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INI'RODUCTION 

A Message From Chairman Rodriguez 

The New York state Departrrent of Correctional Services has at presE'.nt one of the 
largest concentrations of AIDS sufferers in the country. The high incidence of AIDS 
arrong intravenous drug abusers and the frequency of drug abuse histories arrong 
releasees makes the Division of Parole's clientele a high risk group for AIDS. Given 
these facts, it is prudent to focus and clarify Division policy and_ procedure as it 
applies to the issue of AIDS. 

We in the Division must recognize that persons with AIDS are suffering a 
devastating, often tines fatal disease. In our work we must strike a balance between 
our legitimate concern for the safety and well-being of Division staff, our 
responsibility to provide community protection and our casework obligation to provide 
and broker services for releasees. 

The inmate and releasee \vi th AIDS or ARC present a special challenge to Division 
staff and we must be sensitive to their special needs for assistance, support and 
counseling. As we strive to provide service and supervision to this population, we 
must maintain respect for individual rights to privacy and confidentiality. While we 
must p..xercise particular caution in our work with people wi thAIDS or ARC, the 
challenge presented by these cases is not unfamiliar to us ... the Division has a 
t-radition-of dealing with tough cases, and a history of innovation and success. 

In our approach to working with people with AIDS or ARC, it is important that we 
remain flexible and incorporate into our methods the results of new discoveries about 
the causes and course of this disease and the needs of people who are suffering with 
it. In every instance, our efforts should be guided by concern and respect for the 
privacy and dignity of individuals with AIDS or ARC and by a concern for the safety 
and well-being of Division staff. 

The material in this Information Guide reflects these efforts and has been put 
together to assist you in your work with inmates and releasees with AIDS or ARC. The 
guide is divided into nine Sections. Section I addresses general information on AIDS 
and includes facts about AIDS that establish the foundation for our approach to 
casework and supervision of inmates and releasees with AIDS. In most regards the 
policies and procedures that guide and direct the work of Parole staff are 
encanpassing enough to direct our work with inmates and rf'deasees with AIDS, 
requiring only clarification and application. Section II includes policies and 
procedures in five specific areas where a more direct focus is warranted. Section 
III, Questions and Answers on AIDS, takes a look at a broader range of operational 
procedures and how they might be applied in providin<j" services or su[-€rvision in 
these cases. 

Section IV, Service Needs of People With AIDS, highlights areas which must be 
addressed in discharge planning and supervision in order to meet the canplex and 
varied needs of people with AIDS. This information is expanded in Section V, which 
describes services and resources available to Parole staff working with these 
difficult cases; in Section VI, which includes lists of Division of Parole Regional 
AIDS Liaisons and Parole Services Program Specialists; and in sectinn VII which 
provides information about working with the Social Security Administration to secure 
SSI and other financial assistance for which people with AIDS are eligible. 
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Section VIII of the Information Guide includes descriptive materials and 
guidelines on AIDS put out by the New York State Department of Health. Section IX 
contains numerous informative articles and reports on AIDS, addressing topics such as 
transmission of AIDS, HTLV-III antibody testing and AIDS in prisons. 

As this AIDS Information Guide documP-nts, we have initiated numerous activities 
to address issues related to parole supervision and casework with inmates and 
releasees with AIDS or ARC. Most of these initiatives build on a long-standing 
approach to Parole case work and service delivery. Of particular importance to the 
work that lies ahead is our designation of an AIDS Liaison in each of the five 
Regions who, along with the Regional Parole Services Program Specialist, will provide 
you with information and technical assistance on AIDS cases. A listing of the 
Regional AIDS Liaisons and Parole Services Program Specialists is included in Section 
VI. 

April, 1986 
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This AIDS Infonnation Guide was made possible by the canbined efforts of many 
people. Of prime importance has been the willingness of Parole Officers across the 
state to discuss openly their concerns and the problems they have experienced working 
with inmates and releasees with AIDS. These conversations have served to define the 
issues and frame the approaches described in this guide. 

A large number of Division staff participated in many lively debates over the 
numerous issues covered in this dOCUI'l'eIlt. Executive staff, Parole Carmissioners, 
Central Office Operations staff, Regional Directors, Area Supervisors, Senior Parole 
Officers, Parole Officers, and union representatives must all be ackno.vledged for 
their role in strengthening the content of this Infonnation Guide and contributing to 
the development of Division policy. 

Agencies at all levels of New York State and local governments have focused on 
AIDS and related issues in the past year. As a result of ('.,QVernor Cucrno I s insightful 
leadership on AIDS in New York State, many agencies have been v~rking together toward 
an effective statewide response to this crisis. As a result, 'ole have been fortunate 
to be able to on draw the expertise and assistance of nurre.rous sister agencies, 
including the New York State Departrrent of Health, Division of Substance Abuse 
Services, Departrrent of Correctional Services, AIDS Task Forces and AIDS Institute. 
In addition, the assistance of a variety of other organizations has been invaluable . 
These include the Social Security Administration, the New York City Depart:rnf>.nt of 
Health, the Gay Men I S Health Crisis, Urban Resources Inc., Beth Israel Hospital, and 
nurre.rous physicians affiliated with hospitals delivering services and conducting 
research on AIDS. 

Finally, this Infonnation Guide was produced with good grace and a num .. mum of 
frenzy as a result of the efforts of Sandy Griesemer and Barbara Santora, who typ=!d 
it, produced it and sweated the derAils. 

Terri G. WUrmser 
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• SECTION I - GENERAL INFORMATION ABOUT AIDS 

• 

Fear and misinformation about AIDS are pervasive, and while the threat of AIDS 
is serious, many of the fears expressed by the general public are unfounded. Facts 
about AIDS--what it is, who is at risk, how it is transmitted, risk reduction 
precautions--are now widely available through the efforts of the New York State 
Department of Health. The reader is directed to the AIDS - 100 Questions and 
Answers booklet recently published by the Depa.rt::rrent of Health and to the samplin~ of 
pamphlets and articles contained in this section for general information on AIDS. 

The following facts about AIDS are excerpted fran AIDS - 100 Questions and 
Answers in order to establish the foundation for the Division's approach to case\~rk 
and supervision of inmates and parolees with AIDS. 

What is AIDS? 

Acquired immune deficiency syndrome (AIDS) is a disease complex characterized by 
a collapse of the body's natural immunity against disease. Because of this failure 
of the immune system, patients with AIDS are vulnerable to one or more unusual 
infections or cancers that do not pose a threat to anyone whose irrmune system is 
working normally. 

~Vhat causes AIDS? 

Investigators have discovered a virus that is closely linked with AIDS. 
Different groups of researchers have given different names to the virus: human 
T-lyrnphotropic virus, type III (I-ITI.N-III): lymphadenopathy associated virus (LAV); 
or AIDS-related virus (ARV). Infection with this virus does not always lead to AIDS, 
and researchers are investigating whether other co-factors may be necessary to 
trigger the disease. Preliminary studies show that rnost HTLV-III infected persons 
remain in good health; others may develop illness varying in sever it:' fran mild to 
extremely serious. . 

How contagious is AIDS? 

Unlike most communicable diseases -- colds, flu, measles, etc. -- AIDS is not 
transmitted through sneezing, coughing, eating or drinking fran common utensils, or 
merely being around an infected person for a long time. After five years of 
experience it is evident that casual contact with AIDS patients does not place others 
at risk. No cases have been found where AIDS has been transmitted through casual 
(non-sexual) contact to a household rrember, relative, co-\~rker or friend. Health 

workers and others who care for AIDS patients on a daily basis have not become ill. 

Ha.-l is AIDS transmitted? 

AIDS is not an easily transmissible disease. All evidence indicates that AIDS 
is spread through sexual contact, needle sharing or less commonly through 
transfusions of blood or blood components. Direct blood-to-blood or semen-to-blood 
contact appears necessary to transmit the virus associated with AIDS. There is no 
evidence that AIDS can be transrni tted through air, water, food or casual body 
contact. 

• lcopies of 100 ()ue;stions and Answers may be obtained from the Regional AIDS 
Liaison or by contacting the N. Y • S. Depari:Irent of Health f AIDS Institute, at 
(518) 473-0641. 
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Can you get AIDS by touching sorreone who has it? 

After five years of experience there is no indication that AIDS is spread 
through any fonn of casual contact, including ha"1dshakes, btnnping together in crowds, 
contact spO:tts, even casual kissing. 

Are health care workers or other occupational grOUpS at special risk for AIDS? 

Health care workers and other occupational groups who cane into contact with 
AIDS patients or specimens have not developed AIDS. Safety protocols have been 
developed for various occupational groups to minimize direct contact with blood and 
other body secretions. The Centers for Disease Control (CDC) is following SOliE 1,700 
health care workers who have been exposed to the body fluids of AIDS patients; many 
of these workers have had needle-stick injuries while treating AIDS patients. None 
of these workers has developed AIDS as a result of an occupational eXJ;X)sure. Two 
health care workers, who experienced needle-stick injuries and who deny any AIDS risk 
behaviors, have been found positive for HTVL-III, but neither has developed AIDS. 
CDC has noted that it is impossible to definitively detennine that these bvo cases 
represent occupational exposures since there were no blood samples available for 
testing prior to the needle-stick injuries. The only dOCUl'!'ented case of a health 
care worker contracting AIDS has been reported in England following a needle-stick 
puncture which involved a major infusion of blood from an AIDS patient into her hand. 
All scientific studies to date suggest that the risk to health care workers and other 
occupational groups is small, or non-existent if they follow safety protocols to 
minimize direct exposure to blood and body fluids. 
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• SEX:TICN II - POLICIES AND PROCEDURES 

1. Confidentiality 

2. Coordination with the Depart::Irent of Correctional Services 

3. Discharge Planning 

4. Report Status 

5. Record Keeping 

• 

• 



• 1. CONFIDENTIALITY 

• 

• 

Background 

The Division takes with utmost seriousness its obligation to provide counseling 
to inmates and parolees with AIDS or ARC about the risk of transmission and about 
their responsibility to others in this regard. Public Officer's Law, Article 6-A, 
entitled the Personal Privacy Protection Act, prohibi ts the disclosure by a state 
agency of any record, or information gained fran it concerning a person without their 
pennission. 

Policy 

In accordance with the Public Privacy Protection Act and in a manner 
with the handling 'of all information covered by this act, Division 
prohibited fran diVUlging confidential medical information about any 
releasee with AIDS or ARC without first receiving written consent 
individual. 
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2. COORDINATION WITH THE DEPARI'MENT OF CORRECI'IONAL SERVICES 

Background 

The Division of Parole is ccmnitted to a cooperat::':ve relationship with the 
Department of Correctional Services (DOCS) in order to provide a smooth transition to 
camrunity living for irnnates. In accordance with Section 259-a of the Execut.ive Law 
of New York State, DOCS !1lakes available to the Division information about inmates 
under its jurisdiction for purposes of preparation of reports to the Board of Parole 
and supervision of inmates released on parole or conditional release. 

Policy 

Contmui ty of care and treatment, coordination of essential services and 
comprehensive release planning for inmates with AIDS/ARC will be ensured and 
facilitated by the formal fu~d consiotent exchange of medical information between DOCS 
and the Division. Institutional Parole Staff will provide DOCS Facility Health 
Services Units with Parole Board appearance dates and due dates for Medical Discharge 
Summaries for all inmates identified by DOCS as having AIDS/ARC: DOCS Facility Health 
Services Units will provide Institutional Parole Staff with Medical Discharge 
Summaries for purposes of Parole Board Surrmary Report preparation and discharge 
planning. 

Procedure 

1. DOCS will send to the Director of Parole Operations on a regular 
basis a listing of all irnnates diagnosed as having AIDS and ARC. 

2. ·The Division will forward to Senior Parole Officers in institutions 
a listing of all new AIDS/ARC cases and will provide DOCS ~lith 
Parole Board dates for these inmates. 

3. DOCS, through designated facility Health Units, will provide 
institutional Parole staff with a Medical Discharge Surrmary 
report according to the following time frame: 

Medical reports on initial appearance cas~s are to be 
forwarded to the Senior Parole Officer ten (10) days 
before the 1st day of the month in which the inmate 
appears before the Parole Board. 

Medical reports on reappearance cases are due sixty (60) 
days before the 1st day of the month in which the inmate 
appears before the Parole Board. 

Medical reports on CR's are due sixty (60) days before 
the CR date. 

The Medical Discharge Summary will include the following: 

A diagnosis of the inmate's condition. 
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The prognosis in light of the inmate's current 
medical condition, including limitations on 
living arrangement and employability where 
applicable. 

A report indicating the inmate's acceptance of 
his condition and cooperation with respect to 
treatment. 

Any follow-up medical treatment plan developed 
by the facility health services staff, the 
attending physician, or hospital or that needs 
to be developed by the Parole Officer. 

If the Medical Discharge Summary form is not received by the due 
date, the Senior Parole Officer at the facility should seek to obtain 
the report by contacting the facility Health Services Director or 
Nurse Administrator. Assistance in obtaining delinquent reports 
should be sought, where needed, fran the Area Supervisor or Regional 
Director via direct contact with the facility superintendent. 

4. Attach the Medical Discharge Summary Report prepared by DOCS facility 
Health Services Units to the Parole Board Sumnary as an addendum, with 
.significant elements stmmarized in the "Medical" sub-section of the 
Parole Board Surrmary; include in Section II of the Parole Board Summary 
under "Special Conditions RecOI'!TCended" carlJ:."'Onents of the discharge 
plan that link the inmate's medical condition with specific needs for 
follow-up medical care, housing, employment, financial assistance or 
counseling. 

5. Institutional Parole Officer contact the DOCS facility Health Services 
Director or Nurse Administrator several days before the Parole Board 
appearance in order to ensure the currency of information on medical 
status obtained through the DOCS Medical Discharge Sumnary Report; 
reflect any significant change in medical status and consequent change 
in discharge plan in a written addendum to the Parole Board Summary. 

6. Inmates with AIDS or ARC who are ambulatory will appear before the 
Parole Board in the custanary manner. It is the responsibility of the 
Senior Parole Officer to confirm the status of inmates with AIDS or ARC 
the day of the Parole Board hearing and, in conjunction with DOCS and 
the Parole Board, to make adjustments in the schedule as required. 
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3. DISCHARGE PLANNING 

Background 

Many parolees with AIDS/ARC will be so debilitated by the disease that they will 
be unable to seek or maintain emplo.Yf!YCIlt. Under these circumstances , individuals so 
disabled are eligible for various local, state and federal financial and public 
assistance programs • Supportive financial resources are essential in order to ensure 
continuity of care and treatment for parolees with serious medical disabilities. 
Sul::mission of applications for SSI, Medicaid or local public assistance prior to 
discharge for irnnates likely to be eligible for these programs up::m release will 
reduce, and hopefully eliminate, the lag between release and receipt of financial 
assistance, thus eliminating disruption in supportive se:rvices. 

Policy 

A parolee with AIDS/ARC may be unable to ~rk due to his medical condition. It 
is appropriate and necessary for Parole Officers to assist irunates to obtain, 
complete and submit, prior to discharge, application forms for financial and medical 
assistance through SSI, Medicaid and Horne Relief, and to facilitate this application 
process in every way possible. 

Advocacy on behalf of these individuals is an essential role of Parole Officers 

• 

in both institutional and field assignments. Division staff must take an aggressive 
position . with respect to program developrent in these cases. Parole Officers are 
responsible for initiating, on behalf of irunates and parolees, actions necessary to • 
identify and secure services and resources required to expedite release and ensure 
continuity of services in the community. 

Procedure 

1. Institutional Parole Officer establish contact with the Social 
Security Administration's District Office or the County Department 
of Social Services; assist irunates who are diagnosed as having 
AIDS/ARC, who may be eligible for and who may require assistance 
of this sort to submit applications prior to discharge. 

2. Institutional Parole Officer facilitate the exchange of necessary 
information with the Field Parole Officer, including having the 
irunate sign the necessary Release of Information forms in order 
to share medical information as necessary to obtain needed social 
se:rvices. 

3. Field Parole Officer establish contact with County Department of 
Social Se:rvices and local Social Security Administration District 
Office in order to arrange for follow-up interviews as necessary 
following release. 

(Note: See Section VII, Pre-release Procedure, Agreement Beuveen OOP and Social 
Security Administration for filing SSI applications) 
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4. REPORI' STATUS 

Background 

While existing policies and procedures allow for modification in report 
requirements (see Field Service Manual Item 9201.00 Arrival Procedures; 9202.00 
Initial Interview; 9203.00 Supervision Contacts), sene additional modification in 
Arrival Procedures, Office Report Status and Supervisory Contacts may be necessary 
for releasees with AIDS/ARC due to rredical status as determined on a case-by-case 
basis. . 

The purpose of the Arrival Report and Initial Interview for releasees wi th 
AIDS/ARC is the sarre as for any new releasee -- that is, clarifying the rules of 
parole, establishing a casework relat{onship with the releasee, assessing immediate 
and long-range needs and establishing alternatives and plans for a parole program, 
including services to address identified needs .. In the case of a releasee with a 
serious rredical problem, such as ATDS, the importance of expedited needs assessment 
and assistance by the Parole Officer in obtaining services becanes pararroun·t. 

Like\<lise, ongoing supervisory contacts during the period of parole supervision, 
including office reports, home visits and collateral contacts, are intended to 
accanplish previously established objectives -- regular rreetings ~lith the releasee 
and an opportunity for private interviews through office re};X)rts, verificiation of 
residence and familiarity with family or living situations t.hrough home visits, and 
assurance. that required or needed services are being received through collateral 
contacts with Social Services, rredical or other community providers. Again, these 
contacts are central to the provision of good parole suy;:ervision and service. 
Especially in circumstances of extreme rredical disability, assistance and counseling 
to the releasee and, family, as well as referral and advocacy for service delivery, 
may require greater initiative then would the ordin~j case. 

Policy 

ARRIVAL REPORT: Inmates diagnosed by the Department of Correctional Services as 
having AIDS or ARC will not be required to make an Arrival Report to the Area Office 
following release. All such inmates will be directed by the Institutional Parole 
Officer to proceed to their assigned program 1.1pon release and to phone the Field 
Parole Officer within 24 hours of release to make reporting arrangements. 

Procedure 

1. Conference between Field Parole Officer and Senior Parole Officer 
prior to discharge to review information relative to current medical 
status and to establish a plan for telephone Arrival Report, Initial 
Interview and subsequent supervisory contacts. 

2. Notice by Field Parole Officer to Institutional Parole Officer 
concerning any pre-arranged appointments for services or directions 
to the releasee in this regard. 

3. Institutional Parole Officer discuss with releasee requirements for 
telephone contact following release, provide inmate with a copy of 
Arrival Notice (form 4028) which releasee is to mail to Area Field 
Office. 
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OFFICE REPORT: Office Reports will not be required across the board in these 
cases. The need for, and appropriateness of, Office Reports by releasees with AIDS 
or ARC will be determined on a case-by-case basis based on the releasee's medical 
status. Where the medical condition of the releasee is so fragile that office visits 
are impractical or ill-advised fran a medical standpoint, alternative arrangerrents 
may be made in accordance with established policies and procedures. Tb the extent 
that a releasee is excused fran making Office Reports due to a medical condition, 
other standard contacts with the releasee should be enhanced to ensure continuity of 
supervision and service. 

