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phase. Perhaps unit staff who an-
ticipated relatively more problems
were more highly influenced by
the success of the policy change.

Conclusions
Attitudes toward smoking and bans

against smoking in the hospital
perhaps reflect the complex inter-
play of social issues in the larger
society. The values and meanings
attached to smoking, particularly
within a psychiatric setting, evoke
a great deal of affect and create
negative expectations about
whether a smoking ban can be
effective and can be tolerated by
patients. Nonetheless, despite dire
predictions, the smoking ban pro-
duced fewer negative effects and
more positive effects than both
medical and nursing staff had an-
ticipated. Patients who smoked

were able to reduce the actual
amount of their smoking while in
the hospital. They appear to have
experienced significant increases
in their self-esteem and sense of
self-control as a result of tempo-
ray mastery of the urge to smoke.

This study suggests that hospi-
talized psychiatric patients, even
those patients who are relatively
more disturbed, are capable of mak-
ing substantial, albeit temporary,
changes in entrenched habits such
as smoking.
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dues to HIV infection. The early
neuropsychiatric and medicalfind-
ings in HIV inftction are dis-
cussed, and a clinical case is pre-
sented.

The epidemic of acquired immu-
nodeficiency syndrome (AIDS) and
human immunodeficiency virus
(HIV) infection has already had a
profound impact on the practice
of medicine in the United States.
As the epidemic continues to grow,
it will undoubtedly have increas-
ing impact on state psychiatric fa-
diities as well. In this paper, we
review epidemiologic, neuropsy-
chiatric, and medical findings about
AIDS and HIV infection that are
relevant to state hospital settings.
We also review our own experi-
ence in facilities operated by the
New York State Office of Mental
Health and discuss the implica-
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tions of our experience for mental
health systems in other states.

Epidemiology of AIDS
The AIDS patient population in
the United States is distinctly dif-
ferent from the general popula-
tion in ethnic and racial composi-
iion. While blacks and Hispanics
represented 12 percent and 6 per-
cent, respectively, of the 1980 U.S.
population (1), as of October 17,
1988, they constituted 26 percent
and 1 5 percent of patients with
AIDS (2). The overrepresentation
of blacks and Hispanics among
AIDS patients is related to the
high incidence within these groups
of AIDS cases that are associated
with intravenous (IV) drug abuse.

Poor and minority populations,
including individuals who may be
exposed to HIV infection through
IV drug abuse, haye traditionally
turned to the public sector for
their medical and psychiatric care.
State psychiatric hospitals may there-
fore experience a large influx of
patients with HIV infection as the
AIDS epidemic grows. Patients
with HIV infection may also enter
state psychiatric facilities from the
forensic system. A higher preva-
lence of HIV seropositivity has
been noted among prisoners than
among the general population (3),
a difference that may be related
to the overrepresentation among
prisoners of past or current IV
drug users.

The Centers for Disease Con-
trol (CDC) reported on January
9, 1989, that a total of 65,133
cases of AIDS had been detected
in the United States (4). In New
York City a total of 18,5 18 cases-
22 percent of all cases in the
United States-were reported by
the New York City Department
of Health on January 12, 1989
(4). AIDS cases have shown an
impressive regional concentration,
but this distribution is expected
to change as the proportion of
cases among different risk groups
changes. Fettner (5) has projected
that by 1991 New York City will
have only 1 1.9 percent ofall AIDS
cases in the U.S. Psychiatric facili-
ties throughout the nation need
to be medically prepared for the

impact of the projected redistri-
bution of AIDS cases.

In acute medical settings, the
early neuropsychiatric manifesta-
tions of AIDS are likely to in-
dude mood disturbance, mild cog-
nitive dysfunctions, and anxiety

symptoms (6-9). Such subtle dis-
turbances are not likely to be pre-
senting symptoms in state psychi-
atric facilities, where most patients
are severely and chronically men-
tally iii. However, a patient who
is experiencing severe behavioral
disturbance and psychotic symp-
toms as a result of HIV infection
may be admitted to a state hospi-
tal without staffs being aware that
the patient is infected.

State psychiatric facilities are
also more likely to see chronic
mentally ill patients who have pre-
existing disorders such as schizo-
phrenia and bipolar disorder and
who have also acquired HIV in-
fection (10). In these patients, the
early subtle neuropsychiatric mani-
festations of HIV infection may
be easily missed. Acutely ill psy-
chiatric inpatients may have a
higher rate of HIV infection than
the general population. Goidwurrn
and associates (1 1) reported that
seven of 97 patients (7.2 percent)
hospitalized on a psychiatric ward
were HIV seropositive. All seven
patients had used intravenous
drugs, and one also had a history
of homosexuality. Three were hos-
pitalized for schizophrenia, two for
psychotic decompensation in the
context of borderline personality
disorder, and one for a suicide
attempt.

