exposure) will be traced 

(a) 60% of positives - no "unawarell contacts 
(b) 30% of positives - one "unaware" contact 
(c) 10% of positives - five "unaware" contacts 

5. STD investigator time estimates (at $13.24/hr.) 
(a) physician interview - 1 hour 
(b) patient interview (private sector) - 3 hours 
(c) patient interview (public sector) - 1 hour 
(d) contact notification - 3 hours 

6. Other costs 
(a) counseling of contacts - $34.00 each 
(b) testing of contacts - $10.00 each 
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AIDS BUDGET 
Costs Incurred by Reportability of HIV (Cont'd) 

DURING THE 87-89 BIENNIUM: 

In the private sector: 
7200 persons tested 
1188 HIV positive 
1069 contacted and interviewed 
856 "unaware" contacts identified 

HOURS (1188 + 3207 + 2568) = 6963 

In the public sector: 
10000 persons tested 
1650 HIV positive 
1650 interviewed 
1320 "unaware" contacts i dentifi ed 

HOURS (1650 + 3960) = 5610* 

TOTAL STD CONTACT NOTIFICATION TIME = 12,573 hours 

BUDGET FOR STD INVESTIGATION TIME = $166,466 

ADDITIONAL COSTS INCURRED 
(Estimate 20 percent or 435 of 2,176 unaware contacts wuuld be served 
under majority report. See Contact Notification Recommendations 2, 4 
& 5 for detail) 

INCREMENTAL 
AMOUNT 

ITEM NUMBER TOTAL COST OR NUMBER COST 

STO Contact Notif-
ication Time (see above) $166,466 80% $133,173 
Contact Counseling 2,176 73,984 1,741 $ 61,370 
HIV tests @ $10.30 2,176 $ 22,413 1,741 $ 17,932 

TOTAL $212,475 

*Physician interview not necessary for patients initially tested in public 
sector, 
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Department of Human Resources 

OREGON HEALTH DIVISION'S GUIDELINES 
FOR SCHOOLS WITH CHILDREN WHO HAVE 

HEPATITIS B VIRUS OR HUMAN T-LYMPHOTROPIC 
VIRUS INFECTIONS 

November, 1985 

These guidelines were prepared as recommendations for school administrators developing policies and 
procedures for providing education in a safe manner to children infected with either the hepatitis B virus or the 
virus which causes AIDS (acquired immunodeficiency syndrome). 

I. Background 

A. General 
Hepatitis B and AIDS are serious illnesses which are spread from one person to another primarily by 
sexual contact, and in certain circumstances, by blood contact. Hepatitis B virus infections are much more 
common in Oregon school children than AIDS virus infections. The risk of spread of either disease in the 
school setting is extremely low. Since the basic measures to reduce this low risk even further are similar 
for the two diseases, the guidelines for both are presented together. 

B. Hepatitis B is a serious illness. Some infected persons develop no illness, but most older children and 
adults who are newly infected with the hepatitis B virus have a few weeks of illness and recover 
completely. Most of those who recover are infectious for a few weeks or months. About 5% to 10%, 
however, become chronic carriers of the hepatitis B virus. This carrier state may persist for a lifetime; it 
poses significant risk of serious chronic liver disease. About 40% of infants born to carrier mothers 
become carriers themselves. 

A carrier may be infectious to others. The virus is not spread, however, by ordinary social contact. Instead, 
transmission occurs only when a body fluid such as blood, semen, or saliva from an infected person is 
introduced through broken skin or onto the mucous membranes of the eye. mouth, vagina or rectum. The 
virus does not penetrate intact skin. Specific methods of spread include sexual contact, sharing needles, 
exposure of cut or scratched skin to blood from a carrier, splash of blood into the mouth or eye, and biting 
by a ca.rrier. 

Carriers are not frequent in the general school age population, but children from certain groups are at 
somewhat increased risk of being carriers. These include children of Southeast Asian refugees, 
handicapped children who have lived in a large institution for the mentally retarded, and the children of 
intravenous drug abusing parents. 

No significant risk of hepatitis B transmission has been documented in the school setting. The risk of 
transmission there, if any, is limited to students exposed to others exhibiting aggressive behaviors, such 
as biting or scratching, and to persons providing first aid to carriers with bleeding injuries. 

An effective vaccine is available to protect against hepatitiS B infection. This hepatitis B vaccine is given in 
three doses over a six month period. The three dose series costs over $100, plus charges for 
administering it. It is a safe vaccine: a sore arm occurs frequently at the injection site, but more serious 
side effects have not been documented. 

C. AIDS or human T-Iymphotropic virus-III (HTLV-III) infection, 

The cause of AIDS is the human T-Iymphotropic virus-III (HTLV-III). AIDS is a serious illness, which 
essentially always leads to death. Most people infected with HTLV-III, however, do not develop AIDS at 
least over the first five or six years after they become infected. Some develop a milder illness called AIDS~ 
Related Complex, while the majority do not develop any illness at all. 

Current evidence suggests that nearly all persons who become infected with HTLV-III will continue to carry 
the virus in their brood for the rest of their lives even if they do not develop AI OS. 

As with the hepatitis B virus, HTLV-III is not spread from one person to another by casual social contact. 
Spread occurs only when a body fluid, such as blood or semen, is introduced through broken skin of' onto 
the mucous membranes of the eye, mouth, vagina, or rectum. HTLV-III has been isolated from blood, 
semen, saliva, and tears of AIDS patients, but transmission by saliva and tears has not been documf3nted. 
Specific methods of spread have included sexual contact, sharing of IV needles, and transfusion of 
contaminated blood or blood products. 
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Adults at increased risk of infection have included homosexual and bisexual males, IV drug abusers, 
persons transfused with contaminated blood or blood products, and sexual contacts of persons with AIDS 
or at-risk of AIDS. 

Most infected children have acquired the virus from their infected mothers, either before or during birth. 
Some have been infected by contaminated blood or blood products. 

Available evidence indicates that the casual person-to-person contact that occurs among schoolchildren 
poses no risk of HTLV-1I1 transmission. No case of AIDS or other HTLV-III infection in the U.S. is known to 
have resulted from spread in the school or day care setting or from other casual person~to-person contact. 
Except for sexual partners, needle-sharing partners, and infants born to infected mothers, no family 
member of an AIDS case in the U.S. has been reported to have AIDS. Furthermore, six special studies of 
family members of HTLV-III infected persons have found no evidence of spread to any household contacts 
except for sexual partners, needle sharing partners, or infants born to infected mothers. 

If any risk of spread in the school setting exists, it would be limited to situations where open skin lesions or 
mucous membranes would be exposed to blood from an infected person. One example is a teacher 
providing first aid for a bleeding injury and getting blood into an open sore on his or her own hand. Another 
example is an aggressive, neurologically handicapped, or pre-school aged child significantly exposing 
other children by biting or mouthing behaviors. 

Some children with HTLV-III infections may be at increased risk of serious illness if exposed to certain 
infections such as chickenpox, measles, tuberculosis, herpes simplex, and cytomegalovirus. 

D. Legal Issues 

Among the legal issues to be considered in forming policies for the education of children with hepatitis B or 
HTLV-liI infections are the confidentiality of the student's record, the employee's right-to-know, the 
responsibility of the school district to provide a safe and healthy environment for students, the civil rights 
aspects of public school attendance, and the protections for handicapped children. 

E. Confidentiality Issues 

School personnel, parents, and others involved in the education of children with hepatitis B or HTLV-III 
infections should be aware of the potential for social isolation should the child's condition become known 
to others. They should be sensitive to the need for confidentiality. 

II. Recommendations 

A. General 

1. Intensive education about hepatitiS Band HTLV-1I1 infection should be provided, as soon as possible, to 
school personnel and the general public. This education should emphasize information about how the 
infections are spread and how they are not spread. It should be done before problems arise in individual 
schools. The Oregon Health Division, local health departments, Oregon Department of Education, 
Education Service Districts, and local school districts should cooperate to develop and deliver this 
education. 

2. Because of the small risk of blood-borne hepatitis B transmission from carriers who are not known to 
be infected, and because most HTLV-ill-infected children will not be identifiable, general precautions 
should be observed by first aid providers in all situations involving exposure to blood. These 
precautions apply to bleeding injuries of all children, not just those known or suspected to be infected: 
a. If you have cuts, scratches, or other lesions on your hands, wear disposable plastic gloves when 

providing first aid for bleeding injuries. 
b. You should wash your hands immediately after completing the first aid. 
c. Avoid getting blood from an injured child in your mouth or eyes. If such an exposure occurs, rinse the 

eye or mouth thoroughly with water. 
d. Clean up any spilled blood with soap and water, followed by disinfection with a freshly made solution 

of one part bleach to 10 parts water. 
e. Place blood-contaminated items such as gloves, bandages, and paper towels in a plastic bag, tie it 

closed, and put it in the garbage receptacle. 
f. Report the first aid situation to your supervisor. 

3. The following precautions should be applied in classrooms, particularly those serving handicapped 
individuals. These include: 
a. A sink with soap, running water, and disposable towels should be available close to the classroom. 
b. Sharing of personal toilet articles, such as toothbrushes and razors, should not be permitted. 
c. Skin lesions which may ooze blood or serum should be kept covered with a dressing. 
d. Exchange of saliva by kissing on the mouth, by sharing items which have been mouthed, and by 

putting fingers in others' mouths should be discouraged. 
e. Environmental surfaces which may be regularly contaminated by students' saliva or other body 

fluids should be washed daily with soap and water. 
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B. Hepatitis B-Specific Recommendations 

1. Attempts to specifically identify carrier children are generally discouraged. The exceptions to this are 
the previously institutionalized, handicapped individuals who are subject to frequent injuries, who have 
frequent visible bleeding from the gums, or who have aggressive or self-destructive behaviors (biting, 
scratching, etc.) that may lead to bleeding injuries. Such an individual should be screened for the 
hepatitis B carrier state. The hepatitis B surface antigen (HBsAg) blood test should be used. If the test is 
positive, see (2) below. 

2. If a student is identified to be a hepatitis B carrier, the local hl9alth department should be consulted for 
individualized special precautions to be incorporated into the educational program for that child. Such 
precautions may include restricting contacts with other students and assuring that the teaching staff is 
immunized. 

3. School staff members who provide direct personal care to previously institutionalized, handicapped 
students should be advised by the local school district of the availability of hepatitis B vaccine and 
encouraged to consult with their personal physician or local health department for information about it. 

4. The parents or residential caretakers of handicapped students who are likely to have ongoing 
classroom or household contact with previously institutionalized, handicapped individuals should be 
advised of the availability of hepatitis B vaccine and encouraged to consult with their personal physician 
or health department for information about it. 

5. All school staff members, including custodians, bus drivers, and secretaries should be fully informed of 
these recommendations as part of annual in service training. 

C. AIDS-Specific Recommendations 

1. AIDS is a legally reportable disease. When a child under age 21 with AIDS is reported, the Health 
Division or county health department will immediately request the parent(s) or guardian(s), if they wish 
the child to continue to receive education, to notify the local school district superintendent. The local 
health officer or Division administrator will issue an order to exclude the child from school, until the 
school superintendent has been notified and an educational program has been planned for the child. In 
order to determine whether special measures are necessary for continuing the education of the child, 
the superintendent and health agency should convene a planning team, which should include the 
child's p::trent(s) or guardian(s), the child's phYSician, the school nurse, and representatives of the 
Division, the local health department, the local school district superintendent, and the Department of 
Education. 

For the preschool child receiving regular care outside the home, the team should include the child's 
parent(s) or guardian(s), the child's phYSician, Division and local health department representatives, 
and a representative of the care provider. 

2. Decisions regarding the type of educational and care setting for children with AIDS should be based on 
the behavior, neurologic development, and phYSical condition of the child and the expected type of 
interaction with others in that setting. 

3. In general, it is expected that HTLV-1I1 infected school-aged children (K-12) will be able to attend school 
without restriction. 

4. In general, it is expected that, until more is known about the degree of risk, HTLV-1I1 infected children 
under the age of five years will face some restriction of contact with other children in school and day 
care settings. 

5. For some neurologically handicapped children who lack control of their body secretions or who display 
behaviors, such as biting, and those children who !lave uncoverable, oozing lesions, a more restricted 
environment is advisable until more is known about transmission from such individuals. Such children 
infected with HTLV-III should be cared for and educated in settings that minimize exposure of other 
children to blood or body fluids. 

6. Strict confidentiality should be maintained in accordance with state and federal iaws and local school 
district policies. Knowledge of the child's condition should be shared with others only if the school 
superintendent determines it is necessary to do so after receiving recommendations from the team. 

7. Care involving exposure to the infected child's body fluids and excrement, such as feeding and diaper 
changing, should be performed by persons who are aware of the child's AIDS status and the modes of 
possible transmission. In any setting involving a person with AIDS, good handwashing after exposure 
to blood and body fluids and before caring for another child should be observed, and gloves should be 
worn if open lesions are present on the caregiver's hands. Any open lesions on the infected person 
should be covered. 

8. Reevaluation of the individual child's need for a restricted environment should be done regularly, as 
well as upon special request by the teacher or principal, for the hygiene practices of the child may 
improve or deteriorate. 

9. All school staff members, including custodians, bus drivers, and secretaries, should be fully informed of 
these recommendations and basic hygiene practices as part of annual in service training. 
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Mr. Barry Ri ce 
Executive Director 
Oregon Dental Association 
17898 SW McEwan Rd. 
Tigard, OR. 97223 

November 18, 1986 

Dear Mr'. Ri ce, 

BUREAU OF LABOR AND INDUSTRIES 
Mary Roberts, Commissioner 

On November 10 I read an Oregonian story titled IIPrecautions against AIDS stir 
questions ll concerning additional fees charged by dentists to treat AIDS 
patients. While the story points out the obvious need of dentists and other 
health care professionals to protect themselves, their employees and other 
patients against the possible threat of AIDS contagion, it also detailed what 
could be a violation of the state.'s civil rights laws protecting handicapped 
individuals in the use of public accommodations. 

ORS 659.405, and 659.425(4) state that it is the public policy of Oregon tu 
guarantee phys i cally and mentally handi capped persons the use and enjoyment of 
places of public accommodation. No place of pUblic accommodation, which 
includes medical facilities in most cases, may discriminate against a customer 
or patron because of a mental or physical handicap, or because the individual 
is perceived as being handicapped. Discrimination is defined as unequal 
treatment in accommodations, advantages, facilities and privileges. 

Oregon and 20 other states treat AIDS as a handicap for the purposes of the 
states' civil rights laws. In addition, those who have ARC or test 
seropositive for HIV in Oregon are covered by the same laws because they are 
perceived as being handicapped individuals. Therefore, they shou1d be 
provided the same servic€.s as others, at the same fee. It would be illegal 
for a dental office to refuse treatment of an AIDS patient under the state 
civil rights law and rules that interpret that law, and may well be illegal to 
charge an additional fee for the same services for treatment of those 
patients. The same law that prohibits restaurants from charging more for a 
meal served to handicapped guests also protects AIDS victims who must seek 
dental care. 

It is reasonable to expect that AIDS victims, and those who believe they may 
be at ri sk, wi 11 not inform the dent; st of the situat; on if the consequences 
of that action result in a $95 charge not covered by medical insurance. 
Dentists and other dental health care professional.s would then be treating 
these patients unknowingly by discouraging disclosure. 

PORTLAND 
1400 sw 5th Avenue 

POrlland, Oregon 97201 

MEDfORD 
700 E. Main 

Medford. Oregon 97504 

SALEM 
3865 Wolverine St. NF.; E-1 

Salem. Oregon 97310 

coos BAY 
320 Central Ave .• Suite 510 
Coos Bay, Oregon 97420 
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BEND 
1230 NE Third, Suite A244 

Bend, Oregon 97701 

AN EQUAL OPPORTUNITY EMPLOYER 

EUGENE 
165 E. 7th Street, Suite 220 

Eugene, Oregon 97401 

PENDLETON 
700 SE Emigrant, Suite 240 
Pendleton, Oregon 97801 



Though the U.S. Department of Health and Human Services has determined that 
normal operatory preparation and sterilization techniques may be insufficient 
to protect against the HIV virus and other infectious diseases, no AIDS cases 
have been linked to transmission through dental contact. 