Procedure 

1. Conference between Field Parole Officer and Senior Parole Officer 
to establish a modified schedule of Office Reports, including 
Initial Interview, based on the releasee's medical status. 

2. Notation in case file of any modification in report schedule and 
reason for change. 

3. Provision for periodic review of report schedule to ensure changes 
in report status are made in keeping with changes in medical status. 

HOME VISIT: Existing standards apply, with'Parole Officers using discretion to 
ensure pr:udence in the conduct of these visits in keeping with the medical status of 
releasees with AIDS or ARC. 

COLIATERAL CONTAcrS: Contact with Cormtunity Health professionals and Social 
Services providers is critical to acquiring current information on medical status and 
the need for services, both of which will impact ongoing decisions concerning office 
reports and other supervisory contacts. 
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5. RECORD KEEPING 

Background 

For policy, procedures and developrent purposes and in response to external 
inquiries, it is necessary fran time to time for the Division to ascertain the number 
of releasees diagnosed as having AIDS or ARC. For this reason, it is necessary that 
each Regional Director be able to provide a timely and accurate account of the number 
of releasees in each Area Office identified as having AIDS or ARC and the Parole 
Officers responsible for supervision of these cases. 

Policy 

Each Regional Director shall establish and maintain in the Regional Office an 
accurate account of releasees being supervised in each Area Office who have AIDS or 
ARC and the Parole Officer supervising each case. Additionally, each Regional 
Director shall ensure that, on a rronthly basis, a n'l.lI'Cerical count of all AIDS and ARC 
cases, broken down by Area Office and Parole Officer responsible for supervision is 
fo:rwarded to the Central Office Parole Services Program Specialist . 
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• S:ocTION III - OOESTICNS AND ANffi'1ERS ABOUT AIDS 

• 

• 

1. Q: According to the prison grapevine, we have an inmate in population 
who has AIDS who has not been officially "diagnosed" as such by 
rxx:::s and added to their roster. Why aren't we being told and what 
should we do to find out? 

A. The prison grapevine cannot be relied on as being totally accurate, 
and with an issue as enntionally chaI."ged as this one, is likely to 
be greatly exaggerated. There have, however, been instances where 
an official diagnosis of AIDS only confirms that which has been 
suspected, but unofficial. 

There is no siIrple answer as to why this occurs. In part it is the 
result of less than perfect camrunication between rxx:::s and [)oP; that 
situation should be greatly improved with the now regular exchange of 
information between our agencies on these cases. In part, suspicions 
of inaccurate reporting stem fran the fact that people can only be 
diagnosed as having AIDS or ARC after a very specific set of rredical 
circumstances have been satisfied--and great care must be taken not to 
misdiagnose, thereby leaving an individual permanently stigmatized by 
such an error. Finally, in sCIre instances rxx:::s Health Services staff 
may not be aware of an inmate's illness and therefore cannot treat or 
report it. 

In order to uncover rredical problems requiring treatment, all new 
rxx:::s admissions receive a medical evaluation upon arrival in the 
correctional system. In addition, rxx:::s is required to provide 
periodic follow up medical exams on all inmates. If test results 
indicate abnormal findings, the inmate is referred to a camrunity 
hospital for a canplete evaluation. All confirmed AIDS and ARC 
cases are placed in the facility infirmary or community hospital. 

rxx:::S facility Health Services staff are, by law, precluded frcrn 
discussing a patient's medical diagnosis with anyone other than 
Health Services staff without the patient's pennission. The Health 
Services unit provides [)oP with a list of all AIDS and ARC cases 
and medical summary information for purposes of discharge planning. 
This information provided to Parole should be treated with the 
u1::Irost confidentiality as is required by law, and should not be 
disclosed without the pennission of the patient to anyone other 
than Division of Parole or rxx:::S Health Services staff. 

No inmate identified as having a communicable disease, known to 
Health Services, remains in popllation untreated. Bear in mind, 
however, that inmates have the right to seek, or to refuse to seek, 
health care. Obviously DOCS lists of AIDS/ARC cases will not include 
inmates whcrn you suspect might be ill but who have not came forth for 
treatment. 

Questions about any such cases should be directed to the facility 
Health Services Director or Nurse Administrator for clarification . 
Bear in mind, however, that rxx:::s cannot provide information on cases 
that have not been diagnosed. 
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2. Q: I recently interviewed an inmate in population who looked pretty ill, 
and while he didnlt say so directly, I got the feeling from his 
description that he may think he has early symptans of AIDS. He 
hasn I t elected to be seen by the Health Services Unit nor has he 
discussed this with any DCCS personnel. What should I do alxlut this? 

A: In addition to counseling the inmate about the serious implications 
for himself and others with whan he has contact if he is in fact ill, 
you should urge him to seek nedical attention and assist him to do so 
in any ways that are appropriate. At a point, however, if the inmate 
fails to contact nedical staff and you have reason to believe he is 
ill, you have an obligation to discuss the situation with the DCCS 
facility Health Services Physician or Nurse Administrator. 

Keep in mind, ho,.rever, that nedical treatment cannot be imposed by 
force, and the DCCS Health Services staff can only treat inmates who 
came forth for such treatment. 

3. Q: 11m not a Parole Officer, but 11m still worried about having 
contact with inmates or parolees with AIDS. Can I get AIDS by 
being near them or processing pape~rk on them? 

A: No. AIDS is not transmitted through the air, food or water, or 
by touching any object handled, touched or breathed on by a person 
with AIDS. There is no indication that AIDS is spread through any 
fonn of casual contact. AIDS cannot be transmitted by a routine 
office contact with inmates or parolees with AIDS. 

4. Q: If I am working with an inmate or parolee with AIDS, will my family be 
in danger of getting infected? 

A: AIDS is not an easily transmissible disease and there is no evidence 
that it can be transmitted through air, water, food or casual contact. 
Since you are personally not at risk of getting AIDS as a result of 
the routine contact you have with an inmate or parolee with the 
disease, your family suffers no risk of exposure or infection as a 
result. 

The largest study to date of AIDS patients and their families, 
illldertaken by the rvDntefiore Center in New York City, has unearthed 
no evidence of transmission of the virus to household rrembers who have 
shared hous~llold items and facilities and had close personal 
interaction with the patient. The study indicates that household 
contacts who are not sexual partners of, or born to, patients with 
AIDS are at minimal or no risk of infection with HTLV III. Copies 
of the Montefiore Study can be obtained by contacting the Regional 
AIDS Liaison. 
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5. Q: In preparation for a Pre-Board Sumnary, I will be inte:rviewing an 
inmate who has AIDS and is in the prison infinnary. How do I know 
what precautions to take? 

A: Just as you would for any inmate being treated for a ccmrnmicable 
illness, consult the DOCS facility Nurse Administrator to determine 
what, if any, precautions are advised for DOCS staff and Parole 
Officers. (Note: For epidemiological and rredical purposes, AIDS is 
not classified as a communicable disease.) 

6. Q: Can I conduct my Pre-Board Sumnary inte:rview with an inmate with AIDS 
by telephone? 

7. 

A: There is no Jredical evidence to suggest that AIDS is transmitted 
through casual contact. In lIDst instances these inte:rviews can be 
safely conducted in a face-to-face contact; face-to-face inte:rviews 
with these inmates shall be the expected standard. Where, however, 
facility Jredical staff recommend that face-to-face contact not take 
place, after consultation with the Senior Parole Officer, a telephone 
inte:rview may be arranged. 

In all instances where deviation fram the face-to-face inte:rview 
procedure occurs, an entry shall be made in the inmate's case record 
stating the basis on which such a decision was rende+"ed. Written 
notice of all such actions shall be forwarded to the Area Supe:rvisor 
with a copy to the Parole Se:rvices Program Specialist. 

Q: lrunates with AIDS who are scheduled to appear before the Parole Board 
are often not ambulatory and may not be present at a given facility on 
their Board date. What can these inmates expect with regard to Board 
action in their cases? 

A: An ambulatory inmate with AIDS who is in the facility infirmary should 
appear before the Parole Board in the Parole Board roan if at all 
possible. A non-ambulatory irunate with AIDS who is in the facility 
infinnary will, if necessary, be visited by the Parole Board rrembers 
in the infirmary. Institutional Parole staff are responsible for 
coordinating with Correction staff to insure that appropriate 
arrangements for these inte:rviews are made. 

An inmate with AIDS who is in the camnmity hospital and is unable to 
appear or be seen at the facility infirmary will, if an initial 
applicant, be postponed for no rrore than two rronths or earlier to 
determine the arrangements necessary to accomplish the Parole Board 
appearance. Once a determination has been made, arrangements should 
be implemented without delay. In rrost instances this will include an 
assignment of a special panel of the Parole Board to conduct the 
parole inte:rview at the canmunity hospital. In the event an inmate 
with AIDS is scheduled to return to the correctional facility and the 
medical condition indicates no emergent need to provide an on-site 
community hospital visit, the irunate will be scheduled for the ne~t 
available Board at the facility of return. 
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In reappearance cases where the inmate is in a carmuni ty hospital, • 
the Board will direct an immediate and expeditious investigation with 
regard to the inmate's xredical condition. As a rule, this period of 
investigation by the institutional Parole Officer should not exceed 
two to three weeks and should result in a report to the Board 
concerning the seriousness of the disability and the likelihood of 
return to the institutional setting. Based upon a case-by-case 
decision following review of this report, the Board will make a 
determination relative to the urgency attached to an on-site community 
hospital Board appearance. Where return to the facility by the inmate 
can be anticipated, the inmate will be seen at the next Board panel 
visit at the facility. otherwise, a special panel will be assigned 
to conduct the parole interview at the ccmnunity hospital. 

It is the responsibility of the Senior Parole Officer at the institution 
to insure that all necessary information and reports are prepared for 
the Board in a timely and enhanced fashion in order to elimina.te 
unnecessary delay in. these cases. If there is a need to discuss plans 
for the Board interview in advance, Parole staff should contact the 
Executive Secretary to the Board of Parole to discuss the case. 

8. Q: What should I do if an inmate with AIDS or ARC is transferred fran my 
institution to another prison? 

A: The Parole Transfer SUrnnary prepared in these cases ~hould be "flagged" 
in order to alert the receiving Parole Office that the case requires • 
special attention, similar to the manner in which cases involving T .B.· 
or extrerre suicidal tendencies are identified. All available 
information concerning the inmate's medical condition should be noted 
in the surrmary, as well as any intnediate needs of the inmate which 
would have an impact on the receiving facility. 

9. Q: An inmate with AIDS who is currently hospitalized is scheduled for 
parole/CR to a hospital program. He wants to be released to a 
hospital closer to home. Who's responsible for making hospital 
transfer arrangements and providing transportation? 

A: The Division of Parole is carmitted to taking the initiative in 
providing leadership to ensure the development of comprehensive 
release plans in these cases. Division btaff bear bottcm line 
responsibility for release planning. Parole staff must take the lead 
in coordinating the development of the release program and expedite 
the completion of program plans. 

Under these circumstances, an inmate would be released to an approved 
program in the same manner as any other inmate, that is, via the 
Community Preparation process. In completing the ccmnunity preparation 
assignment, i.e., developing a hospital program, the field Parole 
Officer will need to identify appropriate ccmnunity medical 
facilities, working in conjunction with ccmnunity resources (e.g., 
AIDS Task Force) and institutional Parole and DOCS staff. 
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As with other releasees, DOCS is responsible for arranging 
transportation in accordance with the release plan and established 
procedures. Frequently, to facilitate a transfer of this sort, DOCS 
may grant a medical leave of absence to a carmunity hospital or 
transfer the inmate to a correctional facility closer to his parole 
destination. Division Staff should explore arrangements of these sorts 
where deemed necessary with appropriate DOCS Staff (Health Services or 
Temporary Release). 

(Note: In cases where an irnnate has been granted a medical leave of 
aJsence, signing of the Certificate of Release to Parole Supervision 
(Form 3010), typically handled by the Parole Officer in the 
institution, will be the responsibility of the Parole Officer in the 
field. ) 

10. Q: I can't get a residence for an inmate with AIDS -- his family is 
afraid to let him cane hane. Can I refer him to a Parole Resource 
Center? How? 

A: Under these circumstances and with the consent of the inmate, a 
clear statement of medical diagnosis and status with relevant back­
up documentation (e.g., the DOCS Medical Discharge Surrmary) must 
accompany the PRe referral. In accordance with the contractual 
agreement between the Division and residential service providers, 
individuals having medical problems beyond the capacity of the 
program to address may be refused admission by the program. This 
may well be the case with releasees with AIDS who require intensive 
or specialized treatment. 

Before resorting to a PRC program, however, you may find that by 
making counseling and information available to families you are able 
to dispell sane of their fears and misconceptions. Resources to 
assist in this process can be identified through Regional AIDS Task 
Forces, as well as by DOCS Ministerial and Family Services. 

11. Q: I'm trying to work out a release plan for an inmate with AIDS who was 
recently hospitalized. His condition seP~ to change rapidly and I'm 
having trouble assembling a suitable plan. Who can help me with this? 

A: Release plans in these cases should be built on medical information 
provided by DOCS facility Health Services Units through Medical 
Discharge Surrmaries. These plans should be comprehensive enough to 
anticipate possible changes in medical status and should include 
alternatives for community-based hospital and outpatient care. 

In addition to DOCS facility Health Services staff, Regional AIDS 
Task Forces and DOP Regional AIDS Liaisons are resources as you 
develop these plans. 
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12. Q: When I am assigned the Camnmity Preparation investigation on an 
inmate with AIDS or ARC, how do I know if the inmate has been 
inforned of the· diagnosis, if he has accepted his xredical condition 
and told people who need to know about it, especially lovers or 
rocmnates? 

A: This infonnation should be included in the Medical Discharge Sumnary 
form prepared by DOCS facility Health Services staff and forwarded to 
the institutional Parole Officer. This form addresses specifically 
whether the diagnosis is known by the patient and/or family. In 
addition, the institutional Parole Officer should discuss these 
issues with the inmate in the interview for the Parole Board Surrmarv 
and in subsequent contacts. The fact that an inmate has AIDS, and -
other infonnation pertinent to this condition, should be rrentioned 
in the IOOdical status section of the Parole Board SUmnary to which 
the Medical Discharge Summary is attached. 

If the field Parole Officer responsible for the community preparation 
investigation does not feel that this report is explicit enough with 
respect to the circumstances of the inmate's medical status, he should 
contact the institutional Parole Officer responsible for the preparation 
of the Sumnary and ask to be provided with additional infonnation. The 
field Parole Officer should not initiate direct contact with DOCS 
facility Health Services staff, rather should rely on the institutional 
Parole Officer's relationship with the facility's Health Services staff to 
obtain any needed infonnation. 

13. Q: I've been assigned the Ccmnunity Preparation investigation on an 
inmate approaching release who has AIDS. Although the Parole 
Officer in the institution has counseled him about responsible 
behavior in light of his xredical condition, he has not yet told 
the person with whan he plans to live that he has AIDS. Can I 
tell? 

A: Inmates have a federally protected right to confidentiality, which 
prohibits the disclosure of IOOdical infonnation without the inmate's 
permi:::;sion. Absent this permission, Parole staff may not disclose 
this infonnation. Any person revealing infonnation of this sort 
without the necessary release form signed by the inmate may be liable 
for violating these federally protected rights. 

we should exhaust every resource to avoid these situations. ~~ile 
it may not be an easy task, Parole Officers must use all of their 
skills to provide counseling that enables inmates with AIDS or ARC 
to behave in a responsible manner with regard to their medical 
condition. 
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14. Q: can I disapprove an inmate's residence plan if he refuses to tell the 
person with wham he will be living that he has AIDS or ARC? 

A: An inmate with AIDS or ARC may choose to exercise his federally 
protected right to confidentiality by refusing to reveal his medical 
condition, even to a rocmnate. We cannot deny release based on the 
exercise of this right. While you can and should urge the inmate to 
disclose this information and explore alternatives with him, in the 
final analysis, a residence plan that is acceptable in all other 
respects cannot be rejected for this reason. 

15. Q: I'm doing the Ccmnunity Preparation investigation on an inmate with 
AIDS. The Parole Officer in the institution describes him as asymptomatic. 
He has an offer of employment. Should I tell his lemployer about his 
medical condition or disapprove his employment? 

A: Again we are faced with the same issue of protected rights and 
confidentiality. Employment can be disapproved only if a relationship 
exists between the inmate's crime and the propos"ed job. Since AIDS is 
not transmitted by casual contact, and requires sexual intercourse or 
the sharing of needles or exchange of blood, legitimate employment is 
not likely to present an opportunity for transmission of the disease. 

Therefore, a diagnosis of AIDS or ARC is not a basis to deny 
~loyment, and yOU are prohibited from disclosing this condition 
to an employer without the necessary release forms signed by the inmate. 

16. Q: An inmate is conditionally released without prior notice to the 
receiving field office. A check of the releasee's case folder 
indicates that he was diagnosed as having AIDS. What resources 
are available to assist the Parole Officer in developing a program? 

A: The institutional Parole Office should be contacted and all available 
data reviewed to determine whether a program was previously proposed 
or developed. If no such tentative plan exists, appropriate local 
resources should be utilized (e.g., Regional AIDS Task Forces and 
county social services departments). 

17. Q: An inmate with AIDS who is being released has been assigned to my 
caseload. Should I keep him from corning into the ()ffice by putting 
him on non-report status? 

A: The issue here is whether the parolee's ItEdical condition is so 
fragile that he is incapable of reporting or wheth«~r he is so 
immune suppressed that reporting would endanger him. These are 
decisions which depend on an individual's current medical status, 
and should be made on a case-by-case basis based on ItEdical status. 

Parolees with AIDS or ARC may be excused from office reports in keeping 
with the provisions of Field Services Manual Item 9204.00, Caseloads in 
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Supervision. These decisions must be made in consultation between the • 
Parole Officer and Senior Parole Officer, be based on current medical 
status, and be reflected in notes in the parolee's folder. As in any 
case where there is a dimunition of supervision contacts, alternative 
means to establish contact should be fully utilized. 

All cases where a releasee is excused fran office reports shall be 
reviewed monthly by the Senior Parole Officer to determine whether the 
basis for such a decision is still valid. Documentation of such 
periodic reviews shall be included in the releasee's case record. 

Written notice shall be forwarded to the Area Supervisor with a copy 
to the Parole Services Program Specialist in all cases where a 
releasee with AIDS or ARC is excused fran regular office reports, with 
periodic updates in keeping with the requirement for monthly review of 
such decisions. 

18. Q: I have a couple parolees on my case load who have been diagnosed as 
having AIDS, and another whom I suspect. Won't I be in danger of 
getting AIDS when I make home visits? 

A: As stated previously, there is no indication that AIDS can be 
transmitted through any form of casual contact and routine hone 
visits should not pose any risk. In these cases, Parole Officers 
.are expet:ted to meet all standards and requirements of supervision, 
with the exception already described concerning office reports. 
Prudence would dictate that in the absence of office reports, the 
purpose served by these contacts must be accomplished by other 
means, in particular hone visits. As in all other situations, as 
dictated by the specific needs of the case, additional contacts 
should be made as are appropriate. 

19. Q: In supervising a releasee in the camn.mity who has AIDS, hO'N do I 
know what precautions are recommended based on the releasee's current 
medical status? 

