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Patients with AIDS and related

illnesses are entering state men-
tal hospitals in increasing num-
bers. State hospitals in New York
City generally did not plan for
patients infected with human im-
munodeficiency virus (HIV) un-
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hi thefirst patient appeared; bow-
ever, over the past five years, ap-
proacbes to managing these pa-
tients have evolved in the areas
ofadmission policies, in-hospital

care, and discharge planning.
Strenthening infection cont rol pro-
cedures through the adoption of
universal precautions was the
most straighiforward aspect of in-
hospital care. Testing for H1V
and confidentiality of the test re-
suits proved most controversial.
Clinical leaders urged that test-
ing be done only with pre- and

posttest counseling and only if the
patient has symptoms ofHIV in-

f ection, has requested the test, or
has exposed others to infection.
The authors describe these and

other policies addressing medical
care, restraint and seclusion, sex-
ual behavior, and education and
training.

The management of patients with
human immunodeficiency virus
(HIV) infection in state hospitals
has become an important issue in
New York City, which has 24

percent of the United States’ AIDS
cases (1) and one of the largest
urban state hospital systems in the

country. New York City has five
large state hospitals for adults. To-
gether, these hospitals have about
4,000 beds.

New York’s state hospital sys-
tern managed its first AIDS pa-
tient in 1983. In 1986 the system
saw 16 newly diagnosed patients
with either AIDS on AIDS-related
complex, and in 1987 there were
27 new cases (unpublished infec-
tion control records, State Psychi-
atnic Centers, New York City,
1986, 1987). These figures do not
include HIV-positive patients who
were asymptomatic on had mini-
ma! medical symptoms and also
do not include patients who were
suspected of having HIV infection
but who refused the HIV anti-
body test. This paper discusses
problems faced by the state hospi-
tals in New York City in manag-
ing patients with HIV infection
and describes how management ap-
proaches have evolved over the
past five years.
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Admission of patients
Planning for the influx of in-

fected patients. By 1983 it had
become obvious that the number
of AIDS patients in New York
City was rapidly growing. Despite
the seeming certainty that AIDS
patients would eventually be
treated in the state hospital sys-
tern, for the most part the system
did no planning until the first pa-
tient appeared. The initial patient
was a 25-year-old woman who re-
ceived diagnoses of anemia and
leukopenia shortly after admission
with a diagnosis of schizophrenia.
Those blood abnormalities were
at first believed to be caused by
the antipsychotic medication she
was receiving. The medication was
discontinued, but the patient did
not improve.

Months later, she was trans-
ferred from the state hospital to
a general hospital for further evalu-
ation, and diagnoses of pneumocys-
tis carinii pneumonia and AIDS
were made. When she was ready
to return to the state hospital, one
courageous internist accepted her
back despite the fears of both staff
and administration. Thus we in
the state hospital system overcame
our denial and acknowledged that
we needed to learn how to treat
patients with AIDS.

Although there is little formal
documentation, anecdotal evidence
suggests that the state hospitals
in New York City initially refused
patients with known HIV infec-
tion, so that early cases of AIDS
occurred among patients who ap-
peared well at the time of admis-
sion or among employees (often
homosexual professionals). It is dif-
ficult to convey the shock and
surprise of hospital staff when
these early cases emerged. How-
ever, once the system was forced
to organize a response, the nesis-
tance to accepting infected patients
diminished.

Admission criteria for infected
patients. In New York, state hos-
pitals have generally been viewed
as a place of last resort for pa-
tients. Because the state hospital
system needs to maintain some
control oven the flow of patients,
admission criteria for HIV-infected

individuals have been a persistent
preoccupation. The first concern
was how much to modify medical
clearance criteria that exclude pa-
tients who need extensive medical
management from admission to the
state hospital system.

The daunting task of managing
patients carrying the HIV virus
and of handling associated oppor-
tunistic infections that might need
experimental medications has been
compounded by the tremendous
rise in common infectious diseases
that occurred in New York City
in association with the HIV epi-
demic. For example, in the five-
year period from 1982 to 1987,
the incidence of tuberculosis de-
dined in the United States as a
whole, but it rose in New York
City by 44 percent. Primary syphi-
lis, which had been stable in the
United States during the same pe-
riod, rose by 75 percent in New
York City (1). These illnesses are
more contagious than HIV infec-
tion and can be spread to patients
and employees who are not im-
munosuppnessed.