If AIDS or' ARC victims, or those who test positive for HIV come to the Bureau 
of Labor and Industries to file a complaint alleging discrimination in public 
accommodation because of additional fees charged for medical or dental care, 
we will accept those claims, to determine if illegal discrimination has 
occurred. 

Your members, your organization, as well as the ADA, are to be commended for 
addressing the precautions needed to prevent the spread of this disease. 
However, dentists should be made aware that the imposition of discriminatory 
fees as a result of those precautions may be a violation of civil rights laws. 

Please contact mY office if I can offer any further help on this issue. 

Sincerely, 

Mary "Wendy 1/ Roberts 

cc: Susan Graber 
enclosures: Civil rights statutes and rules 

r~WR/kw 
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Department of Human Resources 

OREOQN HEAL 1M DDVIStON'S GUIDELINES 
FOR AIDS IN THE WORKPLACE 

September. 1986 

Preamble: The risk of transmitting an infectious disease in any setting Is determined by the speclflc ways in 
which the disease is spread. and the activities performed by persons in that setting. Generally. persons are at 
less risk of exposure to infectious diseases in the occupational setting than they are during the time spent 
outside work. 

Infections of greatest concern in the workplace are those transmitted by the respiratory route (examples: 
measles, Influenza). At a much lower level of risk, diseases spread t;>y the fecal-oral route (examples: hepatitis A, 
salmonellosis), or by close personal contact (examples: staphylococcal skin infections. head lice) may be of 
concern. Good personal hygiene (handwashing, covering coughs and sneezes, etc.), early diagnOSis and 
treatment, exclusion from work while infectious if a risk of transmission exists, and adequate environmental 
hygiene - are the primary defenses against the spread of infectious disease. 

Slood-borne and se)(:ually~transmitted infections (examples: hepatitis B and the AIDS virus, HIV) are 
generally of little concern in the workplace because they require mucous membrane or blood exposure to an 
infected person's blood or body fluids in order for transmission to occur. This usually means sexual contact or 
injectable drug and needle sharing with the person who is ill. However, given concerns about the acquired 
immunodeficiency syndrome (AIDS), the Oregon Health Division is issuing the following set of guidelines. 

A. Background. 

1. The causative agent of AIDS is a virus, known as human immunodeficiency virus (HIV), It is also known as 
the human T-Iymphotropic virus type III (HTLV-III). 

2. The HIV is most commonly transmitted through intimate sexual contact involving exchange of semen andj 
or other body fluids, or via sharing of infectious blood during i.v. drug abuse. Newborn infants may be 
infected perinatally by infected mothers. 

3. The vast majority of persons infected with this virus are currently free of symptoms, and are unaware that 
they have been infected. 

4. There is no evidence to date that casual contact exposure has led to transmission of the virus. There is 
much evidence from the study of household contacts of AIDS cases that spread of the infection does not 
occur through casual contact. 

5. Many infected persons may never become ill from this infection; however, all persons infected with HIV 
must be presumed to be capable of transmitting the virus to others, through sexual contact or blood 
contact. 

6. An infected person may experience a spectrum of clinical conditions, and may remain without symptoms 
indefinitely. It generally takes 3 years or more for an infected person to develop AIDS, among that small 
percentage of infected persons who develop the syndrome. 

7. Once diagnosed as having AIDS, most patients die within 2 years. 
8. The virus is quite fragile and is quickly killed on environmental surfaces, when treated with common, 

inexpensive diSinfectants (see below). 
9. At present, the only means available to ascertain a person's infection status is a special antibody test. If a 

person is infected, the test should become positive within 12 weeks. However, the test is not 100% 
accurate, and for many reasons is not recommended for routine screening of all persons. 

B. Recommendations: 

1. Each employer should adopt an infection control policy. Steps should be taken to insure that a/l employees 
understand and are following the policy. Each employee should receive written copies of the guidelines. 

Infection control guidelines: [These apply to all situations, not just to those persons known to have AIDS, HTLV­
III infection, or hepatitis B.] 

a. All sharp objects which could be a source of cuts, punctures, or lacerations, should be covered where 
possible or labeled appropriately. When needles are used in health care facilities, personnel should be 
educated not to resheath them after use. Sharp objects must be disposed of in safe containers so as not 
to pose a hazard for custodial personnel. [Special procedures may be appropriate where moving 
machinery exists which could cause a bleeding injury, such as on assembly lines.] 
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b. Persons with cuts, scratches, or other lesions on the hands or other exposed areas, should wear covering 
bandages and/or gloves to prevent blood/body fluid contamination of their surroundings, of themselves, 
or of other persons. 

c. Whenever possible, disposable rubber or plastic gloves should be worn when providing first aid for 
bleeding injuries. However, administration of appropriate care should not be delayed because gloves are 
not available. 

d. Contact of the skin with blood or body fluids from other persons should be avoided. If such exposure 
occurs, the affected skin should be washed thoroughly with soap and water. 

e. Contact with the mouth, eyes, or other mucous membrane areas with blood or other body fluids from 
other persons should be avoided. If such exposure occurs, the affected region should be washed 
thoroughly with water. 

f. Environmental surfaces on which blood has been spilled should be cleaned promptly with soap and water, 
followed by disinfection with a freshly made solution of one part bleach to 10 parts water. Some 
commercially available disinfectants are an acceptable substitute. 

g. Blood-contaminated items such as gloves, bandages, and paper towels should be placed in a sealed 
plastic bag, and immediately put in the garbage receptacle. 

h. Hard, impervious containers should be used when disposing of sharp blood-contaminated materials 
which could cause injuries to others. 

i. An incident in which blood from one person contacts mucous membranes or broken skin of another 
should be promptly reported to the supervisor. 

C. Employer responsibility: 

1. Each employer or work unit should provide: 
a. An employee education program for all personnel, implemented as soon as possible. The education 

should emphasize information about the AIDS virus and how it is and is not spread. Each facility should 
have one person deSignated as responsible for implementing the education program, as well as for 
periodically updating the workforce with new facts about AIDS. 

b. A source of water, soap, disinfectant solution, and disposable towels, close to the workplace. 
c. First aid kits easily accessible to all employees. These should include disposable plastic gloves. 
d. A written summary of infection control procedures to be followed, posted near first aid kits, restroom 

facilities, and rest areas. 

D. Individual rights: 
Each policy should be written in anticipation that an HIV-positive person will appear within the work force. 
AIDS is not a disease that will be transmitted in the workplace, if the infection control policy outlined above is 
implemented. Each policy should emphasize preservation of an individual's right to confidentiality, both in the 
interest of the employee's morale and to prevent hysteria and rumor, counterproductive to work efficiency. 

E. Response plan: 
1. Only a limited number of persons with a direct need to know should be informed of an infected person's 

medical condition, regardless of whether the infected person is an employee or has some other reason for 
being in the workplace (Le. as a client, patient, etc.). 

2. For employees, an effort should be made to treat the person's condition as any other major illness, 
including making reasonable accommodations so that the employee may continue to work as long as he/ 
she is physically able to do so (when symptomatic). Documentation that such efforts at accommodation 
have been made should be recorded. 

3. Contingency plans for dealing with disgruntled employees should be developed, giving such persons an 
opportunity to air concerns, and to receive further education about HIV infection and and the lack of risk of 
such infection in the occupational setting from this virus. 

Additional comments: 

A. HIV testing in the workplace is not recommended. Screening employees or applicants serves no purpose if 
the basic infection control precautions described above are followed. HIV antibody test results have no 
bearing on an individual's ability to work. 

B. Hospitals and other health care settings may need to supplement these guidelines with more detailed 
advisories. In those specialized settings where an occupational exposure may have occurred (such as 
needlestick accidents in health care workers or first responders), a testing schedule should be arranged with 
the local county health department or the individual's personal physician. 

C. HIV-related conditions should be treated as any other medical condition with respect to employee benefits. 
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D. Hiring/promotion criteria: According to interpretation of Oregon law by the Bureau of Labor and Industries, 
HIV seropositive persons, as well as patients with AIDS-related complex (ARC) and with AIDS, are viewed as 
physically handicapped (ref. 1). This principle has not bean tested in the courts. If HIV positive persons are 
determined to be physically handicapped, this legal interpretation would preclude using HIV test results or a 
diagnosis of ARC or AIDS as the basis for employment termination or denial In many settings in Oregon. 

A final note about benefits: companies that want to be farSighted in dealing with this epidemic may wish to 
consider case management programs within their benefits package, as a means to provide the best medical care 
at lowest cost. Case management programs ware conceived to accommodate low incidence catastrophic 
illnesses with high cost of treatment. Hospice and home care are often proving to be the best form of care for' 
persons with AIDS. Such casa management programs should be an integral part of the overall health insurance 
package, rather than a strategy resorted to on an individual basis, to avoid inconsistencies (ref. 2). 

The resources of the Oregon Health Division AIDS Program are available for assisting all employers in setting 
up employee education programs. Contact the Health Division in Portland at 229-5792 for more detailS. 

Suggested for further reading: 

1. Letter from Johnnie M. Bell, Administrator, Civil Rights Division, Bureau of Labor and Industries, State of 
Oregon, to James M. Campbell, Attorney at Law, dated March 13,1986. 

2. AIDS: Employer Rights and Responsibiitties. Commerce Clearing House, Inc., 4025 W. Peterson Ave., 
Chicago, IL 60646, 1985, 95 pp. 

3. Department of Human Resources, Oregon Health Division's Guidelines for Schools with Children who have 
Hepatitis B Virus or Human T-Lymphotropic Virus Infections. November, 1985. 

4. Centers for Disease Control. Recommendations for preventing transmission of infection with human T­
Iymphotropic virus type III/lymphadenopathy-associated virus in the workplace. Morbidity and Mortality 
Weekly Report 34 (45): 681-686 (1985). 

Additional copies of this advisory may be obtained from: 
Oregon Health Division 
AIDS Program, HSM 
P.O. Box 231 
Portland, OR 97207 
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THE OREGON HEALTH SCIENCES UNIVERSITY 
School of Dentistry 
Department of Pathology 

611 Southwest Campus Drive Portland, Oregon 97201 (503) 225-8904 

MEMORANDUM 

TO: Will iam S. TenPas, DMD, President 
Oregon Dental Association 

FROM: Hurray H. Bartley, DMD l\11Hd. 

DATE: September 24, 1986 

RE: DENTAL PROCEDURES AUTHORIZED FOR IMMEDIATE COMPENSATION FOR ADULT 
EMERGENCIES FOR AIDS/ARC VICTIMS BY THE ADULT AND FAMILY SERVICES DIVISION 

In our response to M~ Kristine Gebbie, Deputy Director, Human Resources Administrator 
Health Division, I believe a couple of paramount general treatment goals for the 
victims of AIDS/ARC should be stated. 

First, in the interest of humane treatment, these patients should receive care to 
remove them from pain or conditions that will imminently cause pain. Secondly, they 
should receive care for HIV induced oral conditions which are directly associated 
with AIDS/ARC. A third consideration which may be more subtle is the maintenance of 
the ability to masticate food in a group of patients in whom nutrition is a prime 
consideration. 

Below is a specific I isting of conditions which I bel ieve should be included in a 
program of automatic coverage: 

I. Acute necrotizing ulcerative gingivitis 
2. Acute pulpitis 
3. Acute periodontal and periapical abcess and sequellae, i.e. facial cellul itis 
4. Osteomyel itis of the jaws 
5. Trauma of the oral structures likely to cause severe oral disease or 

infection 
6. Oral c9nditjons a~sociated with AIDS/ARC, particularly biopsy procedures to 

establ Ish diagnOSIs 
u) oral candidiasis 
b) oral Herpes Simplex infections - 10 , 20 or other oral infections 
c) Kaposi's sarcoma or other oral lesions which could represent 

mal ignancies 
d) hairy leukoplakia 
e) severe gingivitis associated with AIDS/ARC 

7. Post radiation or chemotherapy care for those with tumors of the oropharynx 
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NAIC - Advisory Committee on AIDS 
Medical/Lifestyle Questions and Underwriting Guidelines 

PROPOSED BULLETIN 
(Effective Date) 

SUBJECT: Medical/Lifestyle Questions on Applications and Underwriting 
Guidelines Affecting AIDS and ARC 

(Recital of applicable authority if needed and purpose of bulletin. 
Issuance of bulletin is to assist insurers to formulate and design 
medical/lifestyle questions in applications for and underwriting standards 
affecting health and/or life insurance coverage in conformity with the fair 
standards adopted by the NArC at its December 1986 meeting.) 

I. General Propositions 

A. No inquiry in an application for health or life insurance 
coverage, or in an investigation conducted by an insurer or an 
insurance support organization on its behalf in connection with an 
application for such coverage, shall be directed toward determining the 
applicant's sexual orientation. 

B. Sexual orientation may not be used in the underwriting process or 
in the determination of insurability. 

C. Insurance support organizations shall be directed by insurers not 
to investigate, directly or indirectly, the sexual orientation of an 
applicant or a beneficiary. 

II. Medical/Lifestyle Applications Questions and Underwriting Standards 

/I.. No question shall be used which is designed to establish the 
sexual orientation of the applicant. 

B. Questions relating to the applicant having or having been 
-diagnosed as having AIDS or ARC are permissible if they are factual and 
designed to establish the existence of the condition. 

For Example: Insurers should not ask "do you believe you may have .. 
. ?", but rather lido you know or have reasons to know ... ?". 

C. Questions relating to medical and other factual matters intending 
to reveal the possible existence of a medical condition are permissible 
if they are not used as a proxy to establish the sexual orientation of 
the applicant, and the applicant has been given an opportunity to 
provide an explanation for any affirmative answers given in the 
application. 

For Example: "Have you had chronic cough, significant weight loss, 
chronic fatigue I diarrhea, enlarged glands, . . .?". These types of 
questions should be related to a finite period of time preceding 
completion of the application and should be specific. All of the 
questions above should provide the applicant the opportunity to give a 
detailed explanation. 
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D. Questions relating to the applicant's having or having been 
diagnosed as having or having been advis;ed to seek treatment for a 
sexually transmitted disease are permissible. 

E. Neither the marital status, the "living arrangements," the 
occupation, the gender, the medical history, the beneficiary 
designation, nor the zip code or other territorial classification of an 
applicant may be used to establish, or aid in establishing, the 
applicant's sexual orientation. 

F. For purposes of rating an applicant for health and life insurance, 
an insurer may impose territorial rates, but only if the rates are 
based on sound actuarial principles or are related to actual or 
reasonably anticipated experience. 

G. No adverse under\lriting decision shall be made because medical 
records or a report from an insurance support organization shows that 
the applicant has demonstrated AIDS-related concerns by seeking 
counselling from health care professionals. This subsection does not 
apply to an applicant seeking treatment and/or diagnosis. 

(Provision for States permitting testing) 

H. Whenever an applicant is requested to take an AIDS-related test in 
connection with an application for insurance, the use of such a test 
must be revealed to the applicant and his or her written consent 
obtained. No adverse underwriting decision shall be made on the basis 
of such a positive AIDS-related test unless an established test 
protocol* has been followed. 

I. Options to be considered by each state. 

Note: 

Alternative A. Insurers should not be permitted to ask an 
applicant whether he or she has tested positive on an AIDS-related 
blood test. 

Alternative B. Insurers should be permitted to ask an applicant 
whether he or she has tested positive on an AIDS-related blood 
test. 