A: Field Parole Officers should obtain the written consent of the 
releasee in order to establish contact with community medical 
professionals treating the releasee. Information germane to the 
issues of supervision and casework would be: is the releasee able 
to travel: what medication(s) is the releasee taking: are there 
special services needed by the releasee; can the releasee work; what 
is the releasee's current medical status. 

Obviously, as the releasee's condition changes, so will responses to 
these questions and the nature of parole casework and supervision. 
Regular ongoing contact with health providers will be necessary to 
ensure practices are consistent with current medical status. 
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20. Q: I Was just told by a parolee on my caseload that he has AIDS, and 
that no one else knows. Who should I tell? Is there anything 
else I should do? Should he see a doctor? 

A: Aside fram discussing the case with the Senior Parole Officer or other 
appropriate Division staff, Parole Officers are precluded fram 
revealing any individual's medical status to any other source without 
his written pennission. While Part 24 of the State Sanitary Code 
provides for mandatory reporting of AIDS, reporting must be directly 
by the person identifying the condition (e.g., physician, lab, 
coroner) to the Commissioner of Health utilizing prescribed forms. 

If the parolee is not seeing a doctor, the Parole Officer should help 
him locate a clinic and any other required medical support services. 
All parolees with AIDS should have plans in place for medical 
services, to insure these are available when needed. This plan 
should include hav:j..ng the parolee sign any release of infonnation 
forms necessary to enable the Parole Officer to obtain medical status 
reports fram any treating physician. 

In a situation like this, one of the rrost important responses by the 
Parole Officer is to counsel the parolee about the seriousness of this 
medical condition and the importance of medical treatment and 
.responsible behavior. The Parole Officer is in a C!ritical poSition to 
provide direction to the parolee and will want to discuss with him the 
ways in which this illness may impact daily living. The Parole 
Officer will want to insure that the parolee is receiving necessary 
medical, financial and other related assistance and assist him towards 
this end. 

21. Q: A parolee I supervise who has a history of IV drug use seems to be 
losing weight rapidly and complains of symptoms that sound like AIDS. 
I've directed him to see a doctor, and have even located a clinic 
that will see him, but he has resisted going. What alternatives do 
I have? 

A: The steps described here are the appropriate ones to take, that is, 
to counsel the parolee to obtain medical treatment, to assist him 
by identifying community resources and to facilitate the process of 
obtaining these resources in every way possible (such as, contacting 
the clinic on behalf of the parolee or escorting him to the clinic) • 

It is important that we recognize resistance and denial as cammon 
reactions to life-threatening illness, reactions which often kp.ep 
people fram seeking needed medical treatment. These cases require 
patience and creativity to encourage the parolee to obtain the medical 
evaluation and assessment which seemed to be indicated. Ultimately, 
however, the Parole Officer has little recourse if the parolee refuses 
to seek medical treatment, even if AIDS is suspected. This disease 
is not classified as a communicable disease and is not quarantinable, 
nor is having AIDS a criminal acti vi ty • 'I'he Parole Officer's 
alternatives in this situation are to bring all resources to bear 
to encourage the parolee to seek the medical attention that seems to 
be indicated. 
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22. Q: A parolee I supervise who has AIDS has lost his residence and has no 
prospects for another. What can. I do beside send him to a men's 
shelter? 

A: A shelter, typically a congregate living situation with limited 
facilities for privacy or personal hygiene, is not an adequate or 
appropriate setting for individuals who are seriously ill or 
suseptible to infection and other ccmnunicable diseases. She I ter 
settings should be used only as temporary, last resort for parolees 
with AIDS, and intensive efforts to work with ccmnunity resources 
to locate an appropriate residence should be a priority. Assistance 
in locating housjng should be sought from the DOP AIDS Liaison or 
Parole Services Program Specialist before sending any parolee with 
AIDS to a men's shelter. 

23. Q: Does the Division have lOOney to help parolees "'ith AIDS with the 
cost of hpusing or other expenses? 

A: The FIrergency Support Fund and Emergency Housing Funds established 
in each area office e~ist to assist parolees in need of housing, 
transportation and other assistance. Funds can be accessed in 
accordance with local area office procedures. 

24. Q: The mnnber of people exposed to AIDS s~ to be increasing all the 
time, a'1.d a lot of parolees are at risk because of IV drug use. How 
do I protect myself in case a parolee I'm taking into custody has 
AIDS? What should I do if I am exposed to AIDS by a parolee who 
spits on me or bites me? What if I get stuck by a needle or cut by 
a razor while I'm searching someone? 

A: Apprehending a parolee who has AIDS or ARC should be a well planned 
operation. Advance thought should be given to contingency plans in 
the event that any problems develop. 

Extreme caution should be exercised when searching any releasee known 
or suspected to have a disease that can be· transmitted by blood contact 
since hypodermic needles, knives, or other such objects capable of causing 
puncture wounds might be encountered. 

Advance arrangements should be made with the institution that is 
expected to receive the releasee whenever possible. The location 
of hospitals in the area should be known in the event that medical 
treatment is needed for any parties involved. 

At the conclusion of the operation the case record should be annotated 
to indicate what transpired. If any unusual event occurred or . 
circumstances were encountered, an Unusual Incident Report should be 
prepared according to standing procedures. 
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25. Q: What special precautions should be taken when transporting a releasee 
who has AIDS or ARC? 

A: lmy time it is necessary to transport a releasee who has AIDS or 
ARC, the Parole Officer or Warrant Officer responsible for 
transporting the releasee should be infonned that the individual has 
AIDS or ARC, just as they should be infonned if an individual 
is suicidal, is epileptic, or had any other medical problem. 
Standard procedures should be followed in these cases as they would ' 
be with any other releasee being transported by staff. 

26. Q: If I violate a parolee who is diagnosed as having AIDS or ARC, where 
do I take him once I have him in custody and what information can I 
share with the other law enforcement agency? 

A: The Division has both a responsibility and a legal authority to advise 
local jurisdictions of a parolee's medical status, to the extent that 
such medical conditions may require special treatment or handling for 
the health and safety of the' parolee, other inmates or Corrections 
staff. 

Upon arrival at a local detention site, Parole Officers should advise 
Corrections staff of the parole violator's medical status in the same 
manner that a Parole Officer would provide information in the case of 
.an individual suffering fran a heart condition, diabetes, etc • 

27. Q: What precautions should I take when collecting or testing urine 
samples fran parolees? What should I do if I get splashed with urine? 

A: Parole Officers should not collect urine samples fran any parolee 
suspected or diagnosed as having AIDS. If urine testing is required 
in these cases, the parolee should be referred to a clinic for this 
purpose. 

Under ordinary circumstances, disposable gloves and special clothing 
should be worn by anyone who takes urine specimens. It is also 
suggested to place the urine specimen cup inside a plastic bag in 
order to control spillage. 

If for sene reason an individual is splashed with urine, however, 
there is no reason for alarm as the HTLV III virus has not been isolated 
in urine and no cases of AIDS have ever been linked to urine. Soiled 
surfaces should be cleaned with disinfectants, such as household bleach 
(dilute one part bleach to ten parts water) . 

28. Q: Is protective clothing available if I should need it, and how do I 
get it? 

A: Protective clothing (gowns, gloves and masks) have been made available 
to each area office. Area SUpP.rvisors are responsible for providing 
access to these garments . 
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29. Q: Shouldn I t all parolees be required to be tested for AIDS? 

A: The State of New York does not reccmnend or support mandatory HTLV-III 
antibody testing for any group or individual. The screening test 
indicates only the presence of antibodies to HTLV-III virus, not the 
presence of virus. The presence of antibodies in the blood means 
only that the person has been exposed to the virus at sane t:ime. It 
does not necessarily mean that the individual is canying the virus 
and is capable of transmitting it to others. Most persons' exposed to 
the HTLV-III virus will not develop AIDS. 

For parolees who request it, testing can be obtained through regional 
HTLV-III antibody test sites that have been established by the State 
Health DepartIrent to provide testing and counseling for persons who 
wish to know if they have beE>.n exposed to the virus. Testing is free 
of charge at these sites, and strict confidentiality is maintained 
through use of a code system. Persons seeking the HTLV-III antibody 
test need not give a narre, address or any other potentially 
identifying information. Private physicians also have been provided 
information about procedures for performing the test or arranging for 
their patients to obtain testing. For information on HTLV-III testing 
in New York City call (718) 485-8111; outside of New York City call 
(518) 473-0641. 

30. Q: .should I be counseling parolees about safe sex and drug use as it 
relates to AIDS? 

A: Counseling is an important part of a Parole Officer I s job. Parolees 
who have a history of drug use may well be at risk of getting AIDS, 
and should be counseled about these issues. There are comnuni ty 
resources available to you through the AIDS Task Forces to help you 
in this regard, either by providing direct counseling to parolees or 
by helping you to enhance your skills in this area. 

31. Q: What resources are available within the Division to assist us and 
provide updated information on procedures related to inmates and 
parolees with AIDS? 

A: Each region has designated an AIDS Liaison and a Parole Program 
Specialist who are available to provide technical assistance in 
difficult cases, and who are responsible for disseminating information 
about AIDS and resources programs available to assist people with AIDS. 
Lists of OOP Regional AIDS Liaisons and Parole Services Program 
Specialists are contained in Section VI of this manual; additional 
information about programs and resources can be found in Section V. 
This manual has been designed to be easily updated so new materials can 
be included as they are acquired. 
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• SEX:TIOO IV - SERVICE NEEDS OF PEOPLE WITH AIDS 

• 

'. 

Parole casework \v.Lth irmates and parolees with AIDS/ARC is not dissimilar fram 
casework on behalf of other inmates or parolees with serious medical disabilities, 
although it often requires a degree more flexibility, ing~~uity and tenacity. This 
section presents a general approach to casework with imnates and parolees \<7i th 
AIDS/ARC, with errphasis on the issues of continuity of care and coordination of 
services. These general casework guidelines must obviously be tailored to individual 
cases and local protocols. 

The Regional AIDS Liaisons and Parole Services Program Specialist in each Region 
are available to provide special technical assistance to Division staff working with 
these cases and will be responsible for identifying resources and developing referral 
mechanisms to assist you in your work. 

Discharge Planning 

Appropriate discharge planning for imnates with AIDS/ARC is accomplished in part 
by coordination with the Health Services staff of the Department of Correctional 
Services (DOCS). The specific details of a discharge plan for an irnnate with 
AIDS/ARC begins with a physician's assessrrent of the imnate' s medical status and 
prognosis. The Medical Discharge Summary prepared by DOCS Health Services staff and 
made available to Division staff in the institution, describes the diagnosis, 
prognosis and aftercare services required by these inmates (see Section II, Policy on 
Coordination with the Department of Correctional Services • 

If the goal of discharge planning is coordination of service and continuity of 
care and treatment, the challenge to Division is to overcome fragmentation and gaps 
in carmunity-based service delivery systems. Developrent of discharge plans that are 
tailored to each imnate's unique circumstances and medical condition requires 
adequate lead time and careful planning. Close coordination between the Parole 
Officers in institutional and field assignments and with DOCS staff is essential, as 
is flexibility in planning and the development of contingency plans in anticipation 
of changes in medical status. 

Discharge plans should address "the following areas: 

1. Medical Services 

.type and level of care required (hospital, out-patient, horce care) 

.payrrent method for medical services (medicaid, private insurance) 

.special arrangements for hospital transfer 

2. Financial Support 

.eligibility for SSI and other public benefit programs (e.g., home 
relief, food stamps) 

3. Housing 

4. Counseling 
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The following are activities that Parole Officers .in institutional and·. 
field assignments must initiate in these cases: 

Institutional Parole Officer 

o Track inmates with AIDS/ARC to ensure that Medical Discharge 
Surnnaries are developed and that the inmate' s medical 
condition is addressed in discharge plans for all parolees 
and Conditional Releasees. 

o Obtain the Medical Discharge S~J fram DOCS and facilitate 
the necessary infonnation exchange between the institution's 
medical staff and field Parole staff. 

o In consultation with the field Parole Officer, assist the 
irnnate who may be eligible for such programs, to initiate an 
application package for SSI or medicaid prior to discharge. 

o Obtain fram the irnnate, and make available to the field Parole 
Officer, signed release of infonnation fonns as necessary to 
share medical infonnation with communivJ service providers and 
others. 

o Apprise the field Parole Officer assigned to the community 
preparation investigation of any changes in medical status 
that affect the discharge plan. 

Field Parole Officer 

o Establish contact with the local social services department 
and make arrangements for eligibility determination and 
assistance upon release as needed (food stanps, emergency 
public assistance, medicaid, hare health aid services). 

o Arrange for community based medical services by identifying 
hospitals, clinics or physicians who can provide care and 
treatment and by facilitating exchange of medical infonnation 
as neCessary. 

o Identify housing resources and assist in the developrent of a 
residential plan that is adequate to the medical needs of the 
inmate with AIDS/ARC. 

o Assist families of inmates with AIDS/ARC by making referrals 
for counseling and other needed services. 
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• camrunity Supervision 

•• 

• 

While most parolees currently known to have AIDS/ARC were first identified by 
DCCS while incarcerated, we can expect an increase in cases that will be identified 
by Parole Officers supervising releasees in the community. 

Our approach to community supervision in these cases is not dissimilar to that 
in other cases where releasees suffer a serious nedical condition or have severe 
problems requiring specialized services. Providing assistance to releasees to obtain 
medical care and treatment may be the primary focus of casework with these releasees 
and the Parole Officer's role in this regard is of critical importance. 

We Imlst anticipate the rapid change in medical status that frequently occurs 
wi th AIDS, where periods of relative health alternate with periods of acute infection 
and hospitalization. At the same time that the releasee's health is deteriorating, 
important support systems and financial resources may collapse or be exhausted. 
These circumstances will suggest additional important areas of casework and 
intervention, such as counseling with the releasee and/or family and assistance in 
obtaining social services, financial assistance or housing • 
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OVERVIEW OF PSYCHOLOGICAL ISSUES CONCERNING AIDS * 
Prepared by Ken We in, Ph.D. and Diego Lopez, C.S. W. 

"As a psychiCitrist at the Memorial Sloan-Ket'tering Cancer Center, I have t.ne 
opportunity to interview, evaluate, and treat many patients with Kaposi's sarcoma 
(K:S.) and AIDS who are experiencing difficulties in coping with their illness. 
More than any other population of cancer patients, this one suffers a dramatic 
change in self-esteem, doily hobits, and general life style in response to the onset 
of the illness. 

''Psychological and social interventions a,oe on integral port of treatment, for 
without adequate coping strategies and environmental supports, potients are easily 
lost from follow-up core." 

Joseph Barbuto, M.D. 
Psychiatry Service 
Memorial Sloan-Kettering Cancer Center 
(Letter reprinted from New York Times Magazine, March 27, 1983) 

I. Social Isolation 

A. Withdrawal of social supports. 

I • 

2. 

Fear of mortality among friends, family. 

Helplessness; inability to effectuate change 
0. Inability to "make patient feel better" 
b. Unrealistic expectations among friends, family. 

3. Overidentification with patient 
a. Friends are typically of some age, exhibit some lifestyle, 

interests, doily habits 
b. Arousal of sense of vulnerability, fragility 

4. Fear of contagion 
0. Conflicting, sometimes unscientific media reports 
b. Difficulty separating appropriate and inappropriate an-

xiety . 
c. Hepatits B model 

B. Isolation among hospital patients 

I. Infection control precautions sometimes severe ~ 

2. Occasional homophobic reat:tions among hospital stoff 

11. Alteration in Quality of Life 

A. Crisis, disruption, disorganization in thinking and doily habits. 

B . Experiencing ''bankruptcy'', boredom, isolation, social withdrawal 

I. Patients often too sick to work, too well to stay at nome 

*NOIE: these materials have been excerpted from training materials on AIDS developed 
by the Gay Men's Health CriSis, Inc. 
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2. Fatigue limits vocational, social participation 

3. Medical restrictions 
a. Sexual practice~ limited, abstinence 
b. Social aut lets withdrawn 

4. View of self GI leper in social, sexual void 

III. Q!gp in Self-Est .. m 

.tt.. Stigma of AIDS 

I. AIOS as a sexually transmitted disease 

2.. Patients begin to feel guilt"., dirty 

a. Intemat dialogue: "What did I do to deserve this?" 

I. Surfacing of internalized homophobia 
a. ., have AIDS because I am gay" 
b. Bargaining - "I'll go straight, if only I am cured" 

2. Self-condemnation conceming "life in the fast lane" 

c. View of self as taxic to others 

IV. Inteuity of Emotion 

A. Obsessive cognitive (thinking) style 

I. Absence of customary diversions, distractions, daily habits 

2. Void filled by ruminative (obsessive, repetitive) thinking 

B. Emotional vacillation 

I. Anger, guilt, roge, depression, feor, easy tears 

2. Fluctuations frequent within course of day 

3. "RoUer Coaster" effect 

c. Anger 

a. Alternation between hopeful highs and helpless lows 
b. Rapid alternation due to changes in medical condition, 

doctor's reports, media, etc. 

I. At lack of justice, righteousness in life 

2. In response to realistic, concrete frustrations 
a. Oemand for answers, effective treatments, comparative 

autcome data not satisfied 

.' 

• 
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Dual Diagnosis: 
AIDS and Addiction' 

Larry Caputo 

Acquired Immune Deficiency Syn­
drome. commonly known as AIDS. 
prt.nd.pally affects rD3Je h.o~ 
intravenous drug abll3et'S. and pat!.:nts 
with hemophilia who are receivtng 
factor vm concentrate. The pw-pose of 
this article Is to establish a framC'\4-'ork 
(or under'5tand1ng the psyr:ho.'Y.>C12.1 
Impact of ArDS on those persor.s who 
are In~ drug abusers. The ar­
tJcle also explores the extent to 
whJch InlCrventive soc1.'l1 work roles 
and strategies toward comprehensive 
blopsychoaodal services r%".:a.y be inte­
grated Into the health care system 
and ulttmately Implemented for use 
With this patie!lt population. 

Since the onset of the AIDS epi­
demic In 1981 through Septem~r 
1934. UniversIty HOSPital. tile pri­
mary tuching hospital of th~ Ulllver· 
lit'l of Medicine and. D::nt!.:;ay of New 
Je.rst::'j (UMDNJ). tre:ued 124 paL!'!n!a 
for maJill'c3tatJons of th~ d1ag!l~[iC 
entity. There ';Ila!l. hO'Ne\'e.!'. a unique 
profile for L':Ie ;?3,tle:lts ~ted Olt 
tJMDNJ: Of 124 pc:t1ents. S8 had 
used Intravenous dr.Jgs (heroin. co­
ea1ni:); SO were people of color (In­
cluding a subs~mtia1 numoer of 
women). and nearly all were In nel!d 
of finanCial assi.~tance. F~r than 
ten men were IdentU1ed as gay. This 
profile of patients-a protUe of L'lO­
lated. dls...-nfranchised. and ~under· 
stood people--cre3~ ImpifcatiOtl3 f.c.r 
surpassing those for any ot:her gnJ'.lp 
at high risk of cont.-acting AIDS. 
There was Uttle sense of community 
among the drug abus·:r5. ~ven when 
there were common threadS such as 
color. ethnlclty. or an AIDS d1agnos~ 
An attempt to form a group. was a 
most dlfficult. but not lmpossibl.:. 
task for the social worker. 