Becoming responsible for pa-
tients with HIV dementia was an-
other worry. In New York State,
most institutionalized patients with
nonpsychotic dementia are cared
for in nursing homes and similar
settings (2,3). However, because
AIDS patients with dementia are
young and more difficult and ex-
pensive to manage, these homes
have not been receptive to them.
In 1987 only .4 percent of New
York State’s 1 5,000 hospital dis-
charges of patients with AIDS or
other HIV-related illnesses were
admitted to nursing homes or
other health-related facilities for
further management (1). The state
hospital system was concerned that
it might be forced to change its
practice of accepting only patients
with dementia who suffered from
psychosis or severe behavioral dis-
turbances and for whom manage-
ment in a psychiatric hospital was
essential.

A third area of concern was the
management of individuals with
known HIV infection who inten-
tionally endanger others. In New
York State, it is as yet unclear

how such people should be han-
dled and whether public health,
criminal, or civil laws will eventu-
ally be invoked to contain such
individuals. Civil commitment is
relatively easy to accomplish, and
the use of civil commitment to
prevent the spread of HIV infec-
tion has been discussed both in
the popular press (4,5) and in the
psychiatric literature (6,7). State
hospitals understandably want to
accept responsibility only for pa-
tients who are in need of psychiat-
nc hospitalization or who lack the
capacity to control their behavior
because of a serious mental ill-
ness. Because public policy has
not evolved to handle the AIDS
crisis, we were concerned that state
hospitals would be pressured to
distort the existing civil commit-
ment laws to admit HIV-positive
patients who endanger others.

Although admission criteria for
AIDS patients are still in a state
of evolution, we have found the
most appropriate approach has

been to refuse to allow the pres-
ence of HIV infection to destroy
long-established principles. We
have attempted to preserve the
usual psychiatric criteria for ad-

mission-presence of severe psy-
chotic illness or behavioral distur-
bance requiring hospital care. We
then consider whether patients’ psy-
chiatnic needs predominate over
their need for medical care that
might be better delivered in a
general hospital’s medical ward.

However, adhering to this ap-
proach is not in any way simple.
We are pressured to accept pa-
tients who are referred from over-
whelmed general hospitals as well
as from the forensic system (8).
These patients, once admitted, may

rapidly become terminally ill. We
have discovered that panic, des-
penation, ignorance, good will, and
self-righteousness often interfere
with sensible judgment.

In-hospital care
lnfection control. Infection con-
trol proved to be the most straight-
forward aspect of the management
of HIV. In all health care settings
the adoption of universal precau-
tions for infection control has
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greatly diminished the need to con-

sider routine testing and segre-
gated care as necessary compo-
nents of management. Universal
precautions also allow a more ap-
propniate focus on preventing trans-
mission of the virus by the large

number of unidentified carriers
(9,10). In addition, these pnecau-
tions help prevent the spread of

other more easily transmissible dis-
eases such as hepatitis B.

In effect, it is possible to provide

integrated care and maintain the

confidentiality ofpatients’ HIV an-

tibody status by managing all pa-
tients as if they had the potential
for transmitting the virus. This prac-
rice allows us to base recommenda-
lions for HIV antibody testing on
clinical need and to make decisions
about designating AIDS wards based
purely on whether they contribute
to efficient clinical operations. In
the state hospitals in New York
City, we have concluded that re-
sources are best used by providing
integrated care and that such an
approach prevents the false belief
that we can differentiate between
infected and uninfected individuals.
The procedures for implementing
universal precautions are clear, and
we have largely depended on guide-
lines issued by the Centers for

Disease Control (CDC) ( 1 1-1 5).

Testing and confidentiality.
Policies governing HIV testing and
confidentiality of the test results

are the most controversial compo-
nents of in-hospital management.
A majority of the clinical leaders
in our system concluded that test-
ing should be done only with pre-

and posttest counseling, and only
if the patient has clinical signs and
symptoms suggestive of HIV in-
fection, has a history of risk-
taking behavior and voluntarily re-
quests the test, or has exposed
either a health care worker on
another patient to infection

through a needle stick, sexual as-
sault, or other circumstances.

Our strong sentiment against rou-
tine testing is influenced by the
limited therapeutic benefits of test
results for patients, as well as by
the test’s potentially harmful ef-
fects, including adverse psycho-
logical reactions, stigma, and dis-

cnimination in the community (16).
The risks and benefits are, of
course, constantly changing and
will be modified by scientific, so-
cial, and political developments.

In New York State, HIV anti-
body testing requires informed con-

sent (17). We have not yet taken
any patient to count to obtain pen-
mission to test oven the patient’s
objection. When a patient does
not refuse the test but lacks the
capacity to consent, we consider
testing if it appears to be vital to
diagnosis on medical treatment, but
not if the test is requested by a
third party, for example, by a staff
member who has been stuck with
a needle containing the patient’s

blood. In such cases, we assume
the patient’s blood is HIV-posi-
tive and suggest the employee be
tested and counseled following
CDC guidelines.