"Established test protocol" means the protocol adopted in a 
particular State. At a minimum, it requires two posi ti ve 
ELISA tests. In some States, it also includes one positive 
Western blot. It is anticipated that new and more effective 
ADIS-related tests will be developed Which might replace 
those currently in use. 
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DUARTMENT OF HEALTH &. HUMAN SERVICES ; 0fflCe' fOf eMI Rights 

--_. ------------------------------------------------
For !nf«matlon contact: 

QU~PU1cftera RockfieU, Regional Manager 
~) "~73 or (TTY ITO D) 442-7486 

JWla Hare-Harbaugh, AIDS Project Coordinator 
(206) 442-7483 or (TTY lIDO) 442~7486 

Region X 
MIS~~ 
2901 Third Avenue 
Suttle, WA 98121 

YOUR RIGHTS AS A PERSON WITH AIDS OR RELATED CONDmONS 

Persons with Acquired Immune Deficiency Syndrome (AIDS) or related conditions 
who feel they have been discriminated against on the basis of handicap may file a 
complaint with the Office for Civil Rights of the U.S. Department of Health and 
Human Services. Section 504 of the Rehabilitation Act of 1973 prohibits 
discrimination based on the disabling effects of AIDS or related conditions. In 
addition, Section 504 prohibits discrimination against persons who are regarded as 
having a handicapping condition. Section 504 applies to employers and 
organizations which receive Federal financial assistance from any Federal 
department or agency, including the Department of Health and Human Services. 

WHAT IS DISC RIM INA nON AGAINST PEOPLE WITH AIDS OR RELATED CONDITIONS? 

Section 504 of the Rehabilitation Act prohibits discrimination "solely by reason of 
••• handicap" against any otherwise qualified handicapped person in any program or 
activity receiving Federal funds or conducted with Federal funds. People with 
AIDS or related conditions have been discriminatorily terminated from their jobs, 
denied access to services, or denied medical treatment because of their 
handicapping condition. Such discrim ina tion is illegal if the institution or 
organization receives Federal funds. 

WHAT CAN YOU 00 IF YOU HAVE BEEN DISCRIMINATED AGAINST? 

If you, as a person with AIDS or a related condition, feel that you have been 
discriminated against on the basis of handicap, you may file a complaint with the 
Office for Civil Rights (OCR) of the U.S. Department of Health and Human 
Services. OCR is authorized to investigate and resolve complaints of 
discrimination. Once a complaint is lodged with OCR, the law prohibits the alleged " 
discriminating party from taking any retaliatory actions against a complainant or 
any person who provides information to OCR regarding a complaint. OCR should 
be notified immediately in the event of retaliatory action. Under Section 504, you 
also have the right to consult a private attorney and to seek relief through the 
filing of a. private lawsuit against the organization that you allege discriminated 
against you. 
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HOW TO FILE A COMPLAINT WITH TIm OF PICE FOR CIVIL RIGHTS 

To file a complaint, you or your authorized representative should provide the 
following information in writing: 

o your name and address; 
o how, why, and when you believe you were discriminated against; 
o the name and address of the institution or organization that 

discriminated against you; and 
o any other relevant information you have. 

Send the information, with your signature, to: 

Carmen Palomera Rockwell, Regional Manager 
Office for Civil Rights 
Department of Health and Human Services 
2901 Third Avenue, Mail Stop 510 
Seattle, Washington 98121 

In most cases you must file your complaint within 180 days of the most recent 
discriminatory act unless you have a good reason for not filing. OCR staff will 
review your complaint and determine if it is covered by Section 504 of the 
Rehabilitation Act of 1973. If the issue in your complaint is not covered, or if the 
institution or oganization you are complaining about does not receive funding from 
this Department, OCR will refer your compJaint to the appropriate agency that 
may be able to help you. If your complaint is covered by Section 504, an 
investigation will be initiated immediately. OCR is expediting the processing of 
complaints alJeging discrimination on the basis of AIDS or AIDS-related conditions. 
If discrimination is found, OCR will ask the institution or organization to 
voluntarily correct the problems found. If this is not successful, OCR will be 
entitled to pursue enforcement proceedings. 

THE OFFICE FOR CIVD.. RIGHTS 

OCR is a division within the U.S. Department of Health and Human Services 
(DHHS) charged with the responsibility for enforcing Federal laws prohibiting 
discrimination in programs and activities which receive Federal financial 
assistance from DHHS. The majority of these laws prohibit discrimination in the 
prOVision of services to the peopJe who are intended to benefit from the programs, 
such as patients at hospitals and clinics, clients of social service programs, and 
residents of nursing homes and other institutions. Most of these Jaws, including 
Section 504, also prohibit discrimina tion in employment. 

Discrimination on the basis of race, na tiona! origin, handicap, age, and in some 
cases sex or religion, are prohibited. If you have any questions concerning the laws 
enforced by OCR, caU the individuals named above or write to the above address. 

Rev. 11/86 

-143-



o 

. ' - -:," 

uREPORT ON HIV/AIDS . INFECTION ANUINSURANCE 

L " 

HIV/AIDSPOLICY COMMITTEEc) 

~' 

. ~ 

~APRIL9" 1987 
'" 

. ,Sj)~PLEMENT TO: 
" ' , ,' .... -.;1 .... , 

, .. THE AIDS EPIDEMIC~- POlICY'RECOMMENDATION~FOROREGON'sRE~PONSE ,. 
, '. ~< ", .' " '-. • '. ., .' 



REPORT ON HIV/AIDS INFECTION AND INSURANCE 

Presented by 
the HIV/AIDS Insurance Subcommittee 

to the 
HIV/AIDS Policy Committee 

Cathy Turner 
Chair, HIV/AIDS Insurance Subcommittee 

March 31, 1987 

Adopted by the HIV/AIDS Policy Committee 
April 9, 1987 



TABLE OF CONTENTS 

Page. 

A. Overview .•••••••••..•. e •••• o •••••••••••••••••••• ~,. 1 

B. Members of Subcommittee........................... 2 

C. Summary of Recommendations........................ 3 

D. Separate Recommendations.......................... 5 

1. Comprehensive Policies........................ 5 

2. Pre-existing Condition........................ 5 

a. Definition 

b. Exclusion Periods 

3. Cancellation and Non-renewal of Policies...... 6 

4. Indigen.t Care................................. 7 

5. Uniform Screening ........•........... ~........ 7 

a. Medical Screening 

b. Lifestyle Screening 

6. Remedial Provisions................... ........ 7 

E. Package Recommendations........................... 7 

7. Health Insurance Risk Pool.................... 8 

a. General Recommendation 

b. Conditional Recommendations 

c. Self-insured Plans 

8. Testing for HIV Infection..................... 9 

a. Reliability of Test Used 

b. Informed Consent 

c. Disclosure of Test Results 

d. Confidentiality 

-i-



9. Inquiries Regarding Past Test Results ........• 11 

a. Types of Questions 

b. Confirmation 

10. Group Insurance ................... It •• ID .............. 0 12 

F. Exh,ibits ......... D ............. a ••••• II ........ e" .... CI 13 

1. Proposed Legislation on Cancellation 
of Existing Policies ........•.•.•....•.•.•.•.• 14 

2. Background memorandum on Senate Bill 1006 
(catastrophic care) ......................•.•.. 15 

3. Remedies for Insurance violations ............. 16 

4. Senate Bill 583 (risk pool) ......•............ 17 

5. Description of Amendments Suggested 
to SB 583 •• III •••••• 0 * •••• I> • .. • • • • • • • • • • • • • • • • • • • 24 

6. Engrossed Senate Bill 583..................... 26 

7. Cost Model for Senate Bill 583 •.•.•.••...•..•• 38 

8. R~bert Thompson's Memorandum on 
Self-Insured Plans ...................••....... 40 

9. Bibliography of Sources Consulted .....•......• 41 

G. List of HIV/AIDS Policy Committee t~embers ................. 42 

-ii-



Insurance Report of the 
HIV/AIDS Policy committee 

OVERVIEW 

The subcommittee on AIDS/HIV Infection and Insurance met 
frequently during February and March to consider the questions 
referred by the parent committee. Because the subcommittee had 
representation from diverse groups and interests, it was able 
to consider the questions from a variety of informed 
viewpoints. This report contains the recommendations of that 
subcommittee, as ratified by the full Policy Committee. 

It quickly became apparent in our discussions that legitimate 
interests cause different groups to view these issues from 
strikingly different perspectives. We must consider the 
interests of promoting public health, of preserving civil 
rights, of providing health care for those who need it, of 
maintaining equity among insureds. and of preserving insurer 
solvency. 

Reaching a consensus thus requires compromise. which the 
committee sought to achieve. Recommendations 1 through 6 of 
our report reflect consensus on each individual issue. 

For the remaining major questions of a medical insurance risk 
pool. testing applicants for HIV infection. and inquiring about 
prior test results. consensus resulted only for the 
recommendations (numbered 7 through 10) taken as a consolidated 
package. Failure of the 1987 legislature to enact a 
hospital-medical insurance risk pool would call for the 
recommendations on testing and inquiring about test results to 
be withdrawn. No consensus has been reached on what should 
happen in that situation. The Policy Committee should 
immediately reconvene, if that bill does not pass. to deal 
quickly with those issues. 
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SUMMARY OF RECOMMENDATIONS 

Implementation and Scop~. This listing refines the insurance 
recommendations of the February 1987 AIDS/HIV Policy Committee 
Report (February. 1987 Report) and consolidates them with 
those of the Subcommittee on Insurance. Except where 
otherwise specified. the recommendations pertain to all health 
and life insurance transactions regulated under Oregon's 
Insurance Code and are to be implemented by administrative 
rules of the Insurance Commissioner. 

1. Comprehensive Policies. All comprehensive major medical. 
hospital, or surgical policies should cover AIDS and ARC 
as they would any other serious medical conditions. 

2. Pre-existing Conditions. 

a. Definition. Asymptomatic HIV infection should not be 
considered a pre-existing condition with respect to 
subsequent claims related to AIDS or ARC. 

b. Exclusion Periods. The period of exclusion for AIDS 
or ARC claims. where physical symptoms were present before 
the coverage date. should be no longer than that for other 
pre-existing diseases. 

3. Cancellation and Non-renewal. Legislation should be 
enacted to prohibit insurers from cancelling. 
non-renewing, or increasing premium rates on a person's 
existing life or health insurance policy because of a 
change in the health status of. or claims submitted by. 
that individual. 

4. Indigent Care. Because stringent qualifying requirements 
for publicly-funded assistance leave many persons without 
access to any third-party payment system. the Committee 
recommends legislative action to ensure access to medical 
expense coverage. regardless of income level. 

5. Uniform Screening. 

a. Lifestyle. Insurance discrimination based on sexual 
orientation should be prohibited. No measures may be used 
in the insurance screening process to determine an 
applicant's sexual orientation. 

b. Medical. Screening for HIV infection. ARC. and AIDS 
should be prohibited when not done in conjunction with 
screening for other health conditions. 

6. Remedial Provisions. Given the information available and 
the specific recommendations of this report. we have not 
identified any present need for additional remedial 
provisions. 
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(SUMMARY RECOMMENDATIONS - continued) 

The following recommendations reflect the consensus of the 
group only when taken as a consolidated package which 
balances social. civil rights. and public health concerns 
with those of insurer solvency and equity among insureds. 

7. Health Ipsurance Risk Pool. As part of this package. the 
legislature should enact Senate Bill 583, establishing a 
health insurance risk pool to provide coverage for all of 
those who desire and can pay for it but are unable to 
obtain it in the conventional market. 

8. Testing for HIV Infection. As part of this package, 
insurance companies may require applicants to take blood 
tests with certain restrictions: 

a. Reliability of Tests Used. Any insurance company 
action based on positive test results must be based 
on either repeated positive ELISA tests confirmed by 
a Western Blot or another test or test series which 
the State Epidemiologist finds to be no less 
accurate. 

b. Informed Consent. Insurance testing should be done 
only with informed consent. 

c. Disclosure of Test Results. All positive HIV results 
should be disclosed to a physician or county health 
department named by the applicant for that purpose, 
or to the applicant upon specific request. 
Disclosure to the applicant should be accompanied by 
appropriate counseling. 

9. Inguiries Regarding Past Test Results. As part of this 
package, insur.ers may ask whether an applicant has tested 
positive in any HIV antibody test, subject to the 
following restrictions. 

a. Types of Questions. General questions asking only 
whether the applicant has taken such a test. 
regardless of outcome, should be prohibited. 

b. Confirming Results. A company may not rate or deny 
coverage merely based on a positive response on an 
application to a question about past test results. 
To take such negative action the company must confirm 
a positive result by the full test protocol described 
in a.a. above, through either medical records or 
current retesting. 

10. Group Insurance. As part of this package. certain 
categories of group insurance, where individual 
underwriting practices apply, will be subject to the 
restrictions above on screening for individual policies. 
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RECOMMENDATIONS ON 
AIDS/HIV INFECTION AND INSURANCE 

Implementation and Scope. Unless otherwise specified, the 
following recommendations per·tain to all health and life 
insurance transactions regulat~d under Oregon's Insurance 
Code and are to be implemented by administrative rules of the 
Insurance Commissioner. 

1. COMPREHENSIVE POLICIES 

RECOMMENDATION 

All comprehensive major medical, hospital or surgical 
policies should cover AIDS and ARC as they would any other 
serious medical conditions (February 1987 Report. Health and 
Life Insurance recommendation 4. page 56). 

Comment 
a. For insurance purposes, AIDS and ARC do not differ 

from other serious medical conditions. No 
justification exists for singling them out for 
exclusion. 

b. For an applicant who does not qualify for insurance 
due to HIV positivity, AIDS or ARC. the February 
report suggested that a health insurance policy might 
be issued which covered all but costs arising from 
HIV infection. However, because the medical 
consequences of AIDS and ARC affect many body 
systems. it is not practical to provide meaningful 
coverage while excluding these conditions. It is 
also not practical to require insurance to be 
offer red at higher premium rates for infected 
individuals. The uprated premiums would have to be 
at a prohibitive rate (for health insurance much 
higher than insurance available under the risk pool). 

Therefore, although we would not prohibit companies 
from trying to provide more limited coverage to an 
infected person, we do not recommend mandating such 
action. 

2. PRE-EXISTING CONDITIONS 

a. RECOMMENDATION: DEF!NITION 

Asymptomatic HIV infection should not be considered a 
pre-existing condition with respect to subsequent claims 
related to AIDS or ARC. 
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Comment. 
A pre-existing condition is generally defined as the 
existence of symptoms which would cause an ordinarily 
prudent person to seek diagnosis. care. or 
treatment. The result of an HIV antibody test should 
not be considered a "symptom ll

• 

b. RECOMMENDATION: EXCLUSION PERIODS 

The period of exclusion for AIDS or. ARC claims, where 
physical symptoms were present before the coverage date. 
should be no longer than that for other pre-existing 
diseases. 

3. CANCELLATION AND NON-RENEWAL OF POLICIES 

RECOMMENDATION 

Legislation should be enacted to prohibit insurers from 
cancelling. non-renewing. or increasing premium rates on a 
person's existing life or health insurance policy because of 
a post-issue change in the health status of. or claims 
submitted by. that individual. Draft legislation is included 
in Exhibit 1. The change should be effective prospectively, 
to apply to policies issued after passage. 

Comment 
The Insurance Division is not now approving such policy 
prOV1Slons. Very few. if any. inforce individual 
policies exist today which give the insurer such a 
cancellation right. 

4. INDIGENT CARE 

RECOMMENDATION 

The committee supports legislative efforts to ensure access 
to medical expense coverage without forcing individuals into 
poverty. We strongly encourage affected parties -- hospital 
and medical associations, third party payors, citizen 
representatives and appropriate state agencies -- to 
aggressively develop approaches that will make health care 
available for all persons in the state. including those who 
cannot afford to pay current health insurance premiums. We 
note the recent introduction of Senate Bill 1006. which deals 
with the important concepts of catastrophic care and coverage 
for the medically needy AIDS patient. We urge serious 
consideration of these proposals. (Exhibit 2) 

Comment. The creation of a health insurance risk pool 
does not resolve the health insurance problem for 
HIV-infected persons who cannot afford to pay for 
coverage. Because of stringent qualifying requirements 
for publicly-funded Medicare or Medicaid assistance, a 
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substantial proportion of these persons will not have 
access to any third party payment system. Instead. they 
will be forced to exhaust already meager financial 
resources at the same time their health is failing and 
they are least able to cope with financial stress. 