One must also note that. In terms 
of thc black and Hispanic communi· 
ties. cultural as~t.s should be con· 
sldered In attempting to deliver ap­
proPriate and needed services. There 

Is . a View that members of these 
populat1on~ . are only lmpmer1shea 
versions of white tIUd.:U:.~-cl.:1ss Amer· 
lcans. Th.!s perception h3.3 obscured 
the SOCiocultural aspects of observed 
differences In behavior. attitudes. and 
thinking. A scclal worker needs. 
therefore. to be aW-dIe of U-.e Afric.. .... ., 
cultw'aJ ba~;! oi &.e bh.ck p:lpulatton. 
as well as tlle Sp.eciflC3 of t.'1e culture 
oC eaclt particular Latino population. 

Because each 1ncUvldualls different. 
however. knowledge of culture. life· 
styles. stress po1n~ and the Impact 
of e.'Ctenul systems on each partiCU­
lar minority grcup mu<;( not negate 
the 1".eed to understand to\;:: individual 
and his or her soed:ll situation. In 
other wtl!"ds. t!'WJ author dOl'::!: cet be· 
lieve t.'1at jU5t t>Ce'1U3~ a pef' .. u:m is a 
drug abuser and. is diagn.x.ed as n..."IV" 
lnl! AIDS. there art: r.o snectt1c differ· 
enc::s within the po~uon. 

rt.4"pACT OF' AIDS 
~ pel"!O:l wil."l AIDS t~ mi!..r;y m~d· 
leal. $OCial. and emoUonal compl1ca.­
tlor:l!. th .. t malte the nat!ent. f;untiv. 
and comoanfons consc.anllv vul.t:e:abie 
to crtsei The way in which hospital 
personnel. patients. and families cope 
with these pressures affects not only 
adJusUDent but also the patients' sur-

. vtV2.l. 
The National As3odatfon o( Social 

Workers. in a policy statement dated 
September 1834. SUg,gC5ted that the 
psychosocial !mpact of AIDS L~ simi­
lar to tr..:!.t of other !lfe·&.r~t.:nln.~ ill· 
nesses.1 Anxiety: depression: concern 
about body Image. finances. and loss 
of control: ·and c. confrontation ""ith 
morality are among the feelings and 
critical issues faced by p!T30ruJ With 

I N3t\onal A5soc!atlon of Social Wcrk· 
eros. ",s,.cql.\lred Immune DeficJency Syn· 
drome." NASW ?ubUc Social Polley State· 
n~t. Silver Spnng. Md.. September 1984. 

AIDS. In addition. aJJ lnd1v1duals with 
AIDS and many of chose cJoseiy ~ 
clated with them have experienced 
extreme rejection and Lsolation due 
to tM publlc's fear of contamination. 