In New York State, testing is
confidential, but the state depart-

ment of health also mandates that
the results be placed in patients’
charts (1 7). In a state hospital, the

confidentiality of information
placed in a chart is severely lim-

ited since hundreds of staff poten-

tially have access to it. Moreover,

many of our patients openly dis-

cuss the results of their HIV test
with staff, fellow patients, and fam-

ily members. This openness may
be a result of our patients’ degree
of dependency and impairment.
Often patients need advice about
when not to disclose the results
of testing. Because confidentiality
is not consistently achievable in
the state hospital setting, we con-
sider it our responsibility to in-
form appropriate patients of the
alternative of anonymous testing
after discharge at department of
health test sites.

Balancing the patient’s night to
privacy against the physician’s duty
to warn endangered third parties
has not in most instances been an
issue-either the patient refuses
testing on agrees to it and is will-

ing to discuss the results openly.
If the question arises, we will make
decisions about warning third par-
ties on a case-by-case basis. How-
even, since February 1, 1989, when
New York State’s HIV Testing

and Confidentiality Statute (18)
went into effect, physicians have
been permitted, but not required,
to warn patients’ known contacts-
either sexual or needle-sharing part-

nens-who are at risk of contract-
ing HIV. During such notifica-
iions, the identity of the infected
patient is not revealed. Physicians
cannot be held civilly or cnimi-
nally liable for disclosures made
in accordance with the statute.

Medical care. In recent years,
state hospitals in New York have
phased out some of their medical
responsibilities and have worked
to create stronger agreements with
general hospitals for the services
that have been eliminated. The
HIV epidemic has caused us to
reconsider the appropriateness of
this plan. As noted, state hospitals
in New York City have eased medi-
cal clearance criteria to manage
patients with HIV infection. This
policy has produced some unex-
pected successes in the care of
these patients, but also has pne-
sented substantial difficulties.

The day-to-day management of
patients with recurrent fevers, mul-
tiple infections, malignancies, and

agitated dementia requires fre-
quent, even daily, attention from
internists and other medical staff.
It is impractical for a state hospital
to provide this kind of care unless
physicians are on the hospital’s
own professional staff. Even if medi-
cal care is available at a state hos-
pital, a good relationship with a
general hospital must be main-
tamed to meet crises that cannot
be handled on site. These rela-
tionships are also important be-
cause patients who appear only
mildly ill on admission may rap-
idly deteriorate to a terminal phase
of the illness over a period of
weeks on months.

Restraint and seclusion. We
have made modifications in our

procedures for restraint and seclu-
sion in an attempt to increase safety
for clinical staff and security offi-
cers. We attempt to intervene early
in cases of agitation, and we con-
centrate on good head control dun-
ing restraint to minimize the chance
of a patient’s biting a staff member.
We are also experimenting with
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the use of gloves and restraining
blankets to reduce the chance of
staffs being bitten. To prevent
needle stick injuries during emer-
gency parenteral injections for agi-

tation, we use restraint where ap-
propniate and needles that are auto-

matically covered by a plastic sheath
upon withdrawal.

Sexual behavior. Sexual activ-
ity among seriously ill psychiatric
patients has, for the most part,
received insufficient attention. The
HIV epidemic is forcing us to
confront this issue. We now re-
quire an assessment of each pa-
tient’s risk-taking sexual behaviors
and of his knowledge of safer sex-
ual practices.

While the hospital recommends
abstinence from sexual activity for
inpatients, we recognize that sex-
ual impulses are a powerful force.
Newly admitted patients who are
hypersexual on impulsive due to
an acute mental illness such as
mania and patients who are chroni-
cally regressed and disinhibited
should be prevented from having
sex and should be placed on wards
that are sufficiently well staffed

to make this possible. These pre-
cautions are critical, not only to
prevent HIV infection but also
to protect patients lacking in judg-
ment and impulse control from
venereal diseases, pregnancy, and

sexual activity to which they have
not consented.

The most difficult group to moni-
tor will be inpatients who have
sufficient remission of symptoms
to attend programs independently.
This group includes forensic pa-
tients and patients awaiting place-
ment. The ability to appropriately
manage sexual activity and to avoid
unsafe sex must be a criterion for
granting unescorted passes. Con-
doms should be readily available
to patients leaving the facility on
pass. Staff should be prepared to
encourage patients’ reporting of
unwanted sexual advances and to
intervene to protect patients.

Education and training. No
policy can be implemented with-
out adequate education and train-

ing for staff and patients, a fact
that has been repeatedly empha-
sized in papers concerning the man-
agement of HIV infection (19-
22). This undertaking is of consid-
enable magnitude in state hospi-
tals, often involving thousands of
staff and patients. A comprehen-
sive educational plan, beginning
with senior management and pro-
ceeding through each ward and
department, must be established.