We also recognize that this problem is not 
AIDS-specific. It affects all uninsurable individuals 
with limited financial resources. As such. answers must 
be sought in a forum with the authority and expertise to 
address the entire need. 

5. UNIFORM SCREENING 

a. RECOMMENDATION: MEDICAL SCREENING 

Screening for HIV infection. ARC and AIDS should be 
prohibited when not done in conjunction with screening 
for other health conditions. (Febr.uary. 1987 Report 
health and life insurance recommendation 2. p. 55) 

b. RECOMMENDATION: LIFESTYLE .SCREENING 

Insurance discrimination based on sexual orientation 
should be prohibited. Nondiscrimination rules based on 
the NAIC Guidelines on Lifestyle Questions should be 
adopted. (February. 1987 Report. life and health 
insurance recommendation 3. p.55 and p.140). 

Comment 
Such rules protect against the danger of rating or 
declining individuals. or selecting individuals to 
test. based on sexual orientation. 

RECOMMENDATION 

Given the information available. and the specific 
recommendations of this report. we have not id~ntjfied any 
present need for additional remedial provisions. 

Comment 
This issue deals with whether an individual has 
sUfficient recourse when insurance laws are violated. 
The significant remedies already available are described 
in Exhibit 3. 

PACKAGE RECOMMENDATIONS. 

The remainder of our recommendations deal with establishing a 
health insurance risk pool. requiring applicants to take HIV 
tests to obtain insurance. and asking applicants about prior 
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test results. To properly balance the social and public 
health concerns associated with this disease with the costs 
to insurance companies and to the general insurance-buying 
public. recommendations 7 through 10 must be seen as a 
consolidated package. Failure to adopt anyone of the items 
from this package will require re-examination of the 
remaining issues. 

7. HEALTH INSURANCE RISK POOL 

a. GENERAL RECOMMENDATION 

As part of this package recommendation. the legislature 
should enact a health insurance risk pool to provide a safety 
net for all of those who desire and can pay for health 
insurance but are unable to obtain it in the conventional 
market. Senate Bill 583 (attached as Exhibit 4) would 
satisfy this concern and should be adopted. We recommend a 
number of amendments to the bill. Those are listed in 
Exhibit 5. and a complete text of those and certain other 
technical changes is in Exhibit 6. A preliminary cost model 
is in Exhibit 7. 

Comment 
Enactment of risk pool legislation addresses one primary 
concern about insurance company testing: the health 
insurance alternatives available for those who test 
positive. 

b. CONDITIONAL RECOMMENDATION 

If a risk pool is not enacted in the 1987 legislature: 

i. the legislature should convene an i-nterim task force 
on health insurance pooling. and 

ii. the recommendations relating to testing and to 
inquiries about prior results are withdrawn. and a formal 
mechanism must be established to resolve these issues as 
quickly as possible. 

c. SELF-INSURED PI.ANS RECOMMENDATION 

Federal legislation should be enacted to remove any barriers 
to assessing the losses of such a program over a base which 
includes self-insured medical plans. 

Comment 
A federal law. the Employee Retirement Income Security 
Act of 1974 (BRISA). regulates all employee benefit 
plans. with a few exceptions such as governmental plans 
and church plans. ERISA preempts any state law relating 
to covered employee benefit plans. except that state 
insurance regulation is permitted. This means that 
Oregon can regulate insured plans through the Insurance 
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Code but cannot regulate self-insured RRISA employee 
welfare plans. Legal advice furnished to the Committee 
concludes that any attempt to impose an assessment on 
such self-insured plans is likely to be preempted by 
ERISA and is almost certain to embroil the pool in 
litigation. (see memorandum from Robert H. Thompson, 
Esq., attached as Exhibit 8) 

8. TESTING FOR HIV INFECTION 

GENERAL RECOMMENDATION. 

As part of our package recommendation, insurance companies 
may require applicants to take HIV blood tests with certain 
r.estrictions described below. 

§.... TESTING: RELIABILITY OF TESTS USED. 

RECOMMENDATION. 

Any insurance company action based on positive test 
results must use either a protocol consisting of repeated 
positive ELISA tests confirmed by a Western Blot or 
another test or test series which the SLate 
Epidemiologist finds to be no less accurate. These 
standards should be reviewed and updated periodically in 
light of currently available conditions and procedures. 

Comment 
Insurance Companies are not entitled to information 
on blood test results unless they can be Bhown to be 
a reliable factor in determining the risk class of 
the applicant. 

The current protocol of repeated ELISA positivity 
confirmed by Western Blot appears at this time to 
meet sufficient reliability standards. (See 
Wisconsin State Epidemiologist Report on Serologic 
Tests for the Presence of Antibody to Human 
T-Lymphotropic Virus Type III.) The high accuracy 
attributed both to all negative results and to 
positive results in people currently subject to "high 
risk" factors. together with the unacceptability of 
insurance companies classifying individuals on the 
basis of sexual orientation, leads to this 
conclusion. 

b. TESTING: INFORMED ~ONSENT 

RECOMMENDATION 

The general recommendation of the parent committee, that 
testing be done only with the informed consent of the 
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applicant, should apply to the insurance setting as 
follows: 

i. Any statute enacted to require informed consent 
to HlV testing should include the context of 
insurance physicals or lab tests. 

11. An Insurance Division rule clarifying this 
requirement in the insurance setting should include 
specimen language prepared by the Health Division. 
(See recommendation 2 on page 31 of the February. 
1987 Report.) 

iii. Any HIV blood lest performed in conjunction 
with an insurance application should have signed 
authorization by the applicant regarding the specific 
types of tests involved. This authorization should 
require the applicant to designate the person to whom 
positive test results should be reported: a named 
physician, the county health department, or directly 
to the applicant. 

c. TESTING: DISCLOSURE OF TEST RESULTS. 

RECOMMENDATION. 

All positive HIV results should be directly or indirectly 
disclosed to the individual. Information an insurance 
company acquires through required tests, other than from 
a physician, should be disclosed for further explanation 
to a physician or county health department named by the 
applicant for that purpose. Information should not be 
disclosed directly to the applicant except upon the 
individual's specific r.equest, after a renewed 
opportunity to name a physician. Disclosure to the 
applicant of HlV positive results should be accompanied 
by appropriate counseling. 

0030c 

Comment 
Existing statutes on use and disclosure of insurance 
information permit a company which obtains a 
positive test result to disclose that information 
either to the applicant or to an attending physician 
for explanation to the applicant. (ORS 746.640) 
The latter practice is common and is preferable to 
having a person ndt qualified to provide related 
counseling notify an applicant directly of HIV test 
results. 

In contrast to most other medical results. knowledge 
of HlV positive results may strongly affect a 
person's health behavior and public health 
consequences. Therefore, disclosure should be made 
of all positive results. 
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d. TESTING: CONFIDENTIALITY. 

RECOMMENDATION. 

No recommended changes in existing laws. 

Comment 
The potential for discrimination outside the 
insurance arena is real if confidentiality of test 
results cannot be guaranteed. However. Oregon 
insuranco law restricts the use and disclosure of 
information in insurance settings. (ORS 746.600 to 
746.690.) Given these statutory restrictions on 
disclosure of information. plus the fact that the 
committee has no affirmative information on 
unauthorized disclosures. we feel there are adequate 
protections in place in this area. 

9. INQUIRIES REGARDING PAST TEST RESULTS. 

RECOMMENDATION. 

As part of our package recommendation. insurance companies 
may ask whether an applicant has tested J2...Qsitive in any HIV 
antibody test. subject to the following restrictions. 

a. Types of Questions. General qu(~stions asking only 
whether the applicant has taken such a test. 
regardless of outcome. should be prohibited. 

b. Confirming Results. A company may not rate or deny 
coverage based merely on a positive response on an 
application to a question about past test results. 
Before taking such action the company must confirm a 
positive result to the full test protocol described 
in a.a. above, through either medical records or 
current retesting. or must have been informed that 
the applicant declines to undergo such further 
tHsting. 

Comment. The committee considered prohibiting insurers 
from asking about past positive test results. while 
permitting testing at time of application. Some persons 
with practices classified as IIhigh risk ll could be 
discouraged from voluntarily seeking HIV testing. if they 
know that past positive test results could block futUre 
availability of insurance. To the extent that knowledge 
about onels own HIV antibody status may further encourage 
the safer sex and IV needle use practice that slows the 
spread of the disease. any action which would discourage 
voluntary testing is undesirable. 
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Balancing the above concern is the consequenc~ of 
prohibiting questioning about past test results. 
Insurance companies would then choose between testing all 
applicants and being forced to insure at standard rates 
applicants who themselves knew that they presented a 
significantly higher than standard risk. Consequences 
for the general insurance-buying public would include 
higher premiums and increased cost and inconvenience 
associated with applying for insurance. 

The recommendation represents a compromise based on the 
belief that, with an insurance risk pool in place. 
questions concerning HIV test results on an insurance 
application need not be a deterrent for most individuals 
to seek testing. 

10. GROUP INSURANCE 

RECOMMENDATION. 

As part of the package recommendation, certain categories of 
group insurance, where individual underwriting practices 
apply, will be subject to the restrictions above on screening 
for individual policies. In the group context, the uniform 
screening requirements apply not only to screening 
individuals within a group but also to the determination of 
the level of screening to apply for a particular group. 

Comment 
'I'he February repor t recommended no tes ting. and no 
questioning about past test results, in group insurance. 
The stated reason was that group premiums are based on 
the groupls prior claims history, and hence an adequate 
spread of risk among members of the group would be 
obtained. HL~ever, there are group insurance situations 
where the selection principles applicable are closer to 
those for individual insurance. Examples are employers 
with only a few employees, associations where the members 
pay the entire premium for their coverage. individuals 
who do not sign up for group insurance when initially 
eligible, and individuals with amounts of life or 
disability insurance significantly larger than the group 
average. 

Because of the ERISA pre-emption of employee benefit plan 
regulation described in section 7.c .• the state cannot 
force the ab~ve group insurance restrictions to apply to 
self-insured plans. The same restrictions are 
appropriate for ERISA employers, however, and we urge 
their voluntary compliance. 
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EXHIBIT I 

MEASURE SUMMARY 

ID doc 13:2 
03/13/87 

Prohibits insurers from canceling individual health policies or 
raising rates because of post-issuance claims of single insured. 
Repeals provision authorizing health insurer to cancel pol·icy at any 
time. 

1 A BIll FOB AN ACI 

2 Relating to insurance; creating new prOVisions; and repealing ORS 

3 743.471. 

4 Be It Enacted by the People of the state of oregon: 

5 SECTION 1. section 2 of this Act is added to and made a part of ORS 

6 743.405 to 143.498. 

1 SECTION 2. An individual health insurance policy may not contain 

8 any provision permitting the insurer to cancel or not renew the policy 

9 or increase the premium rate of the policy because of a post-issuance 

10 change .1n the health status of; or claims submitted by, any individual 

11 insured under the policy. 

12 SECTION 3. ORS 743.471 is repealed. 
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EXHIBIT 2 

March 11, 1987 

TO: AIDS!HIV Insurance Committee Members 

Kim Dahlman, Oregon Association of Hospitals 

RE: CATASTROPHIC CARE FUND 

The problem of catastrophic healthcare costs has received 
much attention lately in regards to the Medicare program a~d 
previously with private insurers form such diseases as 
cancer. The concept of a catastrophic care fund under 
Medicaid is a natural extension of these concerns. The 
Ore g I) n A s ~ 0 cIa t ion 0 f Ho s pit a 1 s ( OAH ) pro p 0 sal e sse n t i a I 1 y 
creates two new classes of categorical assistance under the 
current Title XIX program. 

The first part of the proposal centers on payment for AFS 
day outliers only when the balance remaining after normal 
DRG reimbursement and Third Party Reimbursement is equal to 
or exceeds $10,000. This proposal for r2imbursement has 
been in the developmental stage at OAH since early in 1986. 
The medical indigellcy position paper of the OAH was 
previously given to this committee and was the basis for 
this part of the proposal. The increased awareness of the 
growing AIDS problem in Oregon due in large part to the 
HIV/AIDS Policy Committee, brought about the concept of 
"addirig on ll another new category to thi s proposal for AIDS 
patients. The assumptions we have used to estimate the 
fiscal impact are based upon, for the most part, those from 
the policy committee. Realizing that all numbers are open 
to speculation and question we have made the following 
a.ssumptions: 

a) 1600 AIDS diagnosed cases from 1984 to 1989 -
HIV/AIDS Policy Committee. 

b) 1375 estimated new cases - HIV/AIDS Policy 
'Committee bar graph representation of projected 
ca se s. 

c) 800 surviving AIDS diagnosed cases at end of 1989 -
assumption based upon estimated life span after 
diagnosis of AIDS of 12 to 15 months, 1000 
diagnosed cases in 1987-89 biennium and PolIcy 
Commi ttees recommendat ions (red book pg. 71). 

d) 1000 estimated AIDS diagnosed cases requiring care 
in 1987-89 biennium - assumption based upon 
estimated life span, total number of new cases in 
biennium and carryover cases from prior biennium. 

EXHIBIT #2 IS OMITTED FROM THIS REPORT. PLEASE CALL BONNIE WIDERBURG, 229-5806 FOR A COPY. 
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EXHIBIT III 

REMEDIES PROVIDED UNDER THE OREGON INSURANCE CODE 

1. ORS 731.988. For violation of any provision of the Insurance Code, 
any lawful rule or final order of the Commissioner or any final 
judgment or decree made by any court, the Commissioner may impose a 
civil penalty of up to $2,000 for each offense, or $10,000 in the 
aggregate for all such offenses wi thin any three-month period. In 
addition, the violator may be required to forfeit and pay a civil 
penalty in an amount determined by the Commissioner up to the amount 
of profit in any transaction involving such violation. 

2. ORS 731.992. For violation of any provision of the Insurance Code 
for which a greater penalty is not otherwise provided, criminal 
penalties as for a misdemeanor may be imposed, in addition to any 
civil penalties. 

3. ORS 731.418. For violation or failure to comply with any lawful 
order of the Insurance Commissioner, any provision of the Insurance 
Code, or any other items specified in the statute, the Commissioner 
may revoke or suspend an insurer's Certificate of Authority. 

4. ORS 731.252. The Insurance Commissioner may issue a Cease and Desist 
Order whenever he has reason to believe that any person has been 
engaged in, is engaging or is about to engage in any violation of 
the Insurance Code. 

5. ORS 731.256. Provides for institution of legal proceedings as the 
Insurance Commissioner may deem necessary for the enforcement of any 
provision of the Insurance Code or any order or action made or 
taken by him. Also provides for institution of criminal prosecution 
through the Attorney General's office for violation of any provision 
of the Insurance Code. 

6. ORS 743.006 and ORS 743.009. Insurance policy forms, application 
forms, riders, endorsements or renewal cert;ificates, must be filed 
and approved prior to use in the state of Oregon. Specifies grounds 
for which Commissioner may disapprove forms. 

7. ORS 743.114. Provides for recovery of plaintiff's attorney's fees 
in an action for benefits on an insurance policy. 

8. ORS 746.680. Provides that if an insurer, agent or insurance support 
organization discloses information without proper authoriza'tion, it 
shall be liable for damages sustained by the individual about 
whom the information relates, plus reasonable attorney's fees. 
Also provides for injunctive relief in order to comply with other 
provisions of the Insurance Information and Privacy laws. 

9. Common Law. Remedies. For failure to comply wi th the provisions 
of an insurance policy, the person may file suit against the insurer 
for breach of contract and obtain contract remedies. In addition, the 
person could file suit against an insurer for its failure to place 
insurance in effect after satisfying all conditions for purchase. 