In AprlJ 1984. the nation's top pub­
lic health officers announced their 
dfscovery that the essential agent 
causing AIDS was human T-Cell 
Iymphotroplc virus. or HTLV-III. add­
in;t that they were also certain that 
~~~s virus would oreve to be identical 
to one Isolated by French scientists 
called Iymphadenopathy·asroclllled 
vir.Js. or I.AV.2 These oll1ciaJ.s have 
funher stated that ~ere is no evi­
dence to suggest tr.at AIDS 1:1 ag,grel!!­
sh:ely COntagious. i".ccord1ng to the 
Center.3 for Di.3ease Control in ..... tlanta. 
"airborne sprend (as In outhreak:l of 
1n!1uenza) and Interpersonal spread 
lh."'Ouii!:h casual ccntact do not &eem 
11.""~ly.;:' 

DEMOGRAPHICS 
~~t ~r:->ons -';:"1th AIOO are In their 
thL"'tles. About 60 percent c:.re wn.lte. 
7111: ;naJority of the rem2in1ng C::S:5 

h~ th."Cr. Intra ... ~noLlS drug \!S;:".5, 

wbo are more likely to l>~ youn~er' 
and nonwhite. Ho·.vever. A!I)S h:ui 
been observed In all mcucr ethnic 
grou~ of the u.s. popuLltlol! ... 

My review of the psychc.<\oclaJ 11t­
ernture. thus ;:11'. reveals that most of 
It 15 written with a slant tow,U".l all 
risk groups except the on~ on wh!ch 
trus article iocuses. who may be the 
JXX)l"est.~ To lmply. ho~. that any 
high·risk group has adequate suppo.~ 

:a R. C. Ciallo et ai. "IsoIaUOn oC Human 
T-C.ell Leukemia Virus in Acquired !me 
mU!!e Oel1cleney Syndrome (AIDS}," s.::­
er~. 22.0 (198.3). pp., S&:;-867. 

'~Center.! for DlsGI.'lC Ccntrcl. as q'.!Oted 
bY' G.y Men's Health Cl'1sls. Inc .. Med!cru 
Ar1.S'~rs c:bout AIDS (New York: OMHC. 
Jut"..:: 19841. 

• K. !.'layer and H. F. P'.u!r. The .'\lOS 
Fcc! Book (New York: Bant.i\m 8ooYoS, 
ISS:;" 

sSee, for e.'<ample. F. P. Siegal and M. 
Sleg ... l. AIDS: The .'tfedLcai ,''''ysrery (New 
York:: Cirove Press. 19831: and A. O. rett· 
ner and W. A. Check. The 1hJ.cit about 
AlJ::S: Eoolurlon of an EpIdemIC (Nev.' 
Yor~ Holt. Rinehart & Winston. 1984). 
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pllshrr:ent of a defined change.l~ En· 
couragtng .. "t!rbalizallo!1. pl"O\.,dln~ for 
venl..tlaUon of fedlnl~3, e.."!.:l.m1n1n~ the 
palt.!n1 of rd,;;.t!o ...... h!~ ~xplo;ir:·1 t.l1.1: 
Vocondary gctru Wllt the patient 
achl~5 by seetnlngly destructlve 
behaVior. and offering honest encour· 
agement are also among other aye· 
nues by whlch tht: cnabler role might 
be enacted. 

CASE OF MR. P 
Mr. P was a 29-year-old black male 
with . a rune·year histDry of Intrave· 
nous heroin abuse.-w,ho had recently 
been diagnosed as haVing AIDS. He 
was a person "ith ~ral pervasive 
mental health problems. pnmarily 
poor !.elf· Image and a ccncomitant 
sense of powerlessness. Mr. P never 
graduated from high scnool. He lr.new. 
becaUSe of his color. history of drug 
abu~ and t.'le AIOO d!~no:lis. t.hat 
he hru1 limited opportunities. Mr. P 
was being treated for pneumccystitl3 
c:ar1.ni1 pneumonia (PCP) and eso~ha· 
geaJ candidiasis. two dlseases free 
quently seen In p~!'""...o0!3 wtth AIDS. 
There ,,;u no ev1denci! of a p~I()o 
logic heroin dependence.. Before he.:' .. 
pital1zatton. Mr. P was living wtth h!3 
aunt. His aWlt ret:dvcd \lJelfare and 
took care of two young chtld..-e."l. e:.qes 
6 and 4. She rt;lted Mr. P in the hco­
pita! on a dailv basis until U:.e dav 
she was Informed tha.t he had ~~l 
dia€,nosed as l-... win1 ."-IDS. 

lnten'e'tltion ~1an. af~=- th~ Init1.""'L! 
as3t:".oS.D'lent. wlt.."- t..~e ·;,..'cr!c.er 1n : . .':1.:: 
!'Ole of enabler. The worker encour· 
ctg!d ~1r. P to ~ VtY.:";11 a.nd exp.ez:::ive. 
A!i trust be~en biro ? nnd. t..'le ·HCrk· 
er de ... 'Clop ... ~. the pati'.:nt req!.lestt.'-d 
infor,nation about AIDS, wrJch dy. 
n?.ml~Uy mCM!-d the wc·rker Into the 
rok: as educator. Mr. P t"eqUe:JtI:d thar. 
the worker lnfonn his aunt of h!.5 
dlagnoo1!!.. The worker. after L'lfonn· 
lng the aunt. feund that her knowl· 
edge about AIDS .. vas limited. The 
worker began.to provtde a s.erv1ce to 
the aunt pr1rnar1.ly in the role a.~ edu· 
cator. Simultaneously, the work::r 
began the application pnx:es...o; fer 
publtc assi!ltance for the path:nt. 

The social" worker was confronted 
wt~h strong resistance to providing 
services to the per"...on with AIDS. on 
the pan of agency staff. an.:'dety or 
fear about the contaglo:l factor. and 

I2G~~. "Community D~velopment 
Pnlgrams So:rvtng the: Urban' Poor:' 

Briefly Stated. 

often blind Ignorance reg;ud1ng the 
f.~Ct3 about AIDS. These reactions 
nececz'r!ty "",..a.~j the v."Orlter 101m th~ 
dual r~k 3.3 educator ll1ld ;!d·,'O~a{e. 

While moving back. and forth 
through the IntervenUve role3 In be· 
half of Mr. P. the worker learned that 
~ patlent's aunt hr.d d·~de1.'1 10 mp 

. visittng him in the hospital. The eo­
ctal worker learned funher that the 
aunt was not going 10 allow Y.r. P :0 
return to his home afler discharge. 
The worker. understandinr! the real· 
Ity of hou-'\Ing for the patient. set up 
a meeting with the aunt. While pro­
ceeding to educate the entire family 
system about the contagIon factor 
and offering precautions ior care of 
the lmmunologlcally lmpaJred per· 
son. the worker assumed the role of 
mediator and used specU1c t.ef:hnlques 
to bring about resoiullon of the con· 
filct. Mr. P ..... 'C).s dl.scharged frori: the 
h05plt.::..l two dayo'l Later and returned 
to \1ve with h13 au.'lL. 

Mr. P then returned to the out· 
patialt cl1nlc for follow·up care by the 
cllnlc teasn. Q..Jrlng th~ clinic visit. 
Mr. ? InIo:-med the worker that he 
was Interested In obtaining counsel· 
Ing for hLs substance abus~ problem 
and other related problem:!.· The 
worker. In ~ broker and enabler 
roles. eupponc:d Mr:' p's d::c!::lcn ~ 
S<!ek prefes .. lon .... 1 h.-:lp· -and referred 
him to th~ appropr1a~ ~gcncy. 

!'.3L'TPOF.:'!' I·'OR S"IJr·PORTZ;lS 
Tjl.;: t:.anl of prufes::tonals who are 
Intenseiy 1nvol~d With gndually 
de~rlorar1ng AIDS patients ".fe elf 
r~k for emo;lon4l c!ls~~ Staff. lL~ 
p.atl~ts. ~oml!t!m~:1 co~ by us1ng 
denial. but this 13 generally an un· 
Soati!lfactory deien:Je rneeha.'1l:Im. 01· 
rector3 of th.:sc: te3m5 :mould er.cour· 
age .... -eeldy ~J"'Oup m~tings In which 
~~ are dJ.scu:.;~.ed and.. mc:e Impor· 
tcmt. In which staiT members can 
hal.-e an opportunity to d1.SCUss per· 
sonal reactions. It is Inevitable tJUlt 
prov1c1---rn \li'OrkL..,g With AIDS patients 
W1..II at times e..,('Oerlence fear. frustIn· 
ticn. arudety. di&eomfort. and many 
other feelings as the AIDS Crisis 
grows. Unless ttme Is set aside to dis· 
cuss these l.ssues. svrnotoms of dis­
t.re!ls are likely to develop r'c1.pldly.13 

1'5. F. Mann and W. F. Batchelor. "Re· 
spondlng to the PsychologIcal Crts15 of 
AlDS.. .. Public HeaLth Reports. 99 (Jan· 
u.ary-February 19841. Po 9. 
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WHAT CAN BE DONE 

Thl1 article hzs att.cmcted to ad~ 
t!1e unIque FSych~~ proftJe of Ll-je 
, .. travenous drug abuser with AlOS 
and bas offered a melhodol~111c:.t.I ao­
proach for Lntcgrating compn;h:.l"'..s.I~ 
blopsyci"loeoclal s.ervlces Into the 
health care svstem. Ptact1Uo."ler.l who 
adopt and ~Pt this approach to ser· 
Vice delivery wtll require abllltle3 m 
all roles 50 that th-:y can sc!eet the 
m~t appropriate Intcrventlve role for 
tach patient's sItuation. Failure. on 
the part of service providers. to be 
s..--nsitlzed to the unique reaulrements 
and scclocultural attributes of this 
soc!!Jcultural patient population wUl 
result in minimal use of the servlce5 
oIT::red.14 Service provider:; mu~t Idl:n' 
tlfy what they know or. what 1;;) most 
Lm~Ort.:!1tt. wmt they do not know 
about t.he cultural l.(festylcs. acdJcth-.e 
b-ehavioral respons~ <I.nd styles o( 
~fe~ th'lt are sh.:l.red by moot p.:r. 
so",," with AlDS.II 

Social workers and other helping 
~rc,f!:sstonals must bel!ln to take G:l1 
2:Ct1'E·e role In seeking wlutton:s to the 
CO:TlB'!ex problems that AIDS pre­
sen~ to Individuals a.'ld our society. 
Acc-.:::l.te Information about AIDS, lu 
treall.'1ent. and available med.!c::U. fl· 
na. ... ~al. and P!;ychosxial ~!!CLU·t:es 
shodd b-e wld~ly CJ.:s.s..:min.ated to 
redlo'Ce phoola and st!g.-nalli::lt!on of 
thC"--=. tn hig;l·r1.sk t,rol..lp-... :· We ar~ 
ncn.:;:d to beHeve by haJU: omc~;~ 
tru\t Al.D3 In t:;e UrJT:::d Sur.e!l ~rm'U'· 
entlr !s ~lng spread L:lcrea:tii1!,iy as 
a I,,':'c.:>se;mal vc.nerf2i ci~ For 
ex:'J'.l?!~ a l'lr:w York st.udy imIne. 
t."lat 1:1. sW'1Jr.sl:1gly hlgh nurnbl:r of 
se>.."lo.""?Uy prcml.scuo"U.5 het.crose..'<l:al 
men tad bef:n ex~..,ed to the AIDS 
Vlri.l::.~7 This auther proposes that In 
a shc..~ tlme. no on.: will be talking 
a.bo1.s AIDS In terms of "high'r1slt" 
groUFl-

.. M .. Delgado. "Culturn.lly Specific Men· 
tal H=z:!L~ Program.~ In.E. Mi~o z.nd A. J. 
~eJa~y. eds.. TraIning fo:- SC!nJice 
C-e/J'JEr.Y to Minortty ClCen.c (~;~ York: 
F\I.JTI:l'r Sc:r.1ce Assoclatlon of America. 
19811 0. 121. 

liS. O. Miller. ··Rel1~tJol'.s on the CwJ 
PI::-s~ctlve." In ~l.;:10 and Delanlry. eds.. 
TrCUntr..g for Servt.ce DeUuety co .WLnDrtDj 
CUt-nc<o Po 5S. . 

"Set NASW. ".".cqulred lmmune Defi· 
clency Syndrome." Policy Stalement. 

"··AIDS Exposu.re In Hete~ua15 Is 
Seen !bcl'easlng:' Wall Screec JournaL 
Apnl 118. 1985. 

• 

• 

• 



•• 

• 

• 

and ptment services Is equivalent 
to saying that pcNerty In the United 
States Is InsignUkant because It Is 
~ more egregIous In certaJn under· 
developed countries. The mere sug· 
gestlon. f()r example. that gay ~ (the 
largest alTected group) have substan· 
tlal medical. financlaJ. and soclaJ sup-

. ports angers the persons being served 
as well as many service providers.. 

ADDICTION A1ID AIDS 
For. purposes of thl!l nrtlde. discus· 
slon focuses moot ofte:n C'I'l substance 
ab'use in It.'! most chroniC and "path· 
ologlcal" state. Depending on the 
suootance. this may be manifested by 
lntoxlcatlon th.~u;hout the day, In· 
abUlty to cut dC!".vn Oi' stop u~e. reo 
peated efforts to control use through' 
periods of temporary' abstinence. con· 
tinuaUon of substance ~ de~plte a 
eer10us physical disorder and the im· 
munologlc abnormal1t1es that the 
lndJV1duaJ knows are exacerbated by 
U3e of the su~tance. and need for 
datly use of the substance for ade· 
quate funcUonlr.;j.· 

F'requently. Im'jv1duals who develop 
!ubst'lnce abuR di~rders may al~ 
hm-e preexiSting pen:.ma-Jlty and af· 
fectlve disorders W'lth (."Occomit.ant 
Impairment Iii social fUllctlonlng. It 
Lot therefore nece.!sary to determine 
th.:'1t the !OdaI tmpatl''ITl.-:nt asoocJated 
with the dl~-nosa of suootGnce abu...~ 
or dependence Is actually du~ to th~ 
use of the su bstance. 

A p.-actlUOl"~t who I.s designated to 
deliver serVices to the chemIcally ad· 
dicted AIDS population must be fully 
aware ot" the federal. stale. and local 
regulations concemlng treatment !Cr' 
~ Wor'kef'S should be aware of 
loealIy ao.'3.Ilable treatment J~S 
and usually should refer substance 
abu~'"'rn to t.hese speelallud treat· 
ment center! and not attempt the 
treatment tht~m~elve!'\' unlesa they 
hIM! had forn!aJ training or experi· 
ence In working with substance 
abusers. their companions. and fam· 
Ules. as 'Q.-ell as experience W1th the 
attitudes of society to'Q.'3J"d the treat· 
ment of such IndividuaJs. 7 

• Amer1can ~ych\\atr1c AssocIation: 
Dlagnosttc and Stact.sttcal Manu.o.l of. 
Mmtal lXsord," (3d ~.: Washington. 
D.C.: APA. 19801. P. 165. 

'R. BcrkDw. ed. The Merck Manunl of 
Dlagncms and Theropy. Vol. 1 (14th eO.: 
Rahw;ry. N~.: Merck. Sharp and Dohme 
Roearch Labor<atones.. 1982). p. 937. 

PRACTICE PERSPECTIVES 

The Interventlve strategies set rorth 
here assume the methodological ~ 
cial work commitment of per:!IOn' 
sttuat~lJn Interaction and are per· 
formed on a conCUrTent. ongOing 
basts. Workers may use lhis model to 
conceptualize their IntervenUve roles 
while working. on an IndiVidual or 
group basis. With patients. famtHes. 
companions. and outside agency per· 
sonnel-the patient sr-stem. 

A sYStem may be described as a set 
of Interrelated elements With a capacity 
for certaJn kinds of performance. The 
~mptlon Is that a !)":!tem Is a com· 
plex adaptive orgruUzatlon of ~ 
whIch by It.'! ,,~! nature c~:mtli'1u:uly 
generates. elaborates. and ~tru~ 
p.attems of meanings. act1on. and in· 
t.eract1on. WIthin a system. !OtJletto.1ng 
Is continually going on. InclucUng a 
ccr.stant Interchange With tlie envi· 
ronment across It.'! boundazy.· The 
follOWing discussion focuses on ~ 
Inter.-entlve roles from soda! work 
theory-ectur.:ator. ad~te. med\aror. 
!oc:1al broker •. and e't'!;;bter. 

EdLU:at.c7. T'ne !()ChI worker pm­
\.,C~ the. pe'r.)On" wtLI] AIDS \\-iL, r.:tr:'. 

rent InfcrmatIon ·neces..~· ~or cop:~~ 
"'1th the c!!agr.ost3. SeconoarUy. the 
·..ro.Jo:er may p:"Cl'lide eduCltlC'na! ~. 
'lice!! to the catlent'5 l'a1':1il1. C'01TlF211' 
!01"'.5. h~:lj~ st:l.ff. and o'ut."Iide cg~c:., 
peTsonnc'j WlL'"I wr.om the patlcrlt. ~~ 
tern Interrelat.es. GIvU'lg lI1.format.!m1 
implies supplying data. Inpt:t. a.cd 
knowled£!e that th,~ pattent OT ~ 
lent Is free to u:se or not.' 

AdL'OCQtc. The InsUtutions wtfh 
which :1 substance ablJ!Cr wtth AI!".5. 
must deal are not always awan= ~ 
the fac~ about AIDS. much less ~ 
Uve'v moU""ated toward handling c:e 
Lssu'e:s brought to them by the P3.Ue:m.. 
~~ advocate. the !()Clal ~"Orker b:­
comes the ~peaker for the patient. ~ 
p~entlng GIld arguing the ~t!en::.3 
C.!l~ when this Is n«:essary to ac:­
~pll.sh the obJect1\"e!. The ad\~ 
In socIaJ work I~ not neutral but. U:ke 
the ad-."cate In law, I.s a partisan rt:?­
resentaUve for the paUent.1o The 

• W. Buckley. Soctology and tf't4! 
Modern Sl/ster7U Theory (Englev.·OoCld 
CIUT.s. N~.: Prentl~·HaU. 19i1l. 

• a J. Biddie and T. J. EdWln. RC'\I~ 
Theory: o,ru:t>pcs and Research (Ne.w 
York: John Wiley & Son.s. 19551. 

IOC. F. Gi"OMer. "o,mmunfty ~-el~ 
ment Programs Servtng th.: Urban fWE:'. 
Sodal ~rlc. 10 (J~lIy 1965). pp. 15-2:l. 
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advocate. after provtdlng the educa· 
tlon necessary for the patIent to act 
~ponslblv. wtll ~e. debate. ~. 
g:lln. negotiate. and manipulate t.le 
enVironment In behalf of the patient. 
to th~ extent that the patient Is 
um-.ble to do so. 

MedfatDr. MedIation lrMllves efforts 
to ~Ive disputes or conflicts that 
may exist bet-ween the patlent and 
other per!ons or organ1za.Uon~-the 
~dent system. If. for ex:unple. :t pa· 
tlcnt has been le~'t homeles,,\ be:::au~ 
of tll~ fear of contaglon and the ser·. 
"ice contract h:\s the goaJ of return· 
Ing the patient back. Into his home 
then the social v.rorker may neec to 
!oen.-e 35 mediator ~t'i'o"eel'l th! !la· 
tl~I1t and fe3rluJ f:u:nUy m~mb~rs. 

S«1al. Brolc:..,,-. The ;=r.mru-y obJee· 
th-e I.:J to steer t.'le patient toward eo:· 
Isting services that are aware of the 
facts about AIDS and can be of ~ne­
nt. Its focus Is (JO heiping people u~ 
th~ ~tem and negotiate Its path· 
Vtay3. The ~t1aJ benefit of t.hls obo 
J~I~ I.s ccnnectlng I"C'~ p..~:l3 
v ... lth L'le patient. Set~rtn~ ~ a ~~ 
~",,:,-. --u1r'e1 a broad ~:""'lowlea;;e of _ ............... ",\ 11 

coH':munity r.!i:.OUI"C';:~ a.3 ,""ek ~ a 
t···'7NIC':l~" of t.b! o:;erat.1ng P%'C'C:':' 
d~!; ot:,/SenclC;3 !'-o l~t. e.if.:ctl',~~ 
ccn."!·:;,ct1ons C-~"l bi! ::la\.ie. 

2i1.abler I2I1.d Cor.m-;:dcl"'. ~I!'lt.-'lil~ 
!n th~ form of h,~!pi~ p<iUcnts Uj do 
lhlr.!7!1 th:lt they ca.n ;\~y do thWl' 
s.:::h-::S Is not a!\~I~t:u:ce. nor 1.'1 It 
rnc:.bl1n~. Overhdpln;s c.."Ul Ie-ad [X:' 
~1en:s to~ de'f~!op a ~,er,se of pa.'!::I·.rity. 
dep:nd~ce. and helples3nesa. It ca., 
rdnfon::e a SC'tlSe of lnu'l11nent decilr.e.. 
Patient.'! should b: encot..ua~ed to do 
as much as they cml. t.:Jd.n~ into 
account medically prescribed Il:ml~· 
t1on~1I Workers should take L~e e,l' 
abler role when their lnter-.-entio:1 uc· 
tivitles ar~ d.1rected toward. a!5~tstl~g 
'"'a~"!nt9 to !lIld th:! Cl.1plng ~t. ...... -n~,'tn!l 
;nd re30urces wit.n!n them~eh'es~ 
TIl.: mafor dlstlneubhlng eJen-:e:1t ot 
the mabler role 1.., that chan.~e OCC"~ 
bet::J.u.se of the patlent'~ efforu: the 
~ponslb1llty of the \.'.'Oriter I.s to fa· 
dIlUte or enable the patient's accom· 

"Gav Men's Health' Cr15ls. lno:. ICMHC:. 
New yOrk. New York. Is • not·for·pro!lt cor. 
poratlon founded In Janu:uy 1982 &l!I a 
result of community CO~ about .lv:. 
qulreO Immune eenc:I.:r.cy Syndror11l'! 
(AIDS). &Yond 113 c:llnlcal ~ GMHC 
provides .. broad rnn~ 0( eduC3tlof'oAl and 
Informational matena/s W per!IOn.'I WIth 
AIDS. ramllv memlxn. companions. and 
~~ proondeT5. 
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PSYCHOSOCIAL ISSUES WITH A.I.D.S. AND I.V. DRUG USERS 

• 
nAt certain mo'ments I find myself looking on.my whole life as leading up 
to the present moment, the .present. being all I have to affinn. It's some­
how undignified to speak of the past or to think about the future. I don't 
seriously occupy myself with the question in the 'here-and-now ' , lying on 
my bunk, and, under the influence of heroin, inviolable. That is one of 
the virtues of the drug, that it empties such questions of all anguish, 
transports them to another region, a painless theoretical region, a play 
region, surprising, fertile and unmoral. One is no longer grotesquely 
involved in the becoming. One simply is." 

--Alexander Trocchi Cain's Book (1960) 

lilt seems that addicts in general find it difficult to tolerate prolonged 
interp~rsonal contacts when there is no means or running away from them ... 
It is no accident that our patients refer to the world outside (of the U.S. 
Public Health Service Hospital in Lexington, Kentutky) as the Istreet ' ; 
they cherish their mobility, the opp.or:-tunity to escape difficult relation­
ships, very highly." 

~--Psychiatrist.in James Mills' 
The Panic in Needle Park (1966) 

"More than any other population of cancer patients, (Kaposi Sarcoma victims) 
suffer a dramatic change in self-esteem, daily habits, and general life 
style in response to the onset of the illness. 
Psychological and social interventions are an integral part of treatment, 
for without adequate coping strategies and environmental supports, patients 
are easily lost from follow-up care." 

--Joseph Barbuto, M.D .. 
Psychiatrist, Memorial Sloan-Kettering 

Paul Kaiser, C.S.W. has been working in New York with A.~.D.S. patients 
who were I.V. drug users. What follows are his comments and observations 
concerning the impact of a diagnosis of A.I.D.S. for I.V. drug users. 
They are predicated upon the belief that the primary psychosocial aspect 
of addiction is that it serves as a defense against interanl, large1y 
unconscious, intolerable feeling states. It may be helpful to think of the 
credo of an addict as something like, "HHENE'IER POSSIBLE, AVOID FEELING. 
00 ANYTHING, CREATE ANY ACTIVITY, BUT KEEP TOO BUSY TO SIMPLY FEEL ... " 
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I DENIAL 

II 

A. If I 4on't acknowledge something. it doesn't ~xist. e.g., addiction 
itself: "I could st,.op anytime if I really wanted to." 

1. This is one of substance abusers' principal defenses. It is 
used overwhelmingly. 

a. As a defense mechanism it is unconscious. It is not the 
same as lying, which is a conscious process. 

b. As a defense mechanism it serves an important function. 
It can protect the self from overwhelming anxiety or a 
need for a more destructive defense; e.g. suicide. 

2. The defense should be confronted only whenit is interfering 
'with life functioning. such as getting needed medical attention. 

B. The immediate effect of'an AIDS diagnosis is a dramatically increased 
need for denial to defend against increased anxiety. 

1. It is interesting to note in this context that,Denial.is also 
one of the recognized stages people go through in the process 
"f dv"ing. t.1i tP many ahwsers. thp. eT't.:ire process of dyi.ng 
takes place within this stage. 

2. The acceptance of the AIPS diagnosis and its iop1ications is 
a process. Typically; paHents move back and forth through 
an infinite number of' s.rac.,a.t,ions of accept.ance and denial. 

.§ELF ESTEEH/SELF IMAGE 

A. Typically, this is exceedinglY: poor to begin with altho1Jgh this 
may be defended against with'a presentation of grandiosity and 
omnipotence. . 

B. An AIDS diagnosis is a tremendous attack upon anyone's self esteem. 

1. Typical reactions include: 
I'm stupid 
I've·been betrayed 
I'm being punished 
I deservec! this 
I did this to myself 

2. Listen for moralistic connotations in patients' responses. 
It is sometimes useful to point out that viruses do not have 
purposeful motivation. 

III ADDICTOPHOBIA 

A. Our atti tudes and feelings toward'addicts. 

1. Addicts pusent infantile,ego-syntonic neediness and demands 
for immediate gratification. 

2. Th~se are antithetical ~o prevailing attitudes regarding the 
value of delaying gratification. They therefore offend us and 
engender ~ strong negative emotional reactions. 
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B. Substance Abusers have these attitudes themselves, although they 
frequently manifest through the defensive measures erected against 
them. (see II Self Esteem) 

C. The principal effect 9f an AIDS diagnos,is is an exacerbation of the 
neediness and demandingness and, hence, the negative reactions on 
the parts of abusers and non abusers alike. 

IV INTERPERSONAL RELATIONS 

A. Addicts are generally highly active and interpersonally active, but 
in a socially encapsulated manner, associating ~lmost exclusively 
with other substance abusers. 

B. The effect of AIDS is further encapsu.lation. 

1. Patients' withdrawal 

a. Increased overt dependency and feelings of helplessness 
increase the need to avoid confronting (accepting) the 
AIDS condition. 

b. Contact with'others frequently leads to questions or 
r~uctio~s w~i~h tnrua~~~ the daaial. 

2. Others' withdrawal 

a. Other substance ~buser~ identify with the AIDS patient. 

b. This leads to fear and incresses of feelings of vulnerability 
and anxiety. N.B. This, like all th~ other phenomena 
cit~d are applicable, usually to a lesser degree, to every­

'one; not just substance abusers. e.g. Note the difficulty 
many of us experience in visiting people in a hospital. 

V AUTONOMY--ISSUES OF CONTROL AND DEPENDENCE 

A. This is an extremely threatening area. Generally, all feelings of 
dependency or loss of control are to be avoided at all costs. 