However, data from a study at
a Baltimore clinic for sexually trans-
mitted diseases (1 2) indicated that
a history of risk behavior may not
be an adequate criterion for con-
sidering that individuals are at risk
for HIV infection. Because pa-
tients presenting with acute psy-
chiatric illnesses may suffer from
thought disorder, paranoia, and im-
pairments of memory, judgment,
and insight, they may be even less
reliable sources Of this type of
historical information. Mental
health personnel are therefore not
likely to know whether the mdi-
viduals they treat have engaged

in behavior that may have exposed
them to HIV infection. To make
an accurate diagnosis and provide
appropriate treatment, clinicians
should be aware of the early neu-
ropsychiatric and medical signs and
symptoms of HIV infection.

Neuropsychiatric
manifestations
AIDS dementia complex. A syn-
drome ofprogressive dementia un-
related to any of the well-recog-
nized opportunistic central nerv-
ous system (CNS) infections is
increasingly being noted as a ma-

jor cause of CNS dysfunction in
AIDS patients. The syndrome is

referred to as AIDS dementia corn-
plex, subacute encephalopathy or
encephalitis, or AIDS-related
dementia. It was first described
by Snider and associates (1 3) in
1983, and several subsequent re-
ports have appeared (14,15).

The clinical picture includes cog-
nitive, motor, and behavioral signs
and symptoms (14). Among the
early cognitive symptoms are dif-
ficulty concentrating, impaired mem-
017, and slowed-down thinking. In-
itial motor signs may include hand
tremor, gait instability, or weak-
ness of the legs. Common early
behavioral manifestations are so-
cial withdrawal and apathy.

The syndrome progresses to a
gross dementia characterized by
disorientation, confusion, and
mutism. Late in the illness, motor
abnormalities may include para-
plegia, weakness of the arms, lack
of coordination, and urinary or
bowel incontinence. Common be-
havioral manifestations in this stage

of progression are agitation, paa-
noid delusions, and hallucinations.

Neurodiagnostic studies have
been useful in establishing the di-
agnosis of AIDS dementia corn-
plex. Computerized tomography
(CT) and magnetic resonance im-
aging (MM) have demonstrated
cerebral atrophy and white-matter
abnormalities. Studies of cerebro-
spinal fluid (CSF) have shown non-
specific abnormalities, such as dc-
vated CSF protein and mononu-
clear pleocytosis (1 5). In some
cases identification of HIV has
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been possible by viral antigen de-
tection or viral culture of the cere-
brospinal fluid (16-18).

Mental health professionals
should be aware that AIDS de-
me�tia complex may be the pre-
sensing or sole manifestation of
HIV infection. Navia and Price
(19) reviewed 1 12 patients with
AIDS dementia complex over
three years at Memorial Sloan-
Kettering Cancer Center in New
York City. They jdentified 29 pa-
tients who developed this syn-
drome before or in the absence
of major systemic opportunistic
infections or neoplasm. The clini-
cal manifestations included cogni-
tive, motor, and behavioral signs
and symptoms similar to those we

have described. Behavioral distur-
bances were common and were
among the prominent early signs
in 1 1 patients. Of the 29 patients,
si:�t were medically well at the time
of presentation and 23 had rela-

lively mild manifestations of HIV
infection, such as lymphadenopa-
thy, weight loss, or malaise.
. Based on these and other find-

ings, Price and associates (20) es-
timated that early in the course
of HIV infection, one-fourth of
patients would manifest a subcini-
cal or mild dementia demonstra-
ble by psychological testing and
as many as one-third would pre-
sent with moderate to severe de-
mentia.

Central nervous system dysfunc-

tion. Several other studies have
indicated that patients with AIDS,
AIDS-related complex (ARC), and
HIV seropositivity may manifest
early signs and symptoms of cen-
tral nervous system dysfunction.
Grant and associates (2 1) reported
on a series of patients who under-
went #{149}neuropsychological testing
and MRI. Neuropsychological ab-
norrnalities-including impaired ab-
stracting ability, learning difficul-
ties, and slowed information proc-
essing-were found in 1 3 of 15
patients with AIDS, seven of 16
patients with ARC, seven of 13
who were HIV-seropositive, and
only one of 1 1 HIV seronegative

controls. However, neuropsy-
chological testing of patients in
state hospitals may not reliably
detect the subtle findings that have
been associated with the early
stages of HIV infection because
many patients in state hospitals
have significant, and often dis-
abling, preexisting impairments in
mental functions.

Cognitive and behavioral
disturbances may be
among the earliest
manifestations of HIV
infection and may lead
to psychiatric referral
before the onset of
medical manifestations.