3B17 
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EXHIBIT 4 

64th OREGON LEGISLATIVE ASSEMBLY-1987 Regular Session 

Senate Bill 583 
Sponsored by Senators BRADBURY, BROCKMAN, CEASE, HAMBY, J. HILL, L. IIlLL, KERANS, MONROE, 

RYLES, Representatives AGRONS, ANDERSON, BAUMAN, BROGOl'rrI, BURTON, BUTSCH, CALOURr, 
CEASE, DIX, EACHUS, FAWBUSH, FORD, FRENCH, HANNEMAN, HUGO, D. JONES, KOTULSKI, 
MARKHAM, MASON, McCARTY, McCRACKEN, McTEAGUE, NORRIS, PARKINSON, PETERSON, 
ROBERTS, SAYLER, SCHROEDER, WIIITTY, Senator TIMMS, Representatives PHILLIPS, SOW A (at the reo 
quest of National Multiple Sclerosis Society, Oregon Chapter American Diabetes Association) 

SUMMARY 

The followi.,g summary is not prepared by the sponsors of the measure and is not a part of the body thereof subject 
to consideration by the Legislative Assembly. It is an editor's brief statement of the essential features of the 
measure as introduced. 

Creates nonprofit Oregon Health Insurance Pool to offer major medical expense coverage to 
every eligible person. 

A BILL FOR AN ACT 

2 Relating to insurance. 

3 Be It Enacted by the People of the State of Oregon: 

4 SECTION 1. As used in this Act: 

5 (1) "Benefits plan" means the coverages to be offered by the pool to eligible persons pursuant 

6 to this Act. 

7 (2) "Board" means the board of directors of the pool. 

8 (3) "Commissioner" means the Insurance Commissioner. 

9 (4) "Division" means the Insurance Division. 

10 (5) "Health insurance" means any hospital, surgical or medical expense incurred policy, any 

11 not·for-profit health care service plan contract or health maintenance organization or subscriber 

12 contract. Health insurance does not include accident only, disability income, hospital confinement 

13 indemnity, dental or credit insurance, coverage issued as a supplement to liability insurance, insur· 

14 ance arising out of a workers' compensation or similar law, automobile medical·payment insurance 

15 or insurance under. which benefits are payable with or without regard to fault and which is 

16 statutorily required to be contained in any liability insurance poiicy or equivalent self-insurance. 

17 (6) "Health maintenance organization" has the meaning given in ORS 442.015. 

18 (7) "Insured" means any individual resident of this state who is eligible to receive benefits from 

19 any insurer or insurance arrangement as defined in this section. 

20 (8) "Insurer" means any insurance company authorized to transact healtn insurance business in 

21 this state and any health maintenance organization. 

22 (9) "Medicare" means coverage under both part A and part B of Title XVIII of the Social Se-

23 curity Act, 42 U.S.C. 1395 et seq., as amended. 

24 (10) "Member" means all insurers participating in the pool. 

25 (11) "Physician" has the meaning given in ORS 677.010. 

26 (12) "Plan of operation" means the plan of operation of the pool, including articles, bylaws and 

'1:1 operating rules, adopted by the board pursuant to this Act. 

2B (13) "Pool" means the Oregon Health Insurance Pool as created by section 2 of this Act. 

29 SECTION 2. (1) There is created a nonprofit entity to be known as the Oregon Health lnsur-
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1 ance Pool. All insurers issuing health insurance in this state on or after the effective date of this 

2 Act shall be members of the pool. 

3 (2) The commissioner shall, within 90 days after the effective date of this Act, give notice to all 

4 insurers of the time and place for the initial organizational meetings of the pool. The pool members 

5 shall select the initial seven member board of directors. The selection of the board shall be subject 

6 to approval by the commissioner. The commissioner shall be a member of the pool and shall also 

7 serve as the chair of the board or shall designate such chair. The board shall at all times, to the 

8 extent possible; include at least one representative of a domestic insurance company licensed to 

9 transact health insurance, one representative of a domestic not-for-profit health care service con-

10 tractor and one member of the general public who is not associated with the medica! profession, a 

11 hospital or an insurer. 

12 (3) If, within 60 days of the organizational meeting, the board is not selected, the commissioner 

13 shall appoint the initial board and appoint an administering insurer. 

14 (4) The board shall submit to the commissioner a plan of operation for the pool and any 

15 amendments thereto necessary or suitable to assure the fair, reasonable and equitable adminis-

16 tration of the pool. The commissioner shall, after notice and hearing, approve the plan of operation 

17 provided the plan is determined to be suitable to assure the fair, reasonable and equitable adminis-

18 tration of the pool, and provides for the sharing of pool gains or losses on an equitable proportionate 

19 basis. The plan of operation shall become effective upon approval in writing by the commissioner 

20 consistent with the date on which the coverage under this Act is required to be made available. 

21 If the board fails to submit a suitable plan of operation within 180 days after the appointment of the 

22 board, or at any time thereafter fails to submit suitable amendments to the plan, the commissioner 

23 shall, after notice and hearing, adopt such rules as are necessary or advisable to effectuate the 

24' provisions of this Act. Such rules shaH continue in force until modified by the commissioner or 

25 superseded by a plan submitted by the board and approved by the commissioner. 

26 (5) In its plan the board shall: 

27 (a) Establish procedures for the handling and accounting of assets and moneys of the pool; 

28 (b) Select an administering insurer or insurers in accordance with this Act and establish pro-

29 cedures for filling vacancies on the board; 

30 (c) Establish procedures for the selection, replacement, term of office and qualifications of the 

31 directors of the board and rules of procedures for the operation of the board; 

32 (d) Establish procedures for the collection of assessments from all members to cover pool losses 

33 and expenses incurred under the plan during the period for which the assessment is made. The level 

34 of payments shall be established by the board, pursuant to this Act. Assessment shall occur at the 

35 end of each calendar year. The board may also provide for interim assessments against members 

36 of the pool if necessary to assure the financial capability of the pool. Assessments are due and 

37 payable within 30 days of receipt of the assessment notice; and 

38 (e) Develop and implement a program to publicize the existence of the plan, the eligibility re-

39 quirements and procedures for enrollment and to maintain public awareness of the plan. 

40 (6) The pool shall have the general powers and authority granted under the laws of this state 

41 to insurance companies licensed to transact the kinds of insurance defined under subsection (5) of 

42 section 1 of this Act and the specific authority to: 

43 (a) Enter into such contracts as are necessary or proper to carry out the provisions and pur-

44 poses of this Act, including the authority, with the approval of the commissioner, to enter into 
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1 contracts with similar pools of other states for the joint performance of common administrative 

2 functions, or with persons or other organizations for the performance of administrative functions; 

3 (b) Sue or be sued, including taking any legal actions necessary or proper for recovery of any 

4 assessments for, on behalf of, or against pool members; 

5 (c) Take such legal action as necessary to avoid the payment of improper claims against the pool 

6 or the coverage provided by or through the pool; 

7 (d) Establish appropriate rates, rate schedules, rate adjustments, expense allowances, agents' 

8 referral fees, claim reserves or formulas and perform any other actuarial function appropriate to the 

9 operation of the pool. Rates shall not be unreasonable in relation to the coverage provided, the risk 

10 experience and expenses of providing the coverage. Rates and rate schedules may be adjusted for 

11 appropriate risk factors such as age and area variation in claim costs and shall take into consider-

12 ation appropriate risk factors in accordance with established actuarial and underwriting practices; 

1~ (e) Assess members of the pool in accordance with the provisions of this Act, and to make such 

14 advance inteiim assessments as may be reasonable and necessary for the organizational and interim 

15 operating expenses. Any such interim assessments shall be credited as oITsets against any regular 

16 assessments due following the close of the calendar year; 

17 (0 Issue policies of insurance in accordance with the requirements of this Act; 

18 (g) Appoint from among members appropriate legal, actuarial and other committees as necessary 

19 to provide technical assistance in the operation of the pool, policy and other contract design, and 

20 any other function within the authority of the pool; 

21 (h) Borrow money to eITect the purposes of the Oregon Health Insurance Pool. Any notes or 

22 other evidence of indebtedness of the pool not in default shall be legal investments for insurers and 

23 may be carried as admitted assets; and 

24 (D Establish rules, conditions and procedures for reinsuring risks under this Act_ 

25 SECTION 3. (1) Any individual person who is a resident of this state shall be eligible for pool 

26 coverage if evidence is provided of: 

27 (a) A refusal to issue the insurance for health reasons by one insurer; 

28 (b) A refusal to issue the insurance except with a reduction or exclusion of coverage for a pre-

29 existing health condition for a period exceeding six months; or 

30 (c) A refusal to issue the insurance except at a rate exceeding the pool rate. 

31 (2) Notwithstanding subsection (1) of this section, the board may adopt a list of medical or 

32 health conditions for which a person is eligible for pool coverage without applying for health in-

33 surance pursuant to this section. Persons who can demonstrate the existence or history of any 

34 medical or health conditions on the list adopted by the board are eligible to apply directly to the 

35 pool for insurance coverage. 

36 (3) A person is not eligible for coverage under the pool if: 

37 (a) The person is at the time of pool application eligible for health care benefits under ORS 

38 chapter 414; 

39 (b) The person has terminated coverage in the pool unless 12 months have lapsed since such 

40 termination; 

41 (c) The pool has paid out $1 million in benefits on behalf of the person; or 

42 (d) The person is an inmate of a public institution or is eligible for public programs. 

43. SECTION 4. (1) The board shall select an insurer or insurers through a competitive bidding 

44 Frocess to administer the pool. The board shall evaluate bids submitted based on criteria estab-

[31 
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lished by the board which shall include: 

2 (a) The insurer's proven ability to handle individual accident and health insurance. 

3 (b) The efficiency of the insurer's claim paying procedures. 

4 (c) An estimate of total charges for administering the plan. 

5 (d) The insurer's ability to administer t.he pool in a cost·effective manner. 

6 (2)(a) The administering insurer shall serve for a period of three years subject to removal for 

7 cause. 

8 (b) At least one year prior 1.0 the expiration of each three-year period of service by an admin-

9 istering insurer, the board shall invite all insurers, including the current administering insurer, to 

10 submit bids to ser'Ve as the administering insurer for the succeeding three-year period. Selection 

11 of the administering insurer for the succeeding period shall be made at least six months prior to the 

12 end of the current three-year period. 

13 (3) The administering insurer shall: 

14 (a) Perform all eligibility and administrative claims payment functions relating to the pool. 

15 (b) Establish a premium billing procedure for collection of premiums from insured persons on a 

16 periodic basis as determined by the board. 

17 (c) Perform all necessary functions to assure timely payment of benefits to covered persons un-

18 der the pool including: 

19 (A) Making available information relating to the proper manner of submitting a claim for bene-

20 fits to the pool and distributing forms upon which submission shall be made. 

21 (B) Evaluating the eligibility of each claim for payment by the pool. 

22 (d) Submit regular reports to the board regarding the operation of the pool. The frequency, 

23 content and form of the report shall be as determined by the board. 

24 (e) Following the close of each <:alendar year, determine net written and earned premiums, the 

25 expense of administration and the paid and incurred losses for the year and report this information 

26 to the board and the division on a form as prescribed by the commissioner. 

'J:l (0 Be paid as provided in the plan of operation for its expenses incurred in the performance of 

28 its services. 

29 SECTION 5. (l) Following the close of each calendar year, the pool administrator shall deter-

30 mine the net premiums, the pool expenses of administration and the incurred losses for the year, 

31 taking into account investment income and other appropriate gains and losses. Health insurance 

32 premiums and subscriber contract charges producing assessments that are less than an amount de-

33 termined by the board to justify the cost of collection shall not be considered for purposes of de-

34 termining assessments. 

35. (2) Each insurer's assessment shall be determined by multiplying the total loss from pool oper-

36 ations by a fraction the numerator of which equals that insurer's premiums and subscriber contract 

37 charges for health insurance written in the state during the preceding calendar year and the de-

38 nominator of which equals the total of all premiums and subscriber contract charges written in the 

S9 state during the preceding calendar year. 

40 (3) If assessments exceed actual losses and administrative expenses of the pool, the excess shall 

41 be held at interest and used by the board to offset future losses or to reduce pool premiums. As 

42 used in this subsection, "future losses" includes reserves for incurred but not reported claims. 

43 (4)(a) Each member's proportion of participation in the pool shall be determined annually by the 

44 board based on annual statements and other reports deemed necessary by the board and filed with 
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1 the board by the member. 

2 (b) Any deficit incurred by the pool shall be recouped by assessments apportioned under sub· 

3 section (2) of this section by the board among members. 

4 (5) The board may abate or defer, in whole or in part, the assessment of a member if, in the 

5 opinion of the board, payment of the assessment would endanger the ability of the member to fulfill 

6 its contractual obligations. In the event an assessment against a member is abated or deferred in 

7 whole or in part, the amount by which such assessment is abated or deferred may be assessed 

8 against the other members in a manner consistent with the basis for assessments set forth in sub-

9 section (2) of this section. The member receiving such abatement or deferment shall remain liable 

10 to the pool for the deficiency for four years. 

11 SECTION 6. (1) The pool shall offer major medical expense coverage to every eligible person. 

12 Major medical expense coverage offered by the pool shall pay an eligible person's covered expenses, 

13 subject to limits on the deductible and coinsurance payments authorized under paragraph (d) of 

14 subsection (4) of thi~ section; up to a lifetime limit of $1 million per :::over€d indiyidtial.. 

15 mum limit under this subsection shall not be altered by the board, and no actuarial equivalent 

16 benefit may be substituted by the board. 

17 (2) When the services and articles are necessary and prescribed by a person licensed and prac-

18 ticing within the scope of the person's profession, covered expenses shall be the prevailing charge 

19 in the locality for the following services and articles: 

20 (a) Hospital services. 

21 (b) Professional services for the diagnosis or treatment of injuries, illnesses or conditions, other 

22 than mental or dental, which are rendered by a physician or chiropractor, or by other licensed 

23 professionals at the direction of a physician or chiropractor. 

24 (c) Drugs requiring a physician's prescription. 

25 (d) Services of a licensed skilled nursing facility for not more than 120 days during a policy year. 

2ft (e) Services of a home health agency up to a maximum of 270 services per year. 

27 <0 Use of radium or other radioactive materials. 

28 (g) Oxygen. 

29 (h) Anesthetics. 

30 (i) Prostheses other than dental. 

31 (j) Rental of durable medical equipment, other than eyeglasses and hearing aids, for which there 

32 is no personal use in the absence of the condition for which is prescribed. 

33 (k) Diagnostic X-rays and laboratory tests. 

34 (L) Oral surgery for excision of partially or completely unerupted impacted teeth or the gums 

35 and tissues of the mouth when not performed in connection with the extraction or repair of teeth. 

36 (m) Services of a physical therapist. 

37 (n) Transportation provided by a licensed ambulance service to the nearest facility qualified to 

38 treat the condition. 

39 (0) Services for diagnosis and treatment of mental and nervous disorders, provided that an in-

40 sured shall be required to make a 50 percent copayment, and that the payment of the pool shall not 

41 exceed $4,000 for outpatient psychiatric treatment. 

42 (3) Covered expenses of the pool shall not include the following: 

43 (a) Any charge for treatment for cosmetic purposes other than surgery for the repair or treat-

44 ment of an injury or a congenital bodily defect to restore normal bodily functions. 

[51 
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1 (b) Care which is primarily for custodial or domiciliary purposes. 

2 (c) Any charge for confinement in a private room to the extent it is in excess of the institution's 

3 charge for its most common semiprivate room, unless a private room is prescribed as medically 

4 necessary by a physician. 

5 (d) That part of any charge for services rendered or articles prescribed by a physician, dentist 

6 or other health care personnel which exceeds the prevailing charge in the locality or for any charge 

7 not medically necessary. 

8 (e) Any charge for services or articles the provision of which is not within the scope of au-

9 thorized practice of the institution or individual providing the services or articles. 

10 (0 Any expense incurred prior to the effective date of coverage by the pool for the person on 

11 whose behalf the expense is incurred. 

12 (g) Dental care except as provided in paragraph (L) of subsection (2) of this section. 

13 (h) Eyeglasses and hearing aids~ 

14 (i) Illness or injury due to acts of war. 

15 (j) Services of blood donors and any fee for failure to replace the first three pints of blood pro-

16 vided to an eligible person each policy year. 

17 (k) Personal supplies or services provided by a hospital or nursing home, or any other nonmed-

18 ical or non prescribed supply or service. 