B. Addiction itself can be seen as an avoidance of acknowledging emotional 
dependency by making one's self physically dependent. (see VI­
Externalization) 

C. Effects of AIDS 

1. Tremendous need to avoid acknowledging need for help. 
e.g. medical appointments 

·2. Threat of loss of mobility. 

a. This threatens entire life style (i.e., keep moving!) 
both literally and figuratively. 

b. The threat of loss of mobility or an actual loss leads to 
increased anxiety which leads to an increased need for 
avoidance behavior which is restricted by the loss of 
mobility. (see VI) 
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VI 

.' ,. 

NEED TO AVOID UNCOMFORTABLE FEELINGS-·-EXTERNALIZATION 

A. Externalization, the principal defense of addiction, is the avoidance 
of internal conflict my means of creating conflict between the 
self and the environment. 

B. AIDS increases the need for escape behavior as a means of avoiding 
the increase in anxiety due to the diagnosis. 

c. An increase in self destructive or self punishing behavior may 
result for above reason as well as from an unconscious need for 
punishment. (see II Self Esteem) 

D. Diagnosis may generate increase in rage. 

1. Since this is another intolerable feeling it may result in 
a dramatic increase in angry acting-out behavior. 

2. This is frequently directed at other substance abusers. 
e.g. continuing to share needles. 

1. This may be due directl.:1 to the disease; e.g. brain infection. 

• 

2. The increase in anxiety, ~age, etc. may result in decompensation; 
that is, a breakdown of: funCtioning due to inadeq'.lscy of former • 
defenses to deal with increased anxiety. . 

VII ISSUES DIRECTLY RELATED TO THE· M;..JJJCAL tITL1EU 

A. Medical personnel seen as authoritarian. TI1is threatens needs not to 
acknowledge or experience loss of control, helplessness or dependency. 

B. Medical personnel seen as purveyors of bad news, therefore, to be 
avoided. 

c. Medical milieu isseen as extension of society from which already 
feel alienated, rejected, and inadequate • 

. D. Most people feel some anxiety when dealing (usually under the pressure 
of symptoms) with doctors and medical settings. e.g. loss of dignity 
involved in undressing. 

E. Medical personnel views of substance abusers. (see III Addictophobia) 

1. Substance abusers frequently represent antithesis of medical 
beliefs and expectations. 

a. Responsibility for se1f,caring for self. 

b. Cooperative effort between staff and patient. 

c. Acceptance of medical authority. 

2. Doctors' difficulties in dealing with feelings of helplessness 
and impotence. 
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a. Substance abusers, frequently embodying Borderline and 
Narcissistic. pathology, often communicate their feelings 
by inducing"those feelings in' others. That is, in an 
effort to help us understand what they are feeling, they 
"make" us feel helpless, angry, frustrated,rejected, 
and impotent. 

b. AIDS itself, presents doctors with feelings of helpless­
ness and defeat. 

c. Patients with AIDS present doctors with issues around 
death and dying. (see IX Death and Dying) 

d. For all of the above reasons it is very easy for a 
"negative contract" to be established in which the medical 
personnel do not communicate directly, honestly, or-openly 
with the AIDS substance abuser patient and the patient' 
encourages and accepes this. 

VIII SOCIAL FUNCTIONING 

A. Substance abuseis, much more than any other AIDS patients, present 
a paucity of social support .. _5.ystems" 

a. Patients may not recognize-or may hesitate to suggest systems 
which do exist. e.g. familt 

IX DEATH AND DYING 

A. Truly accepting one's own ~ortality or impending 
.the most anxiety produci:1g processes imaginable. 

massive denial with this issue. e.g., not having a will. 

death is one of 
"'Ie all utilize 

B. Substance abusers, since they expose themselves to lethal practices 
daily, and because of their low tolerance for uncomfortable feelings, 
must utilize missive defenses against seeing, recognizing, or 
acknowledging mortality. 

C. Substance abusers with AIDS are faced with an additional threat 
or insult to their f=agile sense of self. The AIDS diagnosis 
stimulates the most terrifying, horrible feelings imaginable. 

D. Most people with terminal illnesses react to their impending deaths 
in a manner more or less eons is tent with the way in which they've 
dealt with ~tress and crisis throughout their lives • 

. 1. People who have a pattern of turning to others for support 
will be able to do this while dying. 

2. People who typically have withdrawn into themselves when faced 
with an emotional crisis will likely repeat this approach • 

3. As indicated above, substance abusers who characteristicaly use 
activity and anaesthetizing agents as a means of avoiding 
unpleasant feelings, will frequently repeat this pattern when 
faced with having AIDS. 43· 
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ADQITIQNAL STRATESIES OF INTEf!'IiNTION * 

Li •• .n activ.ly And wi.h concern. A p.rson c~n be m~d. to feel 
import~nt and d ... rving of h.lp r.g~rdless of how trivi~l the problem 
MAY'-. ~nt •• uch ~. Ifhm, hmlf, "I s .... , ~nd "go on", are useful 
in letting th. client know we are list.ning. Th.y encourage more 
tAlking And h.lp build trust and rapport. W. MU.t alsO listen to 
ours. 1 v .. int_mAlly. 

Encourage the open expres.ion of f .. ling. The worker's acceptance of 
a pa~n' s f .. lings often is the beginning of a healing process tow.,'d 
f .. ling b.tter again. Crisis workers may want to role-mod.l by using 
.uch .xpr ... ion. a.: "If that h~pp.nad to M., I think I'~ b. very 
angry. It 

T ..... ~ goal.. Th. ;0.1 i. the .. tablish_nt of a tim.-limit.d, 
ACCap*ing, open SOCiAl relationship. Tr.atMent i. oft.n Just b.ing 
with the client, li.tening to hiM or her, And und.rstAnding wh~t he or 
she i. saying. Sharing intense aMOtion. h.lp. to dilute th.ir n.ga­
tiv •• ffects. Good .. p~th.tic list.ning skill. ~r. th.refore critic­
Ally iMportAnt. BEAU" c:::1"isis work with AIDS clients involves "being 
th.re", listening, and shAring, the b.st therap.utic style is the 
work.r's own pa~nAlity. Crisis workers are advised Simply to be 
th .... lv .. , to trust th .... lv... Fabrications are inappropriate ;,'f'Id 

.a.ily d.tected by cli.nt •• 

4. Control l....... Pe1'"WOns with AIDS t.nd to bEC!IHI passive reCipients 
of Dedical treat.ent dictated by physicians and medical institutions. 
Th. Medical .. t~blish .. nt can b. imp.rsonal, frustrating, and lead to 
a sensa of h.lpl ... n.... Cli.nts·should therefore be encouraged to 
taka as Much of an active role in treatment as possible. They can 
participat. in th.ir treatm.nt plan by learning about nutrition, 
str .... ~nAg ... nt, r.laxation skills, tran.cendental meditation, cop­
ing visual iMagery, the "SiMington Method", atc. Various self-help 
books focu.ing on these area. ar. av~ilabl. in bookstores. 

~. a. h.lpful, but don't ·overhelp·. A.si.tanc. in the forM of h.lping 
client. to do thing. thAt thay can do th .... lv •• i. ~ a.sistance. 
Overh.lping CAn l.ad clien~. to dev.lop a •• ~. of pAs.ivity, 
depend.ncy, h.lpl ... nes.. It can reinforc. a •• nse of immin.nt 
dEline. Client. should be encouraged to do a. Much as th.y can, 
tAking into .ccount Medically prescribed limitations. 

6. MaxiMize the qUAlity of the client'. lif.. Clients should be 
.ncouraged to participat. in .s MAny social, recreational, leisure, 
and occupAtional pursuits as po.sibla, giv.n th.ir medic~l status. 
DiscourAg. the frequ.ntly adoptlld role of the "professional patient," 
wh.r.in cli.nts sp.nd All of th.ir time in support groups, with crisis 
workers, therApists, and medical practitioners. Suggest that the 
cli.nt go to movi .. , t~.atar, dinn.r parties, and the like. Link the 

*NOTE: These materials have been excerpted from training materials on AIDS developed by 
the Gay Men's Health Crisis, Inc. 

CS2:CIBUDTR.MAN Page ~6 



parson to a ~ial n.twork; either restoration of old ties or the • 
fo,.,.aUon of new on ... 

7. Encourage the client to be vocal and expressive. The significant 
others in clients' liv .. shrink away fra. the responsibility of dis­
cussing MheavyM is.u... Clie~ts are frequently told that they are 
being IIOrose and depr ... ing or that they are engaging in negative 
thi~king when they initiate discus.ions involving their mortality. 
DOn't as~ that you can't or should~'t talk about the.e issues with 
clients. It i. i.portant, however, that you let the client take the 
lead and allON hi. or her to guide you into these topics. 

8. PerIIit dtlftial. If the client is obviously utilizing the defen •• 
..chani .. of denial, let it be, a. long a. his or her medical care is 
not COMpro.ised a. a r .. ult. The failure to accept one's prognosis is 
usually not d ... ging. Denial reduc .. stress, k .. ps clients happy, 
intact, coping, and helps th .. to .. intain a positiv. quality of life. 

9. Encourage ~ic:ipatiOft in groups. Group therapy is the treatlllent 
.adality of choic:e for people _ith AIDS. GrQups are safe and 
supportive plaee to discuss relevant issu .. and exchange inforsation. 
They afford clients the opportunity to _ ex .. pl.. of effective 
coping philosophi .. allOng other group participants. Further, group 
therapy al.ays has a social COMponent, thus reducing isolation. 

11. _Uability, c:onsistllftCY, and continuity. The support offered by peer 
crisis ~kers .ust be reUable, consistent, and continuous. Since e. 
support pri-.rily involv .. -being thereM, it is i.portant that worke" 
.. ke ~it..nts to th .... lv .. and to their clients to be ~ailable. 
Clients should be advi.-d far in advance if workers plan to be out of 
town. Arrang ... nt. should be sade for Mback-ups.M Additionally, 
clients should be foll~-up on a regular basis to ensure continuity 
of care after they have battn referred to oth.r GMHC services. 

11. Help the ~ gain an understanding of the crtsts. Why me~ What 
did I do to deserve such treat .. nt? The crisis worker can help the 
individual .. the many, facto" which contribute to a crisis 5i tua­
tion, and thereby curtail self-bl .. ing (iLIL. hOMOphobia, politics, 
bureaucraci .. , lack of .edical knowledge). 

U~. AsstM by thinking of ...... ys of coping _Uh prebl-. Here it helps 
to discover hOM the person coped before the crisis. ' We can 'usually 
discover that coping abiliti .. were stopped at so .. prior traumatic 
event or that they ~ appropriate until this current crisis, and 
cUent need. to be ..... inded of this. 

13. Help the client gradually accept reality. Respond to the client's 
tendency to bla.e his or her proble .. on others. Client may want to 
be a victi.. The crisis worker should explore with the client the 
consequences of such a role. 
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14. o.c:i.ion eou,...Ung TlIChniqu ... 

"'At probl .. i. to be solved? 
Worker' What do you want help with now? 

HoM i. it to be tIOlved? 
Worblt' What do you think would be most h.lpful? 

"'0 tIhould be bwolved in solving it? 
Work.,.. Who .1M have you talk.d to about this problem who c01.lld 
be helpful? 

Deeision counseling also ineludes s.tting goals for the future and an 
alternative action plan to be used if the curr.nt plan fails or goals 
are not achieved. Crisis workers must have knowledge of the person's 
functional l.vel and of his or her network of so~ial attachments. 

Used effectively, clients can. 

develop neM probl..-solving skills 

.. tablish .ore .table ..ational attaChMents 

incrHM COIIpetence and satisfaction with life patterns 

cut ... y at any denial regarding d.ath and h.lp prepare them­
.. Iv .. for deAling Nith ne. issu .. (~, .artality, l.gal af­
fairs, etc.). 

1:5. Reinforce the .,..ly leV'Nd coping devices, and folla.-up aft.r the 
~lutiOft of the crisis. Persons are not cut off in an abrupt man­
nwr. Check-in. Follow-up work can oft.n be the occa.ion for reaching 
people who are unable to initiate h.lp for th .... lves b.fore an acute 
crisis occurs. 

16. Ie sensitive to the client's SOCiAl unit. Clients do not live in a 
Vac:UUII. They are surrounded by fri.nds, fuily _II be", roolllllates, 
and lov...... It is not unu.ual for cUents to experi.nc. as much 
.t...... f1'"Clll. significa'" others as they do f\"Oli the diMa.. its.lf. 
Workers should obtAin the client's per.is.ion to consult with these 
individuals, to .t1"eftgthen the client's Nturalsocial supports, and 
to Make ref~.ls for significant others a. needed. 

17. AIIOM ti.. for an alliance to develop. It tak.s tim. to 
trust and to cultivat. an ongOing, aceePting ~lationship. 
hent. 

establish 
Se pa-

18. Avoid .tati.tics. Statistics are not h.lpful. Discu •• ions of mor­
tality rat.s can lead to pes.i.isll, •• If-d.f.ati.M, and helplessness. 
Further, ov.rall stati.tical data is not r.lativ. for individual 
ca .... 
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19. Maintain Ngula ... contact "ith th. cUent's P'"i-ry physician. It is • 
not unusual for cli.nts to ~i5constru. doctors' stat ... nts. Anxiety 
oft.n int.rf.r.s "ith list.ning and COMpr.h.nsion. It is critically 
iMportant that ~rk.rs obtain "ritten p.rmission froM their cli.nts to 
consult wi th physicians and hospitals concerning raco •• ndations for 
di.t, rest, l.isu .... , Merk, s.xual practices, etc. 

20. Accept being used •• a dartboard. Work.rs should recognize th.ir n.ed 
for a -thick skin.- Clients "ill find .. ny re.sons to become angry, 
and th.y will oft.n direct this .ng.r .t Mhatev.r or Mho.v.r is pre­
s.nt. Work.,.. should not personal iz. these attacks. Wh.n th.y occur, 
cli.nis should b •• ngaged in dialogu.. We oft.n direct the most ang.r 
to .. ard the people we , .. 1 ·safest- with. 

21. Siva yourself ~i •• ion to .xperi.nce di~fort. Work.rs should 
recognize, and refr.in f~, s.lf-cond..,..tion Mh.n th.y exp.ri.nce 
f •• r, .nxiety, disc:o.fort, or g.ner.l •• If-consciou.,.... "ith client •• 
Working "ith individu.l. Mho a .... facing. possible t ..... inal illness is 
not ••• y. R __ ber that you ..... hUMan .nd that it is natural to , .. 1 
.fr.gU., ' .... ightened. Workers a ..... nc:ouraged to participate in support 
servic_ designed for th_ by GMHC. 
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EMOTIONAL STACES OF THE DYING PATIENT * 
(As per Or. Elizabeth Kubler-Ross) 

In general, stages overlap, coexist. Patients may fluctuate from stage to stage, 
even dail y. 

The following are defense mechanisms and are necessary for adequote coping. 

I. First Stage: DENIAL AND ISOLATION 

• Most primitive but healthy (buffer) 
• "Not me, it can't be true" 

Allow patient his denial; it must be up to him to indicate readiness 10 deal 
with his mortality. 

Avoid jydgment. 

2. Second Stage: ANGER 

• "Why me?" 
• Displaced and projected. Expect being a dartboard. 
• Empathy most important here. 00 not take it personally. 

Third Stage: BARGAINING 

• Only effective briefly 
• Demands replaced with bar.gains 
• Often associated with quiet guilt 

4. Fourth Stage: DEPRESSION 

• Numbneu and stoicism, anger and rage replaced by a sense of great 
loss -

• Two types important to distinguish 
- Reactive depression 
- Preparatory grief 

• Allow patient to feel sad 

s. Fifth Stage: ACCEPTANCE 

• 

• Almost all patients who have sufficient time experience this stage 
• Neither depressed nor angry - void of feelings 
• How do we know if a patient is giving up too early? 

*NOTE: lliese materials have been excerpted from training materials on A]])S developed 
by the Gay Men's Health Crisis, Inc . 



b. 
c. 
d. 
e. 
f. 

Lock of effective 'governmental response 
Victimization by medicol establishment 
Inability to retain control 
Media nysteria 
Abandonment by frienc!s, family 

V. Issue of Control 

A. General sense of lack of control over disease, body, life 

I. Reinforcement of passive, nelpless patient role by medical 
establishment 

2. Lock of effective treatment plan 

B. Struggle to regain control 

I. Scrambling from doctor to doctor for disconfirmation of 
diagnosis 

2. . Perceived sense of urgency to select treatment option 

C. Relevcnc:e for counseling 

VI. Denial 

A. Defense mechanism 

I. "Not me, it can't be true" 

2. ."1111 be the first to overcome This disease" 

3. Denial as primitive but healthy buffer 

B. Importance of denial in keeping patients intact 

I. Helps patient to ,maintain positive quality of life 

2. Allows patient· to deny; patient must indicate readiness to deal 
directly, openly with prognosis 

. C. Denial to be challenged only when rrtedical treatment is compromised 

VII. Financial Stressors 

A: Cost of treatment is exorbi tont 
I. Range: $50,000 to $ I 00,000 

2. Con reach one half million dollars 

B. Importance of knowledge of third party reimbursement and govern­
ment financial aid 

• 

• 

• 
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People with AIDS often must face issues besides the immediate questions of 
medical care and treatment. In the course of providing assistance to 
People with AIDS, GMHC has recognized that many of the problems it was 
seeing were legal in. nature. The GMHC Legal Services Division, which 
operates in cooperation with the Pro Bono AIDS Panel of the Bar Association 
for Human Rights of Greater New York CBAHR-BNY), has been set up to provide 
free legal assistance to People with AIDS who cannot afford to retain a 
private lawyer. 

This article profiles some of the typical legal problems GMHC has 
er,countered and is equipped to handle, but is by no means exhaustive. 
These issues and other legal problems may arise requiring immediate legal 
intervention. It is important to remember that these: issues are not 
confined to Persons with AIDS, however, the fact of being ill often brings 
some urgency that these legal concerns be addressed as soon as possible. 
Furthermore, the best time to deal with most of these problems, especially 
drafting of wills, is while a client is in relatively good health, and not 
while he or she is hospitalized, cricitally ill, or near death. 

1. 

Wills are extremely important for everyone, but especially for gay men 
and lesbians who often create close ties with people who are not 
related by blood or marriage. Without a will, property passes by the 
laws of intestate succession to only close family members. In New 
York, for example, when a person dies without having a will, assuming 
he or she is not married and has no children, property then passes to 
his or her parents. If the parents have both predeceased the 
decedent, property then passes to brothers or sisters, then living, or 
if not living, to the brothers' or sisters' children. 60ing down this 
line of succession specifi~d under New York law, if no close relatives 
are living at the time a person dies, distant relatives IIIay be the 
only distributees entitled to inherit the person's property. Without 
a will, there is nQ provisior, whatsoever for the distribution of 
property to lovers, friends or other non-relatives. The only way 
to leave property to non-family members is by having a properly draft­
ed and executed will. And with a will, a person .ay leave his or her 
property to whomever he or she wishes and in whatever amount, provided 
there is no surviving spouse. (There are some exceptions to this 
rule, where property is said to pass "outside" the will. Examples are 
apartments or houses owned as JOint tenants with a right of survivor­
ship, bank accounts held Jointly or in trust for another, and some 
life ir,surance polkies, pension funds and annuities.) 

In addition to directing how property is to be inherited, a will often 
includes other i.portant provisions, such as a designation of the 
person who will be responsible for the estate, known as the executor, 
ir,structions on funeral arrangements and body dispOSition, naming of 

*NOTE: These l11aterials have been excerpted from training materials on AIDS developed 
by the Gay Men's Health Crisis, Inc. 
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persons who are 021 to inherit any property, and instructions for the ~ 
p.yment of debts, expenses of the est.te .nd t.xes, if .ny. 

There are some special concerns drafting wills for people with AIDS. 
It is important that the client be competent to .rticul.te wh.t his or 
her wishes are and show no signs of undue influence from other 
persons. The Surrogate's Courts scrutinize these circumst.nces very 
closely, espeCially when someone dies within a short time .fter a will 
has beer. signed or wher. a person chooses to leave a signi fic.nt por­
tior. of his or her estate to nor,-f.mily lI!embers. For this ..... son, it 
is iMportant to have the will prepared .nd signed at the very e.rliest 
time. On the othe," hand, our legal services program is re.dy .nd 
available to prepare wills in emergency situations for critically ill 
clients when necessary. This service, however, should be the excep­
t ic.n rather thar. the ruh~. 

Because of the particular concerns of our elient population, 
should always be prepared by .nd signed under the supervision 
attorr,ey. GMHC is, of course, avai lable for this service. 

wills 
of an 

A Power of Attorney (P.A.) is a leg.l dOCUMent by which one person 
authorizes another to act for him or her. The P.A. will deal with 
virtually all tr.nsections, including such day-to-day matters as p.y-

. in; bi lIs. The P. A. car, remain in effect even though the person who 
sign it becomes incapacit.ted, but the P.A. will beCOMe inoper.tive ~ 
upon the signer's death. If it appears that the person you are help- ,.., 
ing may become too sick to manage his day-to-day .ffairs, and he has a 
close friend, lover, or rel.tive he trusts to handle his .ffairs, you 
may war.t to suggest that a lawyer be consulted about a P.A. 

lr. addition to a P.A. which deals with financial .ffairs, an individ­
ual may wish to sign .nother kir,d of P. A. th.t authorizes .nother 
person to make medical decisions for him and to have first priority in 
visitation rights in a hospital. This need arises bec.use some hos­
pital restrict medical decision making and lor visit.tion to family 
members when the patient is gravely ill. There is no gu.r.ntee that 
the hospital will hor,or such a document, but .Any hospit.ls will. 