The plan must provide ongoing
education and must reach every
employee, including employees
who are only remotely involved
in patient care, such as house-
keeping and dietary staff. Employ-
ees need time to ask questions,
learn the facts about the nature
of the disease and its transmission,
and resolve emotional issues
(19,20,23,24). Education must also
be tailored to particular employ-
ees’ tasks. For example, physicians
need training in the recognition
of the early infectious and neu-
ropsychiatric manifestations of the
illness, and security officers need

information on how to respond

to violence without endangering
themselves.

We believe the use of speakers
from outside agencies lessens the
degree of suspicion employees may

have about getting falsely neassur-
ing information from hospital man-
agement. We use a large array of
booklets and videotapes produced
by such organizations as the Gay
Men’s Health Crisis, the Red
Cross, and city and state depart-
ments of health and education.
Patients also need education, which
should include individual counsel-
ing and group education about in-
fection control and preventing the
spread of HIV and other sexually
transmitted diseases. Educational
efforts aimed at intravenous drug
users should encourage control of
the addiction, elimination of nee-
dle sharing, and, if all else fails,
use of bleach to clean needles.

Costs. The cost of responding
to the HIV epidemic will be con-
siderable. Increased costs can be
expected for education and train-

ing, equipment for universal pre-
cautions, drugs such as zidovudine
(formerly called AZT), increased
staffing to improve medical care
and patient supervision, and in-
creased hospital census as difficult-
to-discharge HIV-infected patients
enter the system.

Discharge of patients
A positive HIV antibody test, with
or without associated medical prob-
lems, has an enormous impact on
the discharge planning process.
The potential dangerousness of
HIV-positive patients, discnimina-
tion against them, and a lack of
suitable placements are the three
major concerns.

We believe that state hospitals
should not be used to detain HIV-
infected people who might spread
the disease but who are compe-
tent and otherwise ready for dis-
charge. However, this is not the
usual situation we face. Instead,
some of the patients we judge to
be at risk of spreading infection
are unwilling to comply with psy-
chiatnic treatment and have a his-
tory of poor judgment and risk-
taking behavior during relapse. 0th-
ens have totally unrealistic ideas
about whether they can transmit
the infection to other people. Pa-
tients may also endanger them-
selves by ignoring their physical
condition and failing to seek
needed medical attention.

Discharging such patients with-
out very careful supervision poses
an enormous ethical problem. In
planning the patient’s outpatient
care, our practice is to obtain the
patient’s cooperation in sharing in-
formation about positive HIV test
results with others who will need
it, usually a family member, an
aftencare provider, or both.

On the other hand, revealing
the patient’s HIV status can sig-
nificantly undermine options for
discharge. Some families are too
frightened to accept the patient
back home. In New York City
providers of virtually every type
of residential placement have ex-
pressed concern about admitting
these patients, and many have sim-
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ply refused to accept them. Some
initially asymptomatic patients in
residential programs have devel-
oped HIV illnesses and detenio-
rated to the point of requiring
constant medical attention well be-
yond the capacity and resources
of the program. These experiences
can discourage providers from ac-
cepting infected patients on even
seemingly healthy patients who are
in known risk groups.

Future directions. In the fu-
tune, it will be essential that we
respond to the dearth of long-term-
care placements for HIV-infected
patients in general and for HIV-
infected patients with combined
medical and psychiatric problems
in particular (9,16,25). Many of
the suggested solutions involve mod-
els that the field of psychiatry has
helped to pioneer during its long
struggle to create a continuum of
services to replace costly and more
restrictive hospital care. They in-
dude such interventions as out-
reach, case management, day hos-
pitalization, and supervised resi-
dential settings (9,10,26,27). We
believe that using the generic
health care system to provide medi-

cal and psychiatric care for most
patients with HIV-related illness
and creating specialized programs
only for those who absolutely need
them is the least discriminatory
and most economically feasible al-
ternative.

To achieve these aims, we need
to train providers in the commu-
nity, offer them realistic financial
incentives, and work to overcome
their tendency to discriminate
against these patients. Because
these patients have multiple
needs-for physical and mental
health services, legal services, and
financial assistance-using case

management to connect them to
an array of services seems particu-
larly appropriate.

However, we also believe that
even after these steps are taken,
we will still need to create pro-
grams that offer integrated medi-
cal and psychiatric treatment in a
continuum of settings, including

the home and other residential
settings. We feel that some im-
pontant demonstration projects
could be established in this area,
and that successful programs for

HIV-infected state hospital patients
could become important models

for the care of all patient popula-
tions with combined medical and
psychiatric disorders.
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