19 (4)(a) Premiums charged for coverages issued by the pool may not be unreasonable in relation 

20 to the benefits provided, the risk experience and the reasonable expenses of providing the coverage. 

21 (b) Separate schedules of premium rates based on age and geographical location may apply for 

22 individual risks. 

23 (c) The pool shall determine the standard risk rate by calculating the average group rate 

24 charged by the five largest insurers offering coverages in the state comparable to the pool coverage. 

25 In the event five insurers do not offer comparable coverage, the standard risk rate shall be estab-

26 Iished using reasonable actuarial techniques and shall reflect anticipated experience and expenses 

'1:l for such coverage. Initial rates for pool coverage shall not be more than 130 percent of rates es-

28 tablished as applicable for group risks. Rates subsequently established shall provide fully for the 

29 expected costs of claims including recovery of prior losses, expenses of operation, investment income 

30 of claim reserves and any other cost factors subject to the limitations described in this section. In 

31 no event, however, shall pool rates exceed 150 percent of rates appiicable to group risks. All rates 

32 and rate schedules shall be submitted annually to the commissioner for approval. 

33 (d) The pool coverage defined in this section shall provide for a choice of deductibles of $500, 

34 $1,000 or any other amount determined by the board per annum per individual, and coinsurance of 

35 20 percent, such coinsurance and deductibles in the aggregate not to exceed $1,500 per individual 

36 nor $3,000 per family per annum. The deductibles and coinsurance factors may be adjusted annually 

:rl according to the Medical Component of the Consumer Price Index. 

38 (5) Pool coverage shall exclude charges or expenses incurred during the first six months fol-

39 lowing the effective date of coverage as to any condition, if: 

40 (a) The condition manifested itself within the six-month period immediately preceding the effec-

41 tive date of coverage in such a manner as would cause an ordinarily prudent person to seek diag-

42 nosis, care or treatment; or 

43 (b) Medical advice, care or treatment was recommended or received within the six-month period 

44 immediately preceding the effective date of coverage. Such preexisting condition exclusions shall 

[6] 
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be waived to the extent to which similar exclusions have been satisfied under any prior health in-

2 surance coverage which was involuntarily terminated if the application for pool coverage is made 

3 not later than 60 days following the involuntary termination. In such a case, coverage in the pool 

4 shall be effective from the date on which such prior coverage was terminated. The board may assess 

5 an additional premium of up to 10 percent for coverage provided under the plan in this manner, 

6 notwithstanding the premium limitations stated in this Act. 

7 (6)(a) Benefits otherwise payable under pool coverage shall be reduced by all amounts paid or 

8 payable through any other health insurance, or insurance arrangement, and by all hospital and 

9 medical expense benefits paid or payable un(~c:r any workers' compensation coverage, automobile 

10 medical payment or liability insurance whether provided on the basis of fault or nonfault, and by 

11 any hospital or medical benefits paid or payable under or provided pursuant to any state or federal 

12 law or program except Medicaid. 

13 (b) The pool shall have a cause of action against an eligible person for the recovery of the 

14 amount of benefits paid which are not for covered expenses. Benefits due from the pool may be 

15 reduced or refused as a setoff against any amount recoverable under this paragraph. 

16 SECTION 7. Participation in the pool' as members, the establishment of rates, forms or proce-

17 dures, or any other joint or collective action required by this Act shall not be the basis of any legal 

13 action, criminal or civil liability or penalty against the pool or any of its members. 

19 SECTION 8. The pool established pursuant to this Act shall be exempt from any and all taxes 

20 assessed by the State of Oregon. 

21 SECTION 9. Any insurer subject to tax liability imposed by ORS 731.816 may offset assessments 

22 paid to the pool by it in a calendar year against such tax liability. 

23 SECTION 10. After two years of operation of the pool, the board shall conduct a study of the 

2~ claims loss experience of the pool and adjust the plan of operation and benefits plan to reflect the 

25 findings of the study. The board may also recommend amendments to the Oregon Health Insurance 

26 Pool Act to the Legislative Assembly to address the claims loss experience of the pool. 

27 SECTION 11. On and after the date the Oregon Health Insurance Pool becomes operational as 

28 provided in this Act, every insurer licensed in this state shall include a notice of the existence of 

29 the Oregon Health Insurance Pool in <lny rejection of any application for health insurance coverage 

30 for reasons of the health of the applicant. 

31 
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Recomended Amendments to SB583 

1. The offset against tax liability should parallel the 
provisions for Oregon Life and Health Insurance Guaranty 
Association assessments (ORS 734.575(1)}. including tax 
liabilities for corporate excise taxes. gross premium 
taxes. or fire insurance gross premium taxes and being 
spread over five years from date of assessment. A 
carryforward provision should also be added for years in 
which taxes due are not large enough to permit the full 
offset otherwise determined. 

Comment. This provision equalizes the permitted tax 
credits among all pool members. The amortization 
over five years also decreases the initial cost to 
the state and smooths out the longer term cost. 

2. An emergency clause should be added. making the bill 
effective upon enactment. The deadlines in Section 2 of 
the bill would start to run from this date. The bill 
should require the pool to be operational by April 1. 
1988. 

3. The legislation should be made a part of the Insurance 
Code. Among other things. this will clarify certain 
standard definitions and responsibilities. 

4. The pool should be subject to examination and regulation 
by the Insurance Commissioner. as are the existing 
insurance guaranty associations (ORS 734.660 and 734.850). 

5. Immunity from legal action should be strengthened. (See 
ORS 734.690 and 734.870 for the existing guaranty 
associations.) 

6. Assessments of any losses from the unde~writing risks of 
the pool should be made over the broadest possible base. 
The following specific changes should be made: 

Pool membership should include any Btate or local 
government units providing self-insured medical 
insurance programs to their employees. 

The bill should provide that the pool include other 
self-insured plans to the extent permitted by 
Federal Law" 

7. The listing of specific benefits to be provided by pool 
coverage should be replaced with broad coverage 
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guidelines and authority vested in the Insurance 
Commissioner to approve specific benefits representative 
of those typically provided by large employers. 

0060c 

Comment. This change will permit the pool to react 
more quickly to changes in the way medicine is 
practiced and new benefits available in the 
marketplace. specific proposed language is based on 
the NArc Alternative 2 version of a risk pool bill. 
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EXHIBIT 6 - 2 6 . 
64th OREGON LEGISLAnVE ASSEMBLY··1987 Regular Session 

"HAND ENGROSSED" 