Grant and associates (2 1) used
magnetic resonance imaging to cx-
amine the brains of a subgroup
of the study patients. Nine of 13
AIDS patients and five of ten pa-
tients with ARC had evidence of
MM abnormalities. The most corn-
mon abnormalities were sulcal and
ventricular enlargement and bilat-
eral patchy areas of high signal
density in the subcortical white
matter.

Acute psychosis. Several reports
suggest that early manifestations
of HIV infection may include an
acute psychosis. Halstead and oth-
ers (22) described five cases of
psychosis occurring in male ho-
mosexuals with HIV infection.
Buhrich and associates (23) re-
ported on three psychotic patients,
one with AIDS and two with ARC,
who showed no evidence of cog-
nitive impairment. Jones and oth-
ers (24) described a 27-yea-old
HIV-seropositive man who was ap-
parently medically well b�jt who
presented with auditory haliucina-
iions, thought blocking, and delu-
sions of thought broadcasting.

Similarly, Maccario and Schare
(25) described a 35-year-old ho-
mosexual man with HIV seroposi-
tivity and cervical lymphadenopa-

thy who presented with acute vis-
ual and olfactory hallucinations,
paranoid ideation, and agitation.
Navia and Price (19) reviewed 29
patients who presented with signs
and symptoms of AIDS dementia
complex. Agitated psychosis with
paranoia and hallucinations was pre-
sent initially in two of those pa-
tients.

These reports suggest that psy-
chiatrists who evaluate patients
who present with an acute psy-
chotic illness should include early
CNS manifestation of HIV infec-
tion in their differential diagnosis
of acute psychosis. Although such
presentations of the infection are
relatively uncommon, they may rep-
resent an important clinical entity
in state psychiatric hospitals and
other settings such as psychiatric
emergency rooms.

The accurate diagnosis of neu-
ropsychiatric syndromes associated
with HIV infection is quite diffi-
cult. Cognitive and behavioral dis-
mrbances may be among the earli-
est manifestations of HIV infec-
tion and may lead to psychiatric
referral before the onset of mcdi-
cal manifestations such as oppor-

tunistic infection or neoplasm.
When the primary signs are be-
havioral, such as apathy and social
withdriwal, the differential diag-
nosis should include such com-
mon psychiatric conditions as ma-
jor affective disorder. When cog-
nitive symptoms predominate, the
range of causes of organic mental
syndrome should be considered.
In either case, the psychiatric evalu-
ation should include a careful
search for the characteristic cogni-
tive, behavioral, and motor signs
of AIDS dementia complex.
Neurodiagnostic studies, such as
CT or MRI scan, examination of
the cerebrospinal fluid, and se-
rologic testing for HIV antibodies
can provide valuable diagnostic
data.

Other causes of
neuropsychiatric disorder
In addition to the direct effects
of HIV on the central nervous
system, a number of structural and
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infectious processes related to im-
paired immunity may present as
neuropsychiatric disorders. Tumors
involving the brain include pri-
mary cerebral lymphoma and Ka-
posi’s sarcoma. Opportunistic in-
fections that affect the CNS in-
dude viruses such as herpes sim-
plex, herpes zoster, cytomega-
lovirus, and papovavirus (progres-
sive multifocal leukoencephalopa-
thy); fungal infections such as cryp-
tococcus and candida; protozoal
infections such as toxoplasma; and
bacterial infections such as myco-
bacterium avium-intracellulare. A
careful evaluation for the pres-
ence of focal neurologic signs, symp-
torns of organic mental syndrome,
and signs of CNS infection is mdi-
cated for patients suspected of hay-
ing HIV infection.

Early medical findings
In an acute medical setting, neu-
ropsychiatric manifestations of
HIV infection may be the initial
reason a patient comes to the at-
tention of a psychiatrist. In state
psychiatric facilities, however, early
neuropsychiatric signs can easily
be missed because subtle deficits
in severely disturbed patients are
difficult to evaluate.

In these patients, the most reli-
able early clues to the presence
of HIV infection may be physical
findings, particularly oral and di-

taneous conditions. With the cx-
ception of Kaposi’s sarcoma, most
of the conditions we discuss may
occur in young people who have
no serious illness. However, the
appearance of these conditipns in
severe forms and with unusually
extensive distribution may herald
the waning immunity associated
with HIV infection.

Oral and cutaneous findings.
A variety of oral and cutaneous
lesions have been described in as-
sociation with HIV infection. Ka-
posi’s sarcoma presents with an
asymptomatic occasional nodule,
a blue-gray hyperpigmented spot,
or a papular rash. The diagnosis
of Kaposi’s sarcoma in a person
under 60 years of age or in a

person over 60 with laboratory
evidence of HIV infection is suffi-
cient for a diagnosis of AIDS (26).
Seborrheic dermatitis, which may
appear on the ears, scalp, face,
and, less often, the anterior chest,
axillae, and groin, has a higher
frequency and is more extensive
and inflammatory in people with
AIbS or ARC than in patients
who are not infected with HIV (27).