Finally, it is possible under Article 78 of the New York Ment.l Hy­
giene Law to designate in adv.nce the person to .ct for you in the 
event that a court declares that you are "incompetent" (i~!~, un.ble 
to Make you own decisions). 

A "living will" is not a will at all. It is a document th.t expresses 
your wishes about your right to be allowed to die if your condition is 
so serious that nothing c.n be done to help you, other th.n to sust.in 
life through .rtificial means. SOMe states have p •• sed l.ws that 
authorize living will, but New York is not one of theM. If you h.ve 
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stron; feelings about this issue, you may want to draw up a living 
will anyway, in the hope that wishes will be followed. 

4. I:!2!&l1ma 

* 

Most rental leases in New York have a provision that restricts 
occupancy of the rental apartment to the tenant(s) whose name ie on 
the lease and certain members of the tenant's family. Violation of 
this restriction, without the landlord's permission, could result in 
eviction. This was a maJor problem for many people who wanted to 
share their apartment with a friend or lover, and was especially 
serious for people who were sick, and could no longer live alone. 

During the Summer of 1983, the New York legislature responded to this 
problem by passing a law that allows anyone who lives in a rental unit 
to share his or her apartment with an additional person, regardless of 
what the lease says. This does not mean, however, that tenants now 
enJoy complete freedom to share their apartment with as Many people as 
they ... ish. Moreover, not ice to the landlord is required if there is 
arl additional persorl, and that person is not given any right to remain 
irl the apartment if the tenant Moves out. It should be stressed that 
despite the fact that your lease gives you an interest in real 
property, it is not an interest which can be bequeathed in a will, 
i~!~, my roommate Joe or Eileen cannot be designated as the person to 
stay in my wonderfully rent cOT.trolled apartMent for the balance of my 
lease upor. my death. The lease terminates upon .death, even though 
the estate of a deceased person does have a right to stay in the 
apartment until matters are wound up.* 

The new housing law is complicated and contains other important 
provisions that affect tenant rights, such as the right to sublet. If 
a Persor. with RIDS has housing quest ions, these could probably be 
resolved by a telephone call to GMHC Legal Services or during a 
Gerlera! Consul tat ion (see below). 

Summary proceedings in Landlord-Tenant Court, known by tnany people as 
"Dispossess Proceedings" urgently require immediate legal interven­
tion. R client should be referred to Legal Services iMmediately if he 
or she has been served with papers from his or her landlord, in the 
mail, affixed to or under the front door of the apart.ent, or to 
someone who lives in the apartment. These papers are known as a 
"Notice of Petitior." and "Petition", and must be responded to ~Ulmedi­
ately to preverlt an eviction from the apartment. 

In this type of situation, its probably best to try to have the 
roommate included on the existing lease or to ask the landlord for a 
r.ew lease for both the present tenant and the roommate. R landlord is 
not required under the law to honor these requests. 

LEGRL-1/RSPECTS.sg -3- Revised October 1984 



Summary procl!.dings usually involve on~ of t ... o typ~s of situat ionsl • 
(1) non-paYM~nt of rent, or (2) a claiM by the landlord th.t • terM or 
terms of the Ie •• have been "substanti.lly viol.ted" by the tenant. 
Special care should be taken if • client is served ... ith dispossess 
p.pers ... hile he or she is in the hospit.l. 

Legal Services can often respond to these c.ses effectively. Since 
l.ndlords often serve p.pers iMproperly, i~!~, ... ithout follo ... ing the 
strict requirements of 1 .... , the c.se M.y be thro ... n out on technical 
grounds. We mily also be able to negotiate iand resolve the c •• e ... ith 
the landlord or the landlord's attorney. And, in cases ... here an 
evict ior. car.not be prevented, ... £0 c.n stall an evict ion for weeks or 
months, giving the client precious tiMe to find .ltern.tive housing. 
The important thing to reMember is that ... e need to act very ~uickly. 

The shocking fact is th.t there h.ve been a number of complaints by 
Persons ... ith AIDS and other people th.t they have been denied Jobs, 
ilsked to leave their present Job, refused treatment in dent.l .nd 
other health care facilities, refused entr.nce or r.quested tole.ve • 
restaurant or other public accomodiltion because of their illness or 
"perceived" illness. This brand of discrimination is .bsolutely 
illegal under various Federill, State and Ne ... York City 1 .... 5. 

-With few exceptions, usuilily dealing ... ith public employment, it is not • 
i 1leg.l ir. New York and most other Jurisdict ions to discrimin.te 
against Ii persor. because of his or her sexu.l orient.tion. However, 
AIDS is considered il handic.p or disability under the 1 .... , .nd it is 
illegal to discriminate against people h.ving • handic.p or 
disability. Moreover, even people ... ho do not h.ve AIDS but suffer 
AIDS related discrimination are protected under, .t least, Ne... York 
State law, because it is illegal to discriminate ag.inst someone ... ho 
is though or "perceived" to have a handicap or dis.bility. This is 
especiilily important because a number of people ... ho have been 
discdminated against do not, in f.ct, have AIDS, but are thought to 
have AIDS primarily because they .re Gay. In at least one c.se, • man 
... as fired from a Job Just after he told his supervisor .t ... ork that a 
friend c.f his had Just been diagnosed ... ith AIDS. 

The maJority of our cases deal ... ith AIDS rel.ted discrimination in the 
workplace, however, there have been a number of reports of discrimina­
tory practices in areas of public .ccomod.tions (i~!~, pl.ces and 
services open to the public .t large such as rest.ur.nts, health 
facilities, funeral homes, .mbul.nces), .nd housing. Protection 
against AIDS related discrimination extends to all situations involv­
ing employment, housir.g arid public .ccomodation. 

It is important to note that the cases ... £0 see and hear about may 
represent "the tip of the iceburg". For example, m.ny employers ma~ 
realize that it is illegal to fire iln employee beciluse he has AIDS, so 
they might give ilnother reason for termination, such ilS misconduct, 
faltering productivity or too many .bsences from work. It is impor-
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tant in all such cases to look beyond the obvious and try to see what 
really happened and why the person really lost his Job. It is the 
responsibility of all of us to seek out and report all instances of 
discrimination, especially cases that are no so obvious on the sur­
face. In this area, the law is on our side. It is equally iMportant 
that persons document thei'r suspected cases of discrimination frOM the 
outset and if unsure, to contact Legal Services for advice and in­
struction. 

It is hardly news that medical care is expensive, and AIDS patients 
frequerltly run up very high medical bills in a short tiMe. Hospitals 
often become quite concerned about how the bills will be paid if the 
patierlt has limited insurance coverage, and may look around for an­
other person (usually a family Member) to guarantee payment. Normal­
ly, a pe~son is under no obligation to a.sume the debts of relatives 
who are not minor chi ldrer.. There is certainly no obligation on the 
part of a friend or a lover. While this May be a consideration in 
entering. the hospital under normal circumstances, if an emergency 
health situation occurs, a public hospital is obligated under law to 
accept the patient. 

During a persorlal health crls1s, funds naturally become diverted from 
their normal course to payment for medical services. After a time. 
one's regular creditors may get impatient and the last thing one needs 
while being ill, is to be harassed by these impatient creditors. 
While this harassment may be annOying, it is not necessarily 
threatening since there are three ways to address the problem. First, 
some persons are "Judgment proof". If an ill person has little or no 
physical ,assets, !~!~, no real property and no source of income, then 
a creditor is left without anything he can attach to satisfy the debt 
owed to him. In this kind of situation the client is said to be 
"Judgement proof", i~!~, what few assets the person has such as cloth­
ing, furniture, most appliances, books, etc., he may keep without fear 
that a creditor may try to take them. Most people who do not have 
real property or large bank accourlts are in fact Judgment proof. 
There are very strict provisions in the law to govern this. The 
creditor may scream alot, but there is nothing' he can do except go to 
court and get a Judgment against the debtor which cannot be enforced. 
If the debtor is working, wages can be garnished, but under law, this 
can only be done in the amount of 10~ of the paycheck. Second, the 
debtor may declare bankrupcty, which can discharge him or her from all 
d~bts under the law. The problem here for severely ill persons is 
that a bankruptcy follows one around for a period of ten years and a 
hospital may be discouraged from admitting someone if it finds out 
that he or she has taken this route in the past. Moroever, a person 
ca~ only file a petition in bankruptcy once every six years. A third 
alternative, however, is that creditors can be approached by letter to 
settle the accounts of an individual by accepting a SMaller amount of 
the debt and being satisfied with that smaller amount. The threat of 
bankruptcy looming on the horizon (which will probably cause the 
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creditor to receive nothing) wometimes convinces the creditor to 
Accept S25.00 insteAd of the '200.00 thAt is owed. 

7. II:IDIfir of AlH1a 

It is not uncommon to heAr people .ay that if they becoMe sick, they 
intend to give a __ y their property and then get assistance from the 
government. Government programs that provide finAncial and Medical 
assistance have rules about the transfer of Assets. An i~proper 

trAnsfer can result irl disquAli ficat ion for benefits. The rules are 
hard to understand, and are not uniform among all programs. If you or 
someone you know is thinking About trAnsferring Any property because 
of illrless, check first with A lawyer or other person who is famiUar 
with the rules. 

6MHC offers A general legAl consultAtion to every client of the Agency 
who requests this .ervice. Our .Ain focus is one of prevention. 
Consequently, we encourAge pRople to have a consultAtion with a lawyer 
so possible legAl problems may be indentified and re.olved before they 
become maJor problems. At A generAl consultation, A client May dis­
cuss with A lawyer whether or not it is importAnt to have a Will done, 
or creAte a Joint bank Account, whether or not A client is able to pay 
his or her bills, !n~ what to do if the client cannot, whether or not 
'there is A potentiAl problem concerning insurAnce coverAge, or whether 
or rIot some Attempt should be made with A lAndlord to add the cl.ient' S 

lover, roommate or- friend to his or her ApartMent lease. The eMpha­
Sis, again, is to help the client put his or her affairs in order 
~!!2t! an emergercy arises. This preventive apprOAch allows our legal 
staff to deliver legal service in competent, effective and not a time­
hurried fashion. Accordingly, we ask All people working with 6MHC to 
stress the importAnce of this generAl consultAtion service. 

6MHC Legal Serivces ha. been atteMpting to help a number of people 
wi th AIDS who are undocumented workers (i.:..h, people from other 
countries who Are in the United States without 'having a -green card", 
student visa or other authorization from the U.S. DePArt .. nt of IMmig­
rAtion and NAturAlization to remAin in the U.S.). The .ain problem 
here is D2! the fear of deportAtion, Although deportation does re.ain 
AS a possible concern. The .Ain problem is that MOst undocuMented 
workers are not eligible for any public benefite whatsoever. Yolun­
teer lawyers worki~~ ~:~~ GMHC LegAl Services Are trying to establish 
the legal bASis _'r our undocumented cli~"+· to remAin in this 
country, with the hope that these clients will then be eligible to 
receive public benefits. Thus far, this end is not in sight. It is 
importArlt, however, to refer undocumented parsons with AIDS to the 
legal services program, especiAlly if they are in need of public 
ber.efits. 
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• SOCTlOO V - SERVICES AND INFORMATIONAL RESOURCES 

• 

• 

To meet the growing needs of people with AIDS/ARC, existing traditional health 
and social services delivery systems have been supplemented with new programs and 
services. Many services are available to address the needs of Ne\V' York State 
residents with regard to AIDS. Same services are designed specifically for persons 
with AIDS, others are geared for the general public as well as those in risk groups. 
These services range fram information and referral, to medical and social services, 
to financial and legal assistance. Services are provided by many types of 
organizations, including goverrurent agencies, coomunity based organizations, 
voluntary associations, hospitals and religious institutions. 

The New York State Department of Health, AIDS Institute has funded regional AIDS 
Task Forces and coomunity service organizations to provide education and outreach 
services for people with AIDS. (See listing of the Regional AIDS Task Forces at the 
end of this Section). The AIDS statewide hotline (1-800-462-1884) is the conduit 
linking the public with all AIDS programs. Each call to the toll-free number is 
answered by an operator who can make available informational materials on AIDS, can 
provide the numbers for regional hot lines operated by local organizations that will 
respond with inforrnation, referrals and direct services, and can activate 
inforrnational tapes on AIDS and the HTLV III antibody test. Examples of educational 
materials about AIDS that have been developed by the New York State Department of 
Health are included in this Inforrnation Guide; additional copies can be obtained by 
contacting the DOP Regional AIDS Liaison or the Department of Health. 

In addition to state initiatives, many local social services agencies have 
established special procedures to expedite financial assistance and services to 
persons with AIDS. At the federal level, the Social Security Administration has 
added AIDS to the impainnent categories for which a presumptive disability decision 
can be made, thereby providing i.rrn'ediate financial relief to individuals so 
afflicted. 

.I~· i·',;, 

The following inforrnation and patient .services are avaiiable to assist you in your 
efforts to work with inmates and parolees with AIDS. 

Inforrnation Services 

Agencies provide three major types of services to meet the demand for accurate 
inforrnation about AIDS: telephone hotlines, printed educational material, and 
speaker's bureaus. A list of New York State Regional AIDS Task Forces can be found 
at the end of this Section. Additional resources can be identified with the 
assistance of the Division of Parole Regional AIDS Liaisons and Parole Services 
Program Specialists. 

Patient Services 

Inforrnation services are largely designed to educate a broad spectrum of 
community members. Patient services, on the other hand, are primarily intended for 
those with AIDS or AIDS-related conditions. People with AIDS require a broad range 
of services including medical services, counseling / errotional sUPPJrt services, 
alcohol/drug rehabilitation services, religious supPJrt services, home care, 
financial assistance, housing assistance and legal aid . 
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For people in need of medical services for the diagnosis and treatment of AIDS ~ 
and AIDS-related conditions, many physicians, hospitals and out-patient facilities 
provide canprehensive medical examinations. New York State has plans to create a 
system of 10 to 15 hospital-based AIDS centers that will provide hospital care, 
hospice care and home services. Coordinated health services for persons with AIDS 
are currently in place in many jurisdictions, particularly New York City, which 
treats the largest number of people with AIDS in the State. For further infonnation 
about medical services for the diagnosis and treatment of AIDS, consult the Regional 
AIDS Task Force or the AIDS Liaison in your region. 

For people in need of counseling and emotional support services, a variety of 
options are available. Most hospitals that treat patients with AIDS provide 
psycho-social supp::>rt programs for patients and their families. Ccmnuni ty based 
organizations, identifiable through the Regional AIDS Task Forces, have developed 
innovative approaches to providing psycho-social, practical and financial assistance 
to people with AIDS or AIDS related conditions and for those close to such patients. 
For further information about the range of available counseling and emotional supp::>rt 
services, consult the Regional AIDS Task Force or the OOP AIDS Liaison in your 
region, as well as county social services departments. 

For people in need of alcohol or drug rehabilitation services, many hospitals 
residential programs and half-way houses operate treatment programs. However, same 
non-hospital programs and drug treatment programs will not accept people with AIDS. 
For further information about available drug and alcohol services, consul t the 
Regional AIDS Task Force or the OOP AIDS Liaison in your region. 

Various agencies are available to help persons obtain hare-care services. If ~ 
the person with AIDS has medicaid, home-care can be obtained through county social 
services departments, many of which have special service units for people with AIDS. 
Arrangements for services are usually made a physician or social worker who is 
familiar with the patient's needs and may require coordination with rx::cs facility 
Health Services staff. For further information about herre-care services, consult the 
Regional AIDS Task Force, the County Department of Social Services or the OOP AIDS 
Liaison in your region. 

For people in need of financial assistance, several avenues may be explored. 
Social Security benefits are available for those with AIDS who have been diagnosed as 
having an opp::>rt.unistic infection and, in serre cases, for those who do not have an 
opp::>rtunistic infection but are disabled. Medicaid coverage accompanies social 
security insurance benefits. Persons paying FICA or self-errployrrent taxes are 
eligible for certain benefits. For further information consult the SSI Tele-Claims 
Service in your area, the Social Security Administration District Office AIDS Liaison 
or SSI representative in your area, or the OOP AIDS Liaison in your region (See 
phone listings for SSI Representatives and SSI Tele-Claims Services at the end of 
this Section). 

For people in need of housing assistance! local social service agencies and 
Regional AIDS Task Forces represent the best resources. Often, additional assistance 
can be obtained through local church or religious organizations. 
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Many leg;al issues-including wills, power-of-attorney, estate planning, hospital 
visitation rl.ghts and imnigration--arise for people with kIDS. In addition, many 
people with AIDS/ARC are discriminated against. To address issues of discrimination, 
a person with AIDS can contact the NYS Division of Human Rights or federal agencies 
included in the listing at the end of this Section. For further infonnation on where 
legal help is available, consult the Regional AIDS Task Force or the OOP AIDS Liaison 
in your region • 

Footnote: 
Portions of this naterial have been excerpted fran AIDS - A Special 
~rt on Acquired Irrrnune Deficie.ncy Syndrane, prepared for the NYC 
Schools by the NYC Depa~nt of Health, October, 1985 
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NYS REGIONAL AIDS TASK ~ORCE 

Re.~i .::In: MetroDolitan New York City 

Beth Israel Medical Center 

AIDS Coordinator: Wendy Wilbert 
Beth Israel Medical Cen~er 
First Avenue at 16th Street 
New York. New York 10003 
(212) 420-4141 

Counties Served: Metrooolitan New York Citv (5 boroughs)~ 
primarilv intravenous dru~ users 

Services: AIDS Hotline - (212) 420-4141 

information 
referral 
educati on 
counsel i n.~ 
'SI_lOQOrt gr'::lLlOS 

Ii ter.ature 



NYS REGIONAL AIDS TASK FORCE 

Region: Metropolitan New York City 

Contractor: Gay Men's Health Crisis~ Inc. 

Director: Mr. Richard Dunne 
Gay Men's Health Crisis. Inc. 
Box 274 
132 West 24th Street 
New York. New York 
(212) 807-6664 

10011 

Counties Served: Metropolitan New York City 
(5 boroughs) 

Services: AIDS Hotline - (212) 807-6655 

crisis intervention 
buddy program 
recreation services 
suooort and theraoy grouos 
information. referral and advocacv 
education 
literature 

• 

• 
r 

• 
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NYS REGIONAL AIDS TASK FORCE 

New York City 

Contractor: Urban Resource Institute 

Director: Mr. Michael Bischoff 
22 Chacel Street 
Brooklvn~ New York 
(718) 834-5340 

11201 

Education Coordinator: Mr. Ron Davis 
(718) 852-8042 

Primarilv serve minority ~ommunities in 
Brooklvn. scecificallv intravenous drug users 

Services: AIDS Hotline - .(718) 852-8045 

health education 
information 
referral 



NYS REGIONAL AIDS TASK FORCE 

Region: Long Island 

Contra~tor: Long Island AIDS Project 

Dlrector: Ms. Jane Holmes 
Lond Island AIDS Project 
School of Allied Health Professions 
Health Sciences Center Level II 
State Universitv of New York 
Stonv Brook. New York 11794-8204 
(S16) 444-2403 

Counties Served: Nassau. Suffolk 

.r 

Servlces: AIDS Hotline - (516) 444-AIDS 

visitation orogram 
sLlooort '~roLlo 

cOLlnsell nq 
information. referral and advocacy 
edLlcati':ln 
1 i teratLlrS! 

• 

• 

• 
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NYS REGIONAL AIDS TASK FORCE 

Region: Central New York 