Senate Bill 583 
Spon~y~s~y ~~:!~~~a~~e~D~g:JN:'R~~~1:sciN~FtAS~M~~~v:~j;ji~~i~;r~ifoL~: r~si~if.'K~gff~: 

~~~:iIA~' Jt;~~S, M~~~N~i.H, M~g~~C::J~C~~TEAGUE, ~JO'R~IS, PARim;SON,' PETERSON~ 
ROBERTS, SAYLER, SCHROEDER, WIII1'rY, Senator TIMMS, Rc~resent~tlves pmLL.IP~, SOWA (at the re 
quest of National Multiple Sclerosis Society, Oregon Chapter American D!a~tes Association) 

SUMMARY 

. . ed b tl: s nsors of the measure and is not a part of the body thereof subject 
~ec!~~~:~fi~~~a~helsr:;~s\~~fv:r AS5~mb~y. ~ is an editor's brief statement of the essential features of the 

measure as introduced. 

Creates nonprofit Oregon He~lth Insurance Pool to offer major medical expense coverage to 
every eligible person. 

A BILL FOR AN ACT 

2.. A. 

Relating to insuraolce; creating new provisions; amending ORS 748.555 and 750 .. 055; and 
declaring an emergency. 

3 Be It Enacted by the People of the State of Oregon: 

Ii SECTION 1. As used in this Act: 
5 (1) "Beneftts plan" means the coverages to be offered by the pool to eligible persons pursuant 

6 to this Act. 
7 (2) "Board" means the board of directors of the pool. 

~ (3) "Insured" means ~ny individual resident of this state who is ,aligible to receive benefits 
SA. from any insurer or self-insurance arrangement. 

q. (4) "Insurer" means any insurer (as defined in ORS 731.106) or fraternal benefit society (as 
qA defined in DRS 748.105) required to have a certificate of authority to transact health insurance 
98 business in this state and any health care service contractor as defined in ORS 750.005(2). 

10 (5) "Medical insurance" means any hospital, surgical or medical expense incurred policy and 
II any health care service contractor subscriber contract. Medical insurance does not include 
I~ accident only, disability income. hosoital confinement 

13 indemnity, dental or credit insurance, coverage issued as a supplement to liability insurance, insur· 

14 ance arising out of a workers' compensation or similar law, automobile medical·payment insurance 

15 or insurance under which benefits are payable with or ... ,ithout regard to fault and which is 

16 statutorily requlred to be contained in any liability insurance policy or equivalent self·insurance. 

I~ (6) "Medicure" means coverage under both part A and Part 8 of Title XVIII of the Social Se-. 

is curity Act, 42 U.S.C. 1395 et seq., as amended. 

(7) "Member" means all insurers and self-insurance arrangements participating in the pool. 

(8) ·Physician" has the meaning given in DRS 677.010. 

C2, (9) "Plan of operation" means the plan of operation of the pool, including articles, bylaws 
~~ and 

a.3 operating rules, adopted by the board pursuant to this Act. 

(10) ·Pool" means the Oregon f~edical Insurance Pool as created by section 2 of this Act. 

(11) ·Self-insurance arrangement~ means any plan, program, contract or ~ny other arrangement 
under which one or more employers, unions or other organizations provide to their employees or 
members in this state, either directly or indirectly through a trust or third party administrator, 
health care services or benefits other than through an insurer. 

Spr.tion 2. (I) There;s created a non9rofit entity to be known as the Oregon Medical 
NOTE: M' .• lter in bold race in lin amended section is new; matter litalic and brot:k~f.dl IS existinx I"", to hp onu,,,,,1 



I 
24 
2a 
2C. 
20 
:2£::-
2.F 

2S 
2» 

3 

4-
.:tA. 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

" 25 

26 

27 

28 

29 

30 

31 

32 

33 

S4 

35 

36 

?il 

38 

39 

40 

41 
f2. 

43 

44 

1:iB583 
- 27 -

Insurance Pool. The following shall be members of the pool: 
(a) All insurers issuing medical insurance in this state on or after the effective date of 

this Act; and 
(b) To the extent consistent with federal law, all self-insurance arrangements which are 

covered by the Employee Retirement Income Security Act of 1974 as amended and which provide health 
care benefits in th,:; st,;te an or after the effective date of this Act; and 

(c) All self-insurance arrangements which are not covered by the Employee Retirement Income 
Security Act of 1974 as amended, including but not limited to governmental and church plans, and 
which provide health care benefits in this state on or after the effective date of this Act. 

(2) The commissioner shall, within 90 days after the effective date of this Act, give notice to all 

ins~r:r~ and, to.the.extent feasible, all self-insurance arrangements of the time and place 
for the lnltlal organlzatlonal meetings of the pool. The pool members 

shall select the initial seven member board of directors. The selection of the board shall be subject 

to approval by the commissioner. The commissioner shall be a member of the pool and shall also 

serve as the chair of the board or shall designate such chair. The board shall at all times, to the 

extent possible, include at least one representative of a domestic insurance company licensed to 

transact health insurance, one representative of a domestic not·for·profit health care service con· 

tractor and one member of the general public who is not associated with the medical profession, a 

hospital or an insurer. 

(3) If, within 60 days of the organizational meeting, the board is not selected, the commissioner 

shall appoint the initial board and appoint an administering insurer. 

(4) The board shall submit to the commissioner a plan of operation for the pool and any 

amendments thereto necessary or suitable to assure the fair, reasonable and equitable adminis· 

tration of the pool. The commissioner shall, after notice and hearing, approve the plan of operation 

provided the plan is determined to be suitable to assure the fair, reasonable and equitable adminis· 

tration of the pool, and provides for the sharing of pool gains or losses on an equitable proportionate 

basis. The plan of operation shall become effective upon approval in writing by the commissioner 

consistent with the date on which the coverage under this Act is required to be made available. 

If the board fails to submit. a suitable plan of operation within 180 days after the appointment of the 

board, or at any time thereafter fails to submit suitable amendments to the plan, the commissioner 

shaH, after notice and hearing, adopt such rules as are necessary or advisable to effectuate the 

provisions of this Act. Such rules shall continue in force until modified by the commissioner or 

superseded by a plan submitted by the board and approved by the commissioner. 

(5) In its plan the board shall: 

(a) Establish procedures for the handling and accounting of assets and moneys of the pool; 

(b) Select an administering insurer or insurers in accordance with this Act and establish pro­

cedures for filling vacancies on the board; 

(c) Establish procedures for the selection, replacement, term of office and qualifications of the 

directors of the board and rules of procedures for the operation of the board; 

(d) Establish procedures for the collection of assessments from ali members to cover pool losses 

and expenses incurred under the plan during the period for which the assessment is made. The level 

of payments shall be establi&hed by the board, pursuant to this Act. Assessment shall occur at the 

end of each calendar year. The board may also provide for interim assessments against members 

of the pool if necessary to assure the financial capability of the pool. Assessments are due and 

payable within 30 days of receipt of the assessment notice; and 

(e) Develop and implement a program to publicize the existence of the plan, the eligibility re­

quirements and procedures for enrollment and to maintain public awareness of the plan. 

(6) The pool shall have the general powers' and authority granted under the laws of this state 

to insu'rance companies with a certificate of authority to transact health insurance and the 
specific authority to: 

(a) Enter into s~ch contracts as are necessary or proper to carry out the provisions and pur-

poses of this Act, including the authority, with the approval of the commissioner, to enter into 
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contracts with similar paols of other states for the joint performance of common administrative 

functions, or with persons or other organizations for the performance of administrative functions; 

(b) Sue or be sued, including taking any legal actions necessary or proper for recovery of any 

assessments for, on behalf of, or against pool members; 

(c) Take such legal action as necessary to avoid the payment of improper claims against the pool 

or the coverage provided by or through the pool; 

(d). Establish appropriate rates, rate schedules, rate adjustments, expense allowances, agents' 

referral fees, claim reserves or formulas and perform any other actuarial function appropriate to the 

operation of the pool. Rates shall not be unreasonable in relation to the cONe rage provided, the risk 

experience and expenses of providing the coverage. Rates and rate schedules may be adjusted for 

appropriate risk factors such as age and area variation in claim costs and shall take into consider­

ation appropriate risk facturs in accordance with established actuarial and underwriting practices; 

(e) Assess members of the pool in accordance with the provisions of this Nct, and to make such 

advance interim assessments QS may be reasonable and necessary for the orgailizational and interim 

operating expenses. Any such ,ntcrim assessments shall be credit.,ed as offsets against any regular 

assessments due following the close of the calendar year; 

(0 Issue policies of !nsurance in accordance with the requiv'ements of this Act; 

(g) Appoint from among members appropriate legal, actuanal and other committees as necessary 

to provide technical assistance in the ~peration of the pool, policy and other contract design, and 

any other function within the authority Iltf the pool; 

(h) Borrow money to effect the purposes of the pool. Any notes or 
other evidence of indebtedness of the pool not in default shall be legal investments for insurers and 

may be carried as admitted assets; and 

(i) Establish rules, conditions and procedures for reinsuring risks under this Act. 

SECTION 3. (1) Except for persons ineligible under subsection (3) of this Section, any 
individual person who is a resident of this state shall be eligible for pool coverage if: 

(a) An insurer, or an insurance company with a certificate of authority in.any ~ther state, 
has made an adverse underwriting decision, as defined in ORS 746.600(1). on medlcal 1nsurance for 
health reasons while the person was a resident; or 

(b) The person had or has a history of any medical or health conditions on the list adopted 
by the board under (2). 

(2) The board may adopt a list of medical or health conditions for which a person is eligible 
for pool coverage without applying for medical insurance pursuant to this section. 

(3) A person is not eligible for coverage under the pool if: 

(a) The person is eligible for health care benefits under DRS chapter 414 or Medicare' 
(b) The person has terminated coverage in the pool unless 12 months have lapsed since ;uch 

termination; 

(c) The pool has paid out $1 million in benefits on behalf of the person; 

~ (d) The person is an inmate of or a patient in a public institution; or 

.39 
40 
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. (e) The person has, on the dat~ of issue of coverage by the pool, coverage under health 
lnsurance or a self-insurance arrangement which is substantially equivalent to coverage under 
Section 6 of this Act. 

~4). A pe~s~n.a~plYing for coverage under the pool shall establish initial eligibility and 
contlnulng ellglblllty by such evidence as the plan of operation shall require. 

SECTION 4. (l) The board shall select an insurer or insurers thro"gh a competitive bidding 

process to administer the pool. The board shall evaluate bids submitted based on criteria estab. 

f31 
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lished by the board which shall include: 

(a) The insurer's proven ability to handle individual medical insurance. 

3 (b) The efficiency of the insurer's claim paying procedures. 

4 (c) An estimate of total charges for administering the plan. 

5 (d) The insurer's ability to administer the pool in a cost-effective manner. 

6 (2)(a) The administering insurer shall serve for a period of three years subject to removal for 

7 cause. 

B (b) At least one year prior to the expir'ation of each three-year period of service by an admin-

9 istering insurer, the board shall invite all insurers, including the current administering insurer, to 

10 submit bids to serve as the administering insurer for the succeeding three-year period. Selection 

11 of the administering insurer for the succeeding period shall be made at least six months prior to the 

12 end of the current three-year period. 

13 (3) The administering insurer shall: 

14 (a) Perform all eligibility and administrative claims payment functions relating to the pool. 

15 (b) Establish a premium billing procedure for collection of premiums from insured persons on a 

16 periodic basis as determined by the board. 

17 (c) Perform all nec~ssary functions to assure timely payment of benefits to covered persons un-

18 der the pool including: 

19 (A) Making available information relating to the proper manner of submitting a claim for bene-

20 fits to the pool and distributing forms upon which submission shall be made. 

21 (B) Evaluating the eligibility of each claim for payment by the pool. 

22 (d) Submit regular reports to the board regarding the operation of the pool. The frequency, 

23 content and form of the report shall be as determined by the board_ 

24 (e) Following the close of each calendar year, determine net written and earned premiums, the 

25 expense of administration and the paid and incurred losses for the year and report this information 

26 to the board and the division on a form as prescribed by the commissioner. 

27 (0 Be paid as provided in the plan of operation for its expenses incurred in the performance of 

~8 its services. 

[4] 
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Section 5. (1) Following the close of each calendar year. the board shall determine the 
net premiums (premiums less administrative expense allowances). the pool :xpenses of. 
adnlinistration and the incurred losses for the year. taking into account lnvestment lncome and 
other appropriate gains and losses. Medical insurance premiums and subscriber contract charges 
and benefits paid by a self-insurance arrangement producing assessments that are less than an 

amount de-
termined by the board to justify the cost of collection shall not be considered for purposes of de-

-termining assessments. The amount of the assessment shall be as follows: 

(a) Each insurer's assessment shall be determined by multiplying the total loss from pool 

oper-
ations by a fraction the numerator of which equals that insurer's premiums and subscriber contract 

charges for medical insurance written in the state during the preceding calendar year and the 
denominator of which equals the total of all medical insurance premiums and subscriber contract 
charges written in the state and 110 percent of all claims p6id by member self-insurance 
arrangements in the state during the preceding calendar year. 

(b) Each member self-insur~nce arrangement's assessment shall be determined by multiplying 
the total loss from pool operatl0n by a fraction. the numerator of which equals 110% f th 
benefits paid by that self-insurance arrangement on behalf of insured in this state d~ringethe 
prec:ding calendar year and the denominator of which equals the total of all medical insurance 
premlums. subscriber contract Charge and 110% of all benefits paid by member self-insurance 
arran~ements made on behalf of insured in this state during the preceding calendar year. Member 
self-lnsurance arrangements shall report to the board claims payments made in this state on an 
annual basis on a form prescribed by the commissioner, 

(c) The. board may recommend and the commis i formula in this subsection to aC~ieve e ual t ~ oner may ado~t. rules adjusting the assessment 
arrangements. q rea ment between lnsurers and self-insurance 

40 

41 

42 

43 

44 

bf'l h~:d I::~s:ssments :xceed actual losses and administrative expenses of the pool, the exc~ss shall 

used
" th' In ebrest an used by the board to offset future losses or to reduce pool premiums As 

In IS su sectio "Ii t I " . . ( ) n, u ure osses Includes reserves for incurred but not reported claims 

b d4 b(a) Each member's proportion of participation in the pool shall be determined annually ~y the 

oar ased on annual state e ts d th m n an 0 er reports deemed necessary by the board and filed with 
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the board by the member. 

2 (b) Any deficit incurred by the pool shall be recouped by assessments apportioned under sub· 

3 section (2) of this section by the board among members. 

4 (5) The board may abate or defer, in whole or in part, the assessment of a member if, in the 

5 opinion of the board, payment of the assessment would endanger the ability of the member to fulfill 

6 its contractual obligations. In the event an assessment against a member is abated 0:" deferred in 

7 . whole or in part, the amount by which such assessment is abated or deferred may be assessed 

8 against the other members in a manner consistent with the basis for assessments set forth in sub· 

9 section (2) of this section. The member receiving such abatement or deferment shaH remain liable 

10 to the pool for the deficiency for four years. 

11 SECTION G. (1) The pool shall ofTer major medical expense coverage to every eligible person. 

11- (2) The coverage to be issued by the pool, its schedule of benefits, exclusions and other 
13 limitations. shall be established through rules promulgated by the Commissioner, taking into 
14 consideration the advice and recommendations of the pool members. In the absence of such rules, 
15 the pool shall use the minimum benefits prescribed by Section 6 (Alternative 1) of the Model 
Ib Health Insurance Pooling Mechanism Act of the National Association of Insurance Commissioners 
17 (1983). 

31 

11 If this amendment to subsections 6(1) through 6(3) is not made, then see alternative amendm 
attached as an Appendix. 

[6] 
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14 (3) In establishing the pool coverage, the Commissioner shall take into consideration the 
15 levels of medical insurance provided in the state and such medical economic factors as may be 
Ib deemed appropria.te and shall promulgate benefit levels, deductibles, coinsurance factors, 
17 exclusions and limitations determined to be generally reflective of. and commensurate with, 
18 medical insurance provided through a representative number of large employers in the state. 

19 (4)(a) Premiums charged for coverages issued by the pool may not be unreasonable in relation 

20 to the benefits provided, the risk eXp'erience and the reasonable expenses of providing the coverage. 

21 (b) Separate schedules of premium rates based on age and geographical location may apply for 

22 individual risks. 

23 (c) The pool shall determine the standard risk rate by calculating the average group rate 

24 charged by the five largest insurers offering coverages in the state comparable to the pool coverage. 

25 In the event five insurers do not offer comparable coverage, the standard risk rate shall be estab· 

26 Hshed using reasonable actuarial techniques and shall reflect anticipated experience and expenses 

Tl for such coverage. Initial rates for pool coverage shall not be more than 130 percent of rates es-

28 tablished as applicable for group risks. Rate!> subsequently established shall provide fully for the 

29 expected costs of claims including recovery of prior losses, expenses of operation, investment income 

30 of claim reserves and any other cost factors subject to the limitations described in this section. In 

31 no event, however, shall pool rates exceed 150 percent of rates appiicable to group risks. All rates 

32 and rate schedules shall be submitted annually to the commissioner for approval. 

33 (d) The pool coverage defined in this section shall provide for a choice of deductibles of $500, 

34 $1,000 or any other amOlmt determined by the board per annum per individual, and coinsurance of 

35 20 percent, such coinsurance and deductibles in the aggregate not to exceed $1,500 per individual 

35 nor $3,000 per family per annum. The deductibles and coinsurance factors may be adjusted annually 

37 according to the Medical Component of the Consumer Price Index. 
38 (5)(a) Pool coverage shall exclude charges or expenses incurred during the first six months 

:!PI following the effective date of coverage- as to any condition: 

40 
40A 
41 

42 

(i) Which had manifested itself within the six-month period irr~ed;ately preceding the 
effec 

tive date of coverage in such a manner as would cause an ordinarily prudent person to seek diag-

nosis, care or treatment; or 

(ii) For which medical advice, Fare or treatment was recommended or received within the 
six-month period immediately preceding the effective date of coverage. 

shall be wa,·ved to the extent to which similar (b) Such preexisting condition exclusions " 
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I exclusions, if any. have been satisfied under any prior health in-

2 surance coverage which was involuntarily tenninated if the application for pool coverage is made 

3 not later than 60 days following the involuntary termination. In such a case, coverage in the pool 

4 shall be effective from the date on which such prior coverage was terminated. The board may assess 

5 an additional premium of up to 10 percent for coverage provided under the plan in this manner, 

6 notwithstanding the premium limitations stated in this Act. 

7 (6)(a) Benefits otherwise payable under pool coverage shall be reduced by all amounts paid or 

7A payable through any other medical or health insurance. or self-insurance arrangement,and 
76 by all hospital and 

8 

9 

10 

11 

12 

13 

14 

15 

payable through any other health l;:;surance, or insurance arrangement, and by all hospital and 