People with HIV infection have
a higher frequency of herpes zos-
ter, and the disease often presents
with more severe pain, a larger
number of vesicles, and a higher
incidence of multidermatomal dis-
ease than would usually be seen
(28). Severe cases of herpes sim-
plex, especially the chronic pen-
anal form, in HIV-infected per-
sons have been described (29).
Similarly, severe and extensive
cases of dermatophytosis, xerosis,
ichthyosis, oral candidiasis, gral

hairy leukoplakia, and peniodonti-
tis may present in association with
HIV infection (28-32).

Wasting syndrome. Progressive
weight loss, which may be associ-
ated with fever or chronic diar-
rhea of more than one month’s
duration, is common in HIV-
infected individuals. The condition
thay result from the HIV infec-
tion directly or from associated

opportunistic infections, neoplasm,
or malnutrition. When seen in as-
sociation with laboratory evidence
of HIV infection, the wasting syn-
drome fits the CDC case defini-
tion of AIDS (26).

Lymphadenopathy. Lymphade-
riopathy is a common finding in

patients infected with HIV. The
syndrome of persistent general-
ized lymphadenopathy is defined
as the presence of lymph nodes
at least one centimeter in size in
two or more extrainguinal sites
for at least three months.

Clinical case
The following case of a patient
with AIDS who was seen in a
New York state psychiatric facil-
ity illustrates several of the clini-
cal issues we have discussed.

Mrs. B, a 3 1-year-old black Un-
employed divorced woman, was
admitted for her first psychiatric
hospitalization. She presented in
a withdrawn psychotic state char-
actenized by psychomotor retarda-

tion, paranoia, ideas of reference,
auditory hallucinations, and pov-
erty of thought. She admitted to
cocaine use, but denied IV drug
use or sexual contact with IV drug
users. She also denied any history
of medical problems.

An initial physical examination
revealed a herpes simplex infec-
tion of the lip, a candida vaginal
infection, oral candidiasis, and her-
pes zoster lesions on the left but-
tock. Twenty-five days after ad-
mission, she developed a high fe-
yen and was transferred to a gen-
eral hospital, where a chest film
was read as Pneumocystis carinii
pneumonia. Further investigation
revealed that a diagnosis of AIDS
had been made eight months ear-
lier during a previous episode of
Pneumocystis carinii pneumonia.
The patient herself continued to
deny her diagnosis of AIDS.

This case illustrates several im-
portant points. First, a history of
AIDS-related risk behaviors may
be difficult or impossible to elicit
from HIV-infected patients who

are admitted to state hospitals. 5cc-
ond, a previous diagnosis of AIDS
may be missed on an initial pres-
entation of a severely ill psychiat-
ric patient. Third, a psychotic ill-
ness may present for the first time
in association with AIDS or HIV
infection. And finally, oral, cuta-
neous, and other dermatologic find-
ings may provide important early
clues to the presence of HIV in-
fection.

Conclusions
Populations served by state psy-
chiatric facilities may be at greater
risk for exposure to HIV infec-
tion and may be less likely to give
adequate histories of AIDS-
related risk behaviors or previous
medical illness. Some of the early
signs of HIV infection, particu-
larly the triad of cognitive, motor,
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and behavioral signs of AIDS de-
mentia complex, may strotigly sug-

gest the etiology of a presenting
neuropsychiatric disorder. For pa-
tients with sevete and chronic psy-

chiatnic illness, however, such early
neuropsychiatnic signs may not be
reliable indicatots of HIV infec-
tion. In these patients, oral, cuta-
neous, and other physical findings
can serve as early signs of HIV

infection.
The clinical issues presented in

this paper will have implications
for the staffing, educational, and
administrative needs of state psy-
chiatric facilities. The permanent
staff of those facilities will require
training in recognizing the early
manifestations of HIV infection
and will need . to depend more
heavily on internists and other mcdi-
cal specialists to help assess and
treat HIV-infected patients. Bet-
ter relationships with general mcdi-
cal hospitals will need to be devel-
oped to ensure medical backup
during acute medical crises. These
and other management issues have
been more fully discussed in a
previous article (33).

As the regional distribution of
AIDS eases changes, the expeni-
#{233}nceof the staff of ‘New York’s
state psychiatric facilities in recog-
nizing the clinical presentations of
HIV may provide important les-
sons for mental health profession-
als in regions that have not yet
been as severely affected by the
AIDS epidemic.
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