medical expense benefits paid or payable under any workers' compensation coverage, automobile 

medical payment or liability insurance whether provided on the basis of fault or nonfault, and by 

any hospital or medical benefits paid or payable under or provided pursuant to any state or federal 

law or program except Medicaid. 

(b) The pool shall have a cause of action against an eligible person for the recovery of the 

amount of benefits paid which are not for covered expenses. Benefits due from the pool may be 

reduced or refused as a setoff against any amount recoverable under this paragraph. 

(7) The mandated benefit statutes that apply to individual health insurance h 
'I>S. pool coverage. s all apply to 

IS-C. (8) .Pool c?verage may be furnished through a health care service contractor or such 
I~-D. alternatlVe dellVe)'y system as will contain costs while maintaining quality of care. 
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Section 7. Neither participation in the pool as members, the establishment of rates, forms. 
or procedures. nor any other action taken in the performance of the powers and duties under this 
Act shall be the basis of any legal action, criminal or civil liability or penalty against the 
pool. any of its members. its board. the commissioner, or any of their agents or employees. 

SECTION 8. The pool established pursuant to this Act shall be exempt from any and all taxes 

assessed by the State of Oregon. 

Section 9. (1) A member may offset the assessment described in section 5 of this Act first 
against its corporate excise tax imposed under ORS 317.070, its gross premiums tax imposed under 
ORS 731.816 or both, and second against its fire insurance gross premiums tax imposed under 
ORS 731.820. in that order. On recommendation of the board. the commissioner may adopt rules 
allowing a substantially equivalent tax offset for self-insurance arrangements or their sponsors. 

(2) Any offset shall be taken at a rate of 20 percent of the amount of the assessment for 
each of the five calendar years following the year in which the assessment was paid. If the 
member has insufficient tax liability in any year to take advantage of all or part of the offset 
resu1ting from an assessment. the unused portion of the offset may be carried forward to 
subsequent tax years as permitted by ORS 317.476. If a member ceases doing business. all 
uncredited assessments may be credited against its tax liabilities referred to in this subsection 
for the year in which it ceases doino business. 

SECTION 10. After two years of operation of the pool, the board shall conduct a study of the 

claims loss experience of the pool and adjust the plan of operation and benefits plan to reflect the 

findings of the study. The board may also recommend amendments to this Act to the Legislative 
Assembly to address the claims loss experience of the pool. 

2.7 
2S 

2.9 
2.9A 

SECTION 11. On and after the. date the pool becomes operational as provi~ed in this Act, 
every insurer or self-insurance arrangement shall include a notice.of t~e eX1stence of t~e Or:gon 
Medical Insurance Pool in any adverse underwriting decision on med1ca~ lnsurance. as deflned 1n 
subsection 3(1)(a) of this Act, for reasons of the health of the appllcant. 

30 for reasons of the health of the applicant. 

[8] 
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SECTION 12. (1) The pool shall be subject to examination and regulation by the 
commissioner. 

(2) The fo'llowing provisions of the Insurance Code shall apply to the pool to the extent 
applicable and not inconsistent with the express provisions of this Act: 

2/ ----------------.-
(3) For the purposes of this section only. the pool shall be deemed an insurer, pool coverage 

Shall be deemed individual health insurance, and pool coverage contracts shall be deemed policies. 

SECTION 13. Sections 1 through 12 of this Act are added to, and made a part of, the 
Insurance Code. 

SECTION 14. ORS 748.555 is amended to read: 

748.555 Other provisions applicable to fraternal benefit societies. (1) The following 
provisions of the Insurance Code shall apply to fraternal benefit societies to the extent so 
applicable and not inconsistent with the express provisions of this chapter: 

(a) ORS 731.004 to 731.026, 731.032 to 731.154, 731.162, 731.166. 731.170, 731.204 to 
731.356, 731.378 to 731.434, 731.450, 731.454, 731.504, 731.508, 731.512, 731.574 to 731.620, 
731.640. 731.644 to 731.652. 731.804 and 731.844 to 73!.992. 

(b) ORS 732.245, 732.250, 732.320 and 732.325. 

(c) ORS 733.010 to 733.050, 733.080, 733.140 to 733.170, 733,210 733.510 to 733.570, 733.590 
to 733.680 and 733.710 to 733.780. 

(d) ORS chapter 734. 

21 (e) ORS 743.003 to 743.012, 743.018 to 743.030, 743.039 to 743.054, 743.060, 743.069, 
~~ 743.078, 743.084 to 743.108, 743.114, 743.116, 743.123. 743.350 to 743.370 and 743.558. 

l3 (f) ORS 744.005 to 744.265. 

24 (g) ORS 746.005 to 746.140. 746.160. 746.180, 746.220 to 746.370 and 746.600 to 746.690. 

25 (h) This 1987 Act. 

2b (2) For the purposes of this section, fraternal benefit societies shall be deemed insurers 
27 and benefit certificates issued by such societies shall be deemed policies. 

2S SECTION 15. DRS 750.055 ;s amended to read: 

29 750.055 Other provisions applicable to health care service contractors. (1) The following 
30 provisions of the Insurance Code shall apply to health care service contractors to the extent so 
~I applicable and not inconsistent with the express provisions of this chapter: 

~/ See ORS 748.555. 750.055(1). 

[91 
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(a) DRS 731.004 to 731.150, 731.162, 731.204 to 731.362. 731.382, 731.386, 731.390, 731.398 
to 731.430. 731.450. 731.454. 731.504, 731.508, 731.512, 731.574 to 731.620, 731.540 to 731.652. 
731.804 and 731.844 to 731.992. 

(b) ORS 732.230. 732.245. 732.250, 732.320. 732.325 and 732.505 to 732.595. 

(c)(A) ORS 733.010 to 733.050, 733.080, 733.140 to 733.170, 733.210. 733.510 to 733.680 and 
733.700 to 733.780, apply to not for-profit health care service contractors. 

(B) ORS chapter 733 applies to for-profit health care service contractors. 

(d) ORS chapter 734. 

(e) ORS 743.003 to 743.011, 743.012, 743.018 to 743.030, 743.037 to 743.108, 743.114, 
743.116, 743.119 to 743.128, 743.350 to 743.370, 743.402, 743.412, 743.492, 743.495, 743.498. 
743.527, 743.529. 743.549 to 743.555, 743.800 to 743.333 and 743.850 to 743.890. 

(f) ORS 743.522 and 743.528, except that individual policies may be issued to the persons or 
families insured in lieu of issuance of a single group policy as referred to in ORS 743.522. An 
indiyidual policy issued under this paragraph shall be considered the statement of the essential 
features of the insurance coverage required under ORS 743.528(2). 

(g) DRS 744.005 to 744.265. 

(h) DRS 746.005 to 746.140, 746.160. 746.180, 746.220 to 746.370 and 746.600 to 746.690. 

I~ (i) ORS 743.135, except in the case of group practice health maintenance organizations that 
19 are federally qualified pursuant to Title XIII of the Public Health Service Act unless the patient 

20 is referred by a physician associated with a group practice health maintenance organization. 

~I (j) ORS 743.557 and 743.558, except that group practice or staff health maintenance 
~~ organizations which are federally qualified pursuant to Title XIII of the Public Health Service 
23 Act shall be deemed to comply with the requirements of ORS 743.557 and 743.558. 

25 
2.b 

).7 

:21 
2.'1 

(k) This 1987 Act. 

(2) For the purposes of this section only, health care service contractors shall be deemed 
insurers. 

(3) Any for-profit health care service contractor organized under the laws of any other state 
which is not governed by the insurance laws of such state, will be subject to all requirements of 
ORS chapter 732. 

(4) The commissioner may. after notice and hearing, adopt reasonable rules not inconsistent 
with this section and ORS 750.003. 750.005. 750.025 and 752.045 that are deemed necessary for the 
proper administration of these provisions. 

SECTION 16. This Act being necessary for the immediate preservation of the public peace. 
health and safety, an emergency is declared to exist. and this Act takes effect on its passage. 
The pool shall become operational as soon as reasonably possible and in any event no later than 
April 1, 1988. 

[10] 
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Alternative Section 6 

/0 If the foregoing. amendments to subsections 6(1) through 6(3) are not adopted, then the following 
II shou 1 d be substi tuted: 

12 Major medical expense coverage offered by the pool shall pay an eligible person's covered expenses, 

13 subject to limits on the deductible and coinsurance payments authoriz'<!d under para~raph (d) of 

J~ Subsection (4) of this section and subject to any alternative arrangement under subsection (8) 
)LiA. of this Section, up to a lifetime limit of $1 million per covered individual. The maxi~· 

15 

16 

1'( 

.510 

21 

22 

23 

mum limit under this subsection shall not be altered by the board, and no actuarial equivalent 

benefit may be substituted by the board. 

(2) When the services and articles are medically necessary and are prescribed by a person 
licensed and practicing within the scope of the person's profession, covered expens:s shall.be the 
lesser of the actual charge or the prevailing charge in the locality for the follOWlng serVlces 
and articles, subject to subsection 6(9) of this section. 

(a) Services of a health care facility, other than a long term care facility, as defined in 

ORS 442.015{l6) • 
(b) Professional services for the diagnosis or treatment of injuries, illnesses or conditions, other 

than mental or dental, which are rendered by a physician or chiropractor, or by other licensed 

professionals at the direction of a physician or chiropractor. 

.... r (c) Drugs requiring a prescription. 

(d) Services of a skilled nursing facility, as defined in DRS 442.015(16)(c)(A). for not more 
~6-A. than 120 days during a policy year. 

~, (e) Services of a home health agency, as defined in ORS 443.005(2), up to a maximum of 270 
J. ",if., services per year. 
'1:l (0 Use of radium or other radioactive materials. 

28 (g) Oxygen. 

29 

30 

31 

32 

33 

34 

35 

(h) Anesthetics. 

(i) Prostheses other than dental. 

Gl Rental of durable medical equipment, other than eyeglasses and hearing aids, for which there 

is no personal use in the absence of the condition for which is prescribed. 

(k) Diagnostic X·rays and laboratory tests. 

(L) Oral surgery for excision of partially or completely unerupted impacted teeth or the gums 

and tissues of the mouth when not performed in connection with the extraction or repair of teeth. 

(m) Services of a licensed physical therapist, as defined in DRS 688"010(3) • 

. (~) Tran~p~rtation provided by a licensed ambulance service to the nearest health care 
faClllty quallfled to treat the condition. 

(0) Coverage required under subsection (7) of this section. 

qa (p) Emergency dental services necessary to avoid systemic infection. 

if (q) Services of a hospice. 

(3) Subject to subsection 6(9) of this Section covered expenses of the pool shall not 
include the following: • 

(11] 
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L (a) Any charge for treatment for cosmetic purposes other than surgery for the repair or treat· 

:z. ment of an injury or a congenital bodily defect to restore normal bodily functions. 

3 (b) Care which is primarily for custodial or domiciliary purposes. 

4 (c) Any charge for confinement in a private room to the extent it is in excess of the institution's 

5 charge for its most conunon semiprivate room, unless a private room is prescribed as medically 

~ necessary by a physician. 

7 (d) That part of any charge for services rendered or articles prescribed by a physician, dentist 

g or other health care personnel which exceeds the p/2vailing charge in the locality or for any charge 

'i not medically necessary. 

10 (e) Any charge for services or articles the provision of which is not within the scope of au· 

U thorized practice of the institution or individual providing the services or articles. 

12. CO Any expense incurred prior to the effective date of coverage by the pool for the person on 

I?J whose behalf the expense is incurred. 

~ (g) Dental care except as provided in paragraphs (L) and (p) of subsection (2) of this 
15 section. 

/7 
f& 

19 

1.0 

21 
2,Z 

23 

(h) Eyeglasses and hearing aids. 

(i) Illness or injury due to acts of war. 

(j) Services of blood donors and any fee for failure to replace the first three pints of blood pro· 

vided to an eligible person each policy year. 

(k) personal supplies or services provided by a health care facility. or any other nonmedical 
or nonprescribed supply or service. 

New Subsection 6(9) is added before p. 7. line 16: 

(9) The coverage to be issued by the pool. its schedule of benefits. exclusions and other 
limitations. may be established or modified through rules promulgated by the Commissioner. taking 
into consideration the advice and recommendations of the pool members. 

[12] 
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Exhibit 7 

Cost Model for SB 583 

The major cost to the state of the proposed Health Insurance 
Pool is from the tax credits granted for pool assessments. 
Attached is a very rough model of the factors entering into 
such a calculation. It gives a general idea of the timing 
and order of magnitude of the costs involved. Clearly 
results will vary directly with the number of individuals who 
enroll and the actual loss ratios incurred. 

The model does show that the cost to the state for the 
initial '87 - '89 biennium will be relatively small. That 
cost may be expected to increase rapidly. however, as 
enrollment climbs. the pre-existing condition exclusion 
period wears off. and the deferred credits from initial 
assessments add up. 

Here are some general facts to use as a frame of reference in 
considering the appropriate assumptions for the model: 

Premiums in other states vary by age at issue and 
deductible. and range from under $1000 to over $3000 per 
year. 

Pool enrollment in other states ranges from 600 to over 
10.000 individuals. In terms of percentages. enrollment 
goes from 1/100 of 1% to 3/10 of 1% of population. 

Total Medical Insurance premiums in Oregon are 
approximately $1 Billion per year. 

0030c -i 
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10-Apr-B7 --~isk Pool Sumeary Costs 

LOH Cost/Low Volume 

Annual premium Loss ratio 
inilp 1,000 (ll iirsl6 0.401) (6) 

trendp 0.100 (2) ult 1.500 (7) 

Enrollment Admin. load 
first!1 500 (3) exps 0.120 (8) 
addllU 250 (4) 
max 2,000 (5) 

pool biennium 
gain member • tax cost t.o 

year Quarter (loss) assess't\ cr ed it state 
1988 1 0 $ltXIOs .!j'1 oCJ Os 
1988 2 61 
1988 3 94 
1988 4 (19) (137l (271prel il!!. 

0 o final 
1989 i "j' r:J od dt , .. 

!989 ,; (10ll !) <. 

1999 3 il54) 
1989 4 1204) 390 preliflo 

390 78 final 
1990 (2091 
1990 2 (214) 
1990 3 (219) 
1990 4 (224) 866 preilffi. 

86b 251 final 
1991 (230) 
1991 1 (235) G. 

1991 < (241) oj 

1991 4 (247) 952 prelill. 
952 442 final 

1992 1 (253) 
1992 2 (259) 
1992 3 (265) 
1992 4 (271) 1,047 prelim. 

1,047 651 final 
1993 1 (278) 
1993 2 (285) 
1993 3 (291) 
1993 4 (298) 1,152 prelim. 

1,152 881 iina.l 

(1) Initial annual premiua par person 
(2) Annual increase in premiums (inflation, etc.) 
(31 Enrollsent in initial quarter 
(4) New enrollees each additional quarter 
(5) Maximum pool enrollment 

'89-'91 1: 
329 . 

"91-93 
1,093 

(6) Loss ratio for first 6 months of enrollme!lt (during 
pre-e~isting exclusion period) 

(71 Loss ratio after first 6 months of enrollment 
(al Portion of premium used for administrative expenses 

IMiddle Cosl/Middle Volume 
I 
IAnnual premium 
I initp 1,000 (1) 

I lrendp 0.100 !21 

IEnrollment 
I firslU 750 (3) 
I add lIU 300 (4) 
I max 3,000 (5) 
I 

pool 
gain tax 

(loss) 
t) 

73 
105 

(164) (13) 

0 
(261) 
(362) 
(4671 
(578) 1,654 

1,654 
(693) 
(762) 
(780) 
(799) 3,035 

3,035 
(819) 
(838) 
(859) 
(879) 3,395 

3,395 
(900) 
(922) 
(944) 
(9671 3,734 

3,734 
(990) 

11,014) 
!1,039) 
(1,064) 4,107 

4,107 

. , 

Loss ratio 
firsl6 0.500 (6) 
ult 2.000 (7) 

Adltin. load 
exps 0.120 (8) 

biennium 
cost to 

...;; 1000$ 

(3)prelim. 
o final 

U (J 

prelim. 
331 final 

prelim. 
938 final 

'89-'91 
1,261 

prelin. 
1,617 rinal 

preli&. 
2,364 final 

'91-93 
3,980 

prelim. 
3,185 final 
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EXHIBIT 8 

MEMORANDUM 

Insurance Subcommittee of 
HIVjAIDS Policy committee 

March 24, 1987 

From: Robert H. Thomson 
Weiss, DesCamp & Botteri, A Profesl3ional Corporation 

Subj~ct: Insurance Risk Pools ~- ERISA Preemption 

The Insurance Subcommittee has asked our advice as to 
whether a number of proposals for Oregon legislation providing 
funding for an Insurance Risk Pool are preempted by the federal 
Employee Retirement Income Security Act of 1974, as amended 
("ERISA"). We have drawn the following general conclusions, 
which are discussed in detail below: 

1. Except to the extent allowed by conclusion 3, below, 
a proposal which would result in a mandatory assessment against 
employee benefit plans covered by ERISA would be preempted. 

2. Except to the extent allowed by conclusion 3, below, 
a proposal which would provide favorable tax benefits with 
respect to ERISA-covered plans voluntarily accepting an 
assessment while denying those benefits to plans which don't 
would very probably be preempted. 

3. Either proposal 1 or 2, above, if expressed in the 
form of a law which regulates insurance, would probably not be 
preempted to the extent that the assessment is against an 
employee welfare benefit plan covered by ERISA which qualifies 
as a "multiple employer welfare arrangement," which is not 
fully insured and which has not been exempted from broad state 
insurance regulation by the U.S. Secretary of Labor. 

4. A proposal which would assess only insurance carriers 
would not be preempted. 

5. A proposal which would assess plans, such as 
governmental or church plans, which are exempt from ERISA, as 
well as insurance carriers, would not be preempted. 

6. A proposal which would impose a tax on hospitals as 
such, or on employers as such, would not be preempted. 

statement of Facts 

The Insurance Subcommittee is formulating proposals to 
submit to its parent, the HIVjAIDS Policy Committee, which in 
turn is expected to submit proposals to the Oregon 
Legislature. Among the expected proposals is one for 

Paqe 1 - MEMORANDUM 
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EXHIBIT 9 

INSURANCE AND AIDS/HIV INFECTION ADVISORY SUBCOMMITTEE 

BIBLIOGRAPHY OF MATERIALS CONSULTED 

Revised March 26, 1987 

I. HIV/AIDS Policy Committee 

1.1 Parent Committee Report: "The AIDS EPIDEMIC: Policy 
Recommendations for Oregon's Response," (Feb. 1, 1987). 

1.2 Parent COlmni ttee Working Papers: 

1.2.1 

1.2.2 

1.2.3 

1.2.4 

1.2.5 

1.2.6 

1.2.7 

1.2.8 

1.2.9 

Report of HTLV-III AIDS policy Subcommittee on 
Financing, Insurance and Costs (June 6, 1986). 

Minutes, HTLV-III AIDS Committee Meeting 
(Sept. 25, 1986). 

AIDS and Insurance; Summary of Conclusions and 
Open Questions from Sept. 25, 1986 meeting. 

Minutes, HTLV-III AIDS Policy Committee 
Meeting (Oct. 9, 1986). 

Minutes, HTLV-III AIDS Policy Committee 
Meeting (Nov. 13, 1987). 

Draft Report, Health and Life Insurance 
( Dec. 4 I 1986). 

Draft Report, Insurance Risk Pool (Dec. 4, 
1986). 

Letter: Keith Putnam, Administrator of Adult 
Family Services to Bonnie Widerburg, Health 
Division. Re: HIV/AIDS Policy Report - Final 
Draft (Dec. 16, 1986). 

Memo: Ted Falk to HIV/AIDS Committee. Re: 
Draft Report (Dec. 18, 1986). 

1.2.10 Letter: Sandy Houglan, R.N., Pres. of Oregon 
Nurses Assoc. to Kristine Gebbie, Health 
Division. Re: Draft Report (Dec. 19, 1986). 

Exhibit 9, Page 1 
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HIV/AIDS POLICY COMMITTEE MEMBERS 

Carl Berggren, M.A., C.R.C., Mid~Oregon AIDS Health Education Support 
Servi ces, Inc. 

Holly Berman, M.S.W., Senior Services Division 

Jack Bush, Ph.D., Correctional Treatment Progra~~ Mental Health Division 

Darrel DuBois, Person With AIDS 

Pat Ellis, Department of Education, Special Education & Services Division 

Marge Erwin, R.N., B.S.N., Kaiser Permanente, Representing A.F.L.-C.I.O. 

Ted Falk, J.D., Ph.D., Health Care Attorney, Spears 7 Lubersky, Campbell, 
Bledsoe, Anderson and Young 

Michael Garland, Ph.D., Dept. of Public Health & Preventive Medicine, 
Oregon Health Sciences University 

Kristine M. Gebbie, R.N., M.N., CHAIR; Health Division 

George G. Goldthwaite, Oregon Public Advisory Board 

Richard Grant, State Hea1th Planning and DeveloPMent Agency 

Ed\lJard Hendricks, t1.D., ~1.P.H., Adult and Fani1y Services Division 

Catherine Knox, Corrections Division 

Thomas Koberstein, Cascade AIDS Project, Ecumenical Ministries 

Vicky Koenig, R.N;, M.P.H.~ Portland VA f1edical Center, Representing 
Oregon Association for Home Care 

Jeffrey Kushner, Office of A1cohol and Drug Abuse 

Sherral landsiedel, R.N., B.S.N., Lane County Health Services, Representing 
Oregon Nurses Association 

Robert lawrence, M.D., Kaiser Perman~nte Immune Deficiency Clinic, 
Representing Oregon AIDS Task Force 

Mark loveless, M.D., Representing Oregon t1edical Association 

Gretchen Miller, University of Oregon Law School, Representing Wil1amette 
AIDS Resource Council 

John Munro, Government Affairs Council, Representing Assoc. Oregon Industries 

Gary Oxman, M~D., Multnomah Co. Dept. of Human Services, Health Services Div. 



- 43 -

Tiit Plympton, M.S.W.·, Cascade AIDS Project 

Sue Sakai, M.S.W., Good Samaritan Hospital, Representing Oregon Association 
of Hospitals 

James Sampson, M.D., Good Samaritan Hospital, Representing Oregon AIDS 
Task Force 

Charles P. Schade, M.D., Multnomah County Health Officer, Representing 
Conference of Local Health Officials 

Wayne Sepeda, Person With AIDS 

Paul Starr, M.S.W., Cascade AIDS Project 

Cathy Turner, F.S.A., Insurance Division 

Thomas Ward, ~1.D., Portland VA Medical Center, Representing Oregon AIDS 
Task Force 

Peggy Zach, R.N., B.S. Benedictine Nursing Center, Representing Long Term 
Care Institutions 