Contractor: Central New York AIDS Task Force 

Director: Mr. Brad Cohen 
Bo:: 1911 
Syracuse. New York 
(315) 475-2430 

13201 

Counties Served: Cavuga. Herkimer. Jefferson. Lewis. Madison. 
Oneida. Onondaga. Oswego. St. Lawrence 

Services: AIDS Hotline 
~ 

bLldd'/ pro.;ram 
advocacy 
SLlooort .;roLlps 
family networks 

(315) 475-AIDS 

in-service education crograms. workshoos 
literature 



r 

NYS REGIONAL AIDS TAS.< FORCE 

Re9ion: Mid-Hudson Valley 

Contractor: Mid-Hudson Valley AIDS Task Force 

Dlrector: Mr. John E. Egan 
255 Grove Street 
White Plains. New York 
(914) 997-5149 

10601 

Counties Served: Dutchess. Orange~ Putnam. Rockland. Sullivan 
Ulster~ Westchester 

Services: AIDS Hotline - (914) 997-1614 

edLlcati on 
advocacy/counseling (re: social services. 

health care. etc.) 
sLlccort l~roLlCs 

buddy supcort pro9ram 
1 i teratLlre 

• 

• 

• 
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NYS REGIONAL AIDS TASK FORCE 

Northeastern Area 

AIDS Council of Northeastern New York 

Dlrector: Ms. Laurie Novick 
332 Hudson Avenue 
Albanv. New York 12210 
(518) 434-4686 

Counti es Ser'led: Alban'.'. Clinton. Col Llmbl.;\. Esse):. Franklin. 
Fulton. Greene. Hamilton. Montgomery~ 

Rensselaer. Saratoga. Schenectady. Schoharle. 
Warren. Washington 

SerVlces: AIDS Hotline (518) 44S-AIDS 

hosoltal inservlca programs 
communltv forums 
spea:·::ers bLlreaLl 
lltera:.ure 
bLldd'l orol~r.?m 

sLlPoort 9roups 



NYS REGIONA~ AIDS TASK FORCE 

Region: Rochester 

Contrac':or: Rochester Area Task Force on AIDS - AIDS Rochester. Inc. 

Director: Ms. Jackie Nudd 
133 Libertv Pole Wav. 
Rochester. New York 
(716) 232-7181 

14604 

Counties Served: Ll'/inqston. Monroe. Ontario. Schuvler. Seneca. 
Steuben. Wayne. Yates 

Services: AIDS Hotline (716) 244-8640 

speakers bl..lreal..l 
crisis intervention 
Sl..lCcort ';ArOl..lCS 
bl..lddv cro'~ram 
health risk analysis 
informal rac seSSlcns 
liter ature 

• 

• 

• 
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NYS REGIONAL AIDS TASK FORCE 

Reoicn: Southern Ti~r 

Ccnt~actc~: Southern Tier AIDS Task Force 

Di~ecto~: Ms. Charlene Ketchum 
c/o Opoortunities fo~ B~oome. Inc. 
P. O. Bo:·: 1492 
Binghamton. New York 
(607) 723-6493 

13902 

CountIes Se~ved: B~oome~ Chemung~ Chenango~ Co~tland. Delawa~~. 
Otsego. Tioga. Tomckins 

Se~vices: AIDS Hotline 

advocacy/counseling 
refe~~al 

edLlca.tion 



NYS REGIONAL AIDS TASK FORCE 

ReClcn: Western New York 

Buffalo AIDS Task Force. Inc. 

~lre=~=r: Ms. Valerie Eastman 
F'. O. Bo:: 38 
Bidwell Station 
Buffalo. New York 
(716) SSl-AIDS 

14222 

Ccun~:9S Served: Allegany. Erie. Cattaraugus. Chautaugua. 
Genesee. Niagara. Orleans. Wvamlng 

Services: AIDS Hotline - (716) SSI-AIDS 

ad'.locac'( 
buddy program 
edLlcatlon 

• 

• 

• 
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NEW YORK STATE DEPARTMENT OF SOCIAL SERVICES 
REGIONAL OFFICES . 

BUFF ALO REGIONAL OFFICE 

Buffalo Regional Office 
NYS Department of Social Services 
125 \1ain Street, 4th Floor 
Buffalo; NY 14203 

Includes the following counties: 
Niagara, Orleans, Wyoming. 

Contact: :\1s. Karen Schimke 
Director 

Telephone No. 716/883-4093 

Allegany, Cattaraugus, Chautauqua, Erie, Genesee, 

WESTERN REGIONAL OFFICE 

Western Regional Office 
NYS Department of Social Services 
259 Monroe Avenue, Monroe Square 
Rochester, NY 14607 

Contact: i\1r. Jack Klump 
Acting Director 

Telephone No. 716/238-8200 

Includes the following counties: Chemung, LiVingston, :\1onroe, Ontario, Schuyler, Seneca, 
Steuben, Wayne, and Yates • 

EASTERN REGIONAL OFFICE 

Eastern Regional Office 
NYS Department of Social Services 
40 North Pearl Street! Annex 
Albany, NY 12243 

Contact: Mr. John O'Connor 
Director 

Telephone No. 518/473-1095 
Toll Free No. 1-800-342-3715 

Extension 31095 

Includes the following counties: Albany, Broome, Cayuga, Chenango, Clinton, Columbia, 
Cortland, Delaware, Essex, Franklin, Fulton, Greene, Hamilton, Herkimer, Jefferson, Lewis, 
Madison, Montgomery, Oneida, Onondaga, Oswego, Otsego, Rensselaer, Saratoga, 
Schenectady, Schoharie, St. Lawrence, Tioga, Tompkins, Warren, and Washington. 

METROPOLITAN REGIONAL OFFICE 

Metropolitan Regional Office 
NYS Department of Social Services 
2 World Trade Center 
29th Floor 
New York, NY 10047 

Contact: :vIr. Fred Cantlo 
Director 

Telephone No. 212/488-3485 
Toll Free No. 1-800-342-3715 

No. NYC 488-3485 

Includes the following counties: Dutchess, Nassau, Orange, Putnam, Rockiand, Suffolk, 
Sullivan, Ulster, and Westchester. 
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LOCAL SOCIAL SERVICES DISTRICTS 
(Commissioner's Name, Agency Address, 

and Agency Phone Numbers) 

ALBANY COUNTY CHAUTAUQUA COUNTY 

Mr. James McCaffrey Mr. Charles V. Fiorella 
112 State Street Hall R. Clothier Health and Social 
6th Floor Services Building 
Albany, New York 12207 Mayville, New York 14757 
Area Code 518 Area Code 716 
General No. - 447-7300 General No. - 753-4421 

ALLEGANY COUNTY CHEMUNG COUNTY 

Ms. Joan D. Habberfield Mr. Raymond E. Fortier 
County Office Building HUman Resource Center 
Belmont, New York 14813 425-447 Pennsylvania Avenue 
Area Code 716 Elmira, New York 14904-1795 
General No. - 268-7661 Area Code 607 

General No. - 335-4537 

BROOME COUNTY CHENANGO COUNTY 

Mr. Joseph S. Sanfilippo Mr. Stanley J. Kimiecik 
36-38 Main Street County Office Building 
Binghamton, New York 13905 Norwich, New York 13815 
Area Code 607 Area Code 607 
General No. - 772-2660 General No. - 337-4537 

CATTARAUGUS COUNTY CLINTON COUNTY 

Mr. Ronald B. Hackett Mrs. Rose Pandozy 
265 North Union Street 30 Durkee Street 
Olean, New York 14760 (Mail - P.O. Box 990) 
Area Code 716 Plattsburgh, New York 12901 
General No. - 375-4011 Area Code 518 

General No. - 563-3300 

CAYUGA COUNTY COLUMBIA COUNTY 

Mr. Stefan R. Bandas Mr. James R. Van Alstyne 
County Office Building 610 State Street 
160 Genesee Street Hudson, New York 12534 
Auburn, New York 13021 Area Code 518 . 
Area Code 315 General No. - 828-9411 
General No. - 253-1011 



CORTLAND COUNTY 

Ms. Mary Ann Discenza 
County Office Building 
P.O. Box 5590 
60 Central Avenue 
Cortland, New York 13045-5590 
Area Code 607 
General No. - 753-9681 

DELAWARE COUNTY 

Mr. William R. Moon 
126 Main Street 
Delhi, New York 13753 
Area Code 607 
General No. - 746-2325 

DUTCHESS COUNTY 

Mr. John H. Battistoni 
14 Academy Street 
Poughkeepsie, New York 12601 
Area Code 914 
General No. - 431-5000 

ERIE COUNTY 

Mr. Fred J. Buscaglia 
95 Franklin Street, 8th Floor 
Buffalo, New York 14202 
Area Code 716 
General No. - 846-8850 

ESSEX COUNTY 

Mr. Walter P. Huchro 
Court House 
Elizabethtown, New York 12932 
Area Code 518 
General No.- 873-6301 

-2-

FRANKLIN COUNTY 

Mr. Orra A. Langdon 
Court House 
Malone, New York 12953 
Area Code 518 
General No. - 483-6767 

FULTON COUNTY 

Mr. Marcus Harazin 
Fulton County Building 
P.O. Box 549 
Johnstown, New York 12095 
Area Code 518 
General No. - 762-4671 

GENESEE COUNTY 

Mr. Dale E. Crandall 
3837 West Main Road 
Batavia, New York 14020 
Area Code 716 
General No. - 344-2580 

GREENE COUNTY 

Mrs. Carol W. Wallace 
465 Main Street 
Catskill, New York 12414 
Area Code 518 
General No. - 943-3200 

HAMILTON COUNTY 

Mr. David G. CUrry 
Court House 
Lake Pleasant, New York 12108 
Area Code 518 
General No. - 548-3462 

• 

• 

• 
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HERKIMER COUNTY 

Mr. Michael J. Bush 
County Office Building 
Box 231 
Herkimer, New York 13350 
Area Code 315 
General No. - 867-1222 

JEFFERSON COUNTY 

Mrs. S. Jean Wagoner 
175 Arsenal Street 
Watertown, New York 13601 
Area Code 315 
General No. - 782-9030 

LEWIS COUNTY 

Mr. Dorrance Moshier 
Utica Boulevard (P.O. Box 193) 
LoWVille, New York 13367 
Area Code 315 
General No. - 367-3536 

LMNGSTON COUNTY 

Mr. W. Michael Woodhouse 
Livingston County Campus 
Building #3 
Mt. Morris, New York 14510 
Area Code 716 
General No. 658-2801 

MADISON COUNTY 

Mr. James L. Covert 
P.O. Box 637 
Wampsville, New York 13163 
Area Code 315 
General No. - 366-22ll 

-3-

MONROE COUNTY 

Mr. W. Burton Richardson 
ill Westfall Road - Room 660 
Rochester, New York 14620 
Area Code 7}6 
General No. - 442-4000 

MONTGOMERY COUNTY 

Mr. Robert L. Reidy 
County Office Building 
Fonda, New York 12068 
Area Code 518 
General No. - 853-4646 

NASSAU COUNTY 

Mr. Joseph D'Elia 
County Seat Drive 
Mineola, New York U501 
Area Code 516 
General No. - 535-4817 

NEW YORK CITY 

Mr. George Gross 
250 Church Street 
Room 1500 
New York, New York 10013 
Area Code 212 
General No. - 553-5997 

NIAGARA COUNTY 

Mr. Louis B. Scozzafava 
100 Davison Road - P.O. Box 506 
Lockport, New York 14094 
Area Code 716 
General No. - 439-6333 



-4- • 
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ST. LAWRENCE COUNTY 

Ms. Sharon K. Singh 
Harold B. Smith County Office Bldg. 
Judson Street 
Canton, New York 13617 
Area Code 315 
General No. - 354-0200 

SARATOGA COUNTY 

Mr. Leo F. Ryan 
County Complex 
Ballston Spa, New York 12020 
Area Code 518 
General No. - 885-5381 

SCHENECTADY COUNTY 

Mr. Richard J. Staszak 
487 Nott Street 
Schenectady, New york 12308 
Area Code 518 
General No. - 382-3470 

SCHOHARIE COUNTY 

Mr. Gilbert L. Chichester 
Schoharie, new York 12157 
Area Code 518 
General No. - 295-8134 

SCHUYLER COUNTY 

Ms. Kathryn R. Doolittle 
County Office Building 
P.O. Box 169 
Watkins Glen, New York 14891 
Area Code 607 

\ 

General No. - 535-4965, 2780 &: 2789 

-5-

-.~- --" 
I, ., 

SENECA COUNTY 

Ms. Helen M. Pawlikowski 
2226 County House Road 
Waterloo, New York 13165-9461 
Area Code 315 
General No. - 568-9854 

STEUBEN COUNTY 

Mr. James V. Murray 
P.O. Box 631 
Bath, New York 14810 
Area Code 607 
General No. - 776-7611 

SUFFOLK COUNTY 

Ms. Alice M. Amrhein 
Box 2000, 10 Oval Drive 
Hauppauge, New York 11788 
Area Code 516 
General No. - 348-4000 

SULLIVAN COUNTY 

Mrs. Muriel O'Connor 
Infirmary Road 
Box 231 
Liberty, New York 12754 
Area Code 914 
General No. - 292-4900 

TIOGA COUNTY 

Mr. Raymond Case 
P.O. Box 240 
Owego, New York 13827 
Area Code 607 
General No. - 687-5000 



,-.;: 

TOMPKINS COUNTY 

Ms. Mary Pat Dolan 
108 East Green Street 
Ithaca, New York 14850 
Area Code 607 
General No. - 274-5251 

ULSTER COUNTY 

Mr. Thomas W. Roach, Jr. 
Ulster County OCfic Building 
268 R Clinton Avenue 
P.O. Box 1800 
Kingston, New York 12401 
Area Code 914 
General No. - 331-9300 

WARREN COUNTY 

Mr. Joseph P. Mena1dino 
Warren County Municipal Center 
Lake George, New York 12845 
Area Code 518 
General No. - 761-6300 

W ASffiNG'I'ON COUNTY 

Mr. Earl Costello 
6 Church Street 
Granville, New York 12832 
Area Code 518 
General No. - 632-5211 or 642-2800 

-6-

WAYNE COUNTY 

Ms. Rita B. Otterbein 
22 William Street 
P.O. Box 10 
Lyons, New York 14489-0010 
Area Code 315 
Income Maintenance No. - 946-4881 

WESTCHESTER COUNTY 

Mr. John J. Allen 
112 East Post Road 
White Plains, New York 
Area Code 716 
General No. - 285-5500 

WYOMING COUNTY 

Mrs. Lois V. Bowling 

10601 

466 North Main Street 
Warsaw, New York 14569 
Area Code 716 
General No. - 786-3111 

YATFS COUNTY 

Mr. Paul E. Dickson 
County Office Building 
no Court Street 
Penn Yan, New York 14527 
Area Code 315 
General No. - 536-4451 

• 

• 

• 
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Agency Contacts for Discrimination Complaints 

1. New York City 

A. Commission on Human Rights 
52 Duane Street, New York, New York 10007 
Contacts: Keith O'Connor, Director, Patterns 

& Practice Division 
(212) 566-1826 

or Katy Taylor, Patterns & Practice Division 
(212) 566-5446 

B. Bureau of Labor Services 
Municipal Building, 1 Centre Street, 

Room 2400 
Contact: Esta Bigler, Assistant Director 

(212) 669-7412 
Industrial & Commercial Incentive Board 

(212) 566-0302 

2. New York State 

A. Division of Human Rights -
Administrative Office 

2 World Trade Center, Room 5308, NYC 10047 
Contact: Liz Abzug, Deputy Commissioner 

(212) 488-7626 

B. Division of Human Rights - Regional Offices 

Albany 12225-0063 
Alfred E. Smith State Office Building 
PO Box 7063 
25th Floor 
(518) 474-2705 

Binghamton 13901 
164 Hawley Street 
State Office Building 
(607) 773-7713 

Brooklyn 11201 
26 Court Street 
(718) 852-0313 

f) , ) 



Buffalo 14202 
69 Delaware Avenue 
(716) 847-3713 

Hauppauge (Suffolk) 11787 
State Office Building 
Veterans Highway 
(516) 360-6434 

Hempstead (Nassau) 11550 
175 Fulton Avenue 
(516) 538-1360 

Manhattan (Lower) 10007 
270 Broadway (9th Floor) 
(212) 587-5041 

Manhattan (Upper) 10027 
163 West 125th Street 
(212) 678-2303 

Rochester 14614 
36 West Main Street 
(716) 325-2367 

Syracuse 13202 
100 New Street 
(315) 428-4633 

White Plains 10603 
30 Glenn Street 
(914) 949-4394 

C. Office of Employee Relations, P.O. Box 2133, 
Albany, New York 12223 

3. Federal (in New York) 

A. Office of Federal Contract Compliance 
Program 

1515 Broadway, Room 3308, 
New York City 10036 
Contact: Louis Blumengarten 

(212) 944-3400 

B. Office of Federal Contract Compliance 
Program - Regional Offices 

Buffalo, New York 14202 
Jackson Building 
220 Delaware Avenue, Room 609 
(716) 846-5065 

• 

• 

• 
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Garden City, New York 11430 
605 Stuart Avenue 
Room 228 

New York City, New York 10278 
26 Federal Plaza 
Room 36-116 

C. Department of Education -
Office of Civil Rights 

26 Federal Plaza, 33rd Floor 
New York, New York 10278 
(212) 264-5181 

D. Health & Human Services -
Office of Civil Rights 

26 Fe.deral Plaza, Room 33-12 
New York, New York 10278 
(212) 264-3313 

In addition to the above-listed agencies, individuals who 
believe they have been discriminated against due to their 
sex (but not sexual orientation or physical handicap) may 
wish to contact the Equal Employment Opportunity 
Commission. The EEOC'S New York District Office is 
located at 90 Church Street, Room 1301, New York City 
10007 (212) 264-7161. 



• Prisoners Legal Services Offices 

New York City 105 Chambers Street 
New York, New York 10007 

(212) 513-7373 

Buffalo 487 Niagara Street 
Buffalo, New York 14201 

(716) 856-2650 

Ithaca 102 We.st State Street 
Ithaca, New York 14850 

(607) 273-2283 

P1clttsburgh 22 Broad Street 
Plattsburgh, New York 12901 

(518) 563-7300 

Poughkeepsie 2 Catherine Street 
Poughkeepsie, New York 12601 • (914) 473-3810 

• 
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roNALD GAWRONSKI (716) 847-7616 

MARGARET MENZIES, PO (914) 452-0620 
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Prerelease Agreement - New York State Division 
of Parole and the Social Security Administration 

This Prerelease Agreement should not be confused with the Pre-Release Centers 
and programs operated by the Department of Correctional Services. 

1. I NTRODUCTI ON 

The Social Security Administration (SSA) and the New York State Division 
of Parole (DOP) propose a Prerelease Agreement for inmates of State 
correctional facilities who are to be released to parole supervision. The 
difficulty of making suitable release arrangements for prisoners is 
exacerbated if the prisoner is suffering from a disability, particularly 
those suffering from AIDS. The purpose of the Prerelease Program is to 
provide a guarantee of financial help for those who are paroled to the 
community and to ensure that title XIX (Medicaid) eligibility is 
established as quickly as possible. Proper use of a prerelease procedure 
will f.acilitate release plan development and will ensure continuity of 
medical care upon release to the community. 

Upon notification that a prisoner has been accepted for parole, or 
anticipation of a likely release decision by the Parole Board, the DOP 
will review the inmate's income, resources and disability for potential 
Supplemental Security Income (SSI) eligibility. SSA will provide the DOP 
with guidance in evaluating both medical and nonmedical criteria. 

Those inmates whose income or resources exceed the SSI eligibility limits 
will be referred to the NYS Department of Social Services, Division of 
Medical Assistance for "Medicaid Only". Those inmates who appear to be 
SSI eligible will have an SSI application filed in accordance with the 
Prerelease Program procedures. In no case will a potential SSI applical:r~ 
be considered for the program more than 90 days prior to the scheduled 
release date. This will allow social security sufficient lead time to 
make a medical determination prior to release. 

This agreement is effective June 2, 1986. 

N01"E: A \;(l',son IN;U be idet\~~~ied ~q"" eo.,~ SSA 1)1S-trlct 

or 61'"6.1'\'''' Otf,ce ~b..("c1 \\d -+n €.11.c.h ·1~S+~tU.tlOo<l. \ ~ 
~rto... ?(4f'"o\e Ott"(; toW'" ~u.rfoses ck "M~\eMet\'I~ 
i~ is ?(t!('t,lea.s~ 1\ ,~r~e. rr.~ "'+. 
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II. THE APPLICATION PROCESS 

A. ,New York State Division of Parole Responsibilities 

The Parole Officer located at the correctional facility will identify 
prisoners who could benefit from the prerelease procedure according to 
the following guidelines: 

1. The individual IS release is imminent, i.e., could be released within 
90 days. 

2. The individual has a need for funds, i.e., meets th~ SSI income and 
resource limitation criteria. 

3. The individual has a condition which can be considered as disabling 
under SSAls criteria. 

Upon identification of an inmate who meets the basic criteria, the 
Parole Officer will prepare a packet to be forwarded to the parallel 
SSA district or branch office. The packet should contain the following 
completed forms: 

1. SSA -3368 - Disability Report 

• 

2. SSA-3369 - Vocational Report - (Should not be completed if claimant 
never worked or had only one job in the 15-year period before he • 
stopped working.) 

3. (2) SSA-827s - Authorization to Release Medical Information to the 
Social Security Administration 

4. SSA-8510 - Authorization to Obtain Personal Informat'jon 

5. SSA-824 - Report on Individual with Mental Impairment (if applicable) 

6. SSA-8000 - Application for Supplemental Security Income -
(Completion of the SSI Application will vary according to prior 
agreement with the local social security office.) 

Supplies of the above forms wi'i1 be provided to the institutional 
parole offices for completion by Parole Officers. In addition, the 
Parole Officer should attach a copy of the New York State Department of 
Correctional Services Medical Discharge Summary Form or other summary 
of medical evidence. This will assist SSA in making disability 
determinations, especially presumptive disability determinations in 
certain cases. 

• 
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Evidence from a medical source is required to determine the existence 
or severity of an impairment. Therefore, the Parole Officer will 
obtain and submit from the facility Health Services Staff all available 
medical evidence, including: 

1. dates of current and prior periods of hospitalization; 

2. medical history covering the past 12 months; 

3. description of findings including orientation, coherence, emotional 
status, results of psychological tests, and current mental status 
examination results (for mental disability claims); 

4. diagnosis; 

5. course of condition during present hospitalization if applicable 
including changes in mental/physical status, adjustment to hospital 
routine, adjustment to work detail, personal adjustment, 
relationship with others; . 

6. prognosi s; 

7. recomrnendation for posthospitalization followup; i.e. medication,s, 
dosage and any other type of therapy; and 

• 8. individual's ability to manage funds based upon a physician's 
determi nati on • 

For mental impairment cases, this information can be summarized on form 
SSA-824. 

Social Security has developed a medical reference base for the 
determination of impairments that would preclude work activity. This 
Listing of Impairments provides sets of medical evidence, within the 
context of a particular disease or disorder, which must be considered 
before Social Security reaches a conclusion of disabled. Examples of 
specific evidence needed are dependent on the typeo{;: impai rment, but 
may include such evidence as EKG's, blood tests, x-rays~ pulmonary 
studies, psychological tests, etc. In order to properly evaluate AIDS, 
for example, the following specific information should be submitted if 
available: 

. l"he onset and nature of all symptoms (e.g., fatigue, fever, anorexia, 
diarrhea, shortness of breath, etc.) should be quantified in terms of 
frequency, duration, precipitating factors, and mode of relief . 

. Dates of treatment and any relevant testing should always be given, 
as well as the spe~ific testing done (e.g., a diagnostic test showing 
immune defici~ncy or opportunistic infection). 

Treatment, response i and prognosis are also needed. 

This list is not all inclusive, but is meant to serve as a guide . 
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The entire medical packet will be forwarded to the district or branch 
office (DO/BO) parallel to the correctional facility under cover of a 
transmittal letter provided to institutional parole offices by SSA. 
The transmittal letter will serve to provide basic identifying 
information on the prospective parolee (e.g., social security number) 
and provide the DO/BO with a Parole contact within the correctional 
facility. If the social security number is not known, or the inmate 
never had one, the Parole Officer should complete form SS-5 and submit 
proof of age and citizenship as appropriate. 

B. SSA's Responsibilities 

Upon receipt of prerelease packet, the DO/BO will initiate action to 
complete an SSI application if not already included in the inmate's 
packet by prior agreement. If no arrangement has been made for the 
Parole Officer to complete an application, the DO/BO will complete an 
SSI application within approximately two weeks in person at the 
correctional facility or by phone. In either case, the DO/BO may need 
to contact the institution's Parole Officer by phone to obtain 
additional information for purposes of determining eligibility. 

If it appears that the inmate is ineligible for SSI.based on technical 
,'easons, i. e. excess income or resources, the di stri ct or branch office 
(00/80) will informally notify the Parole Officer by phone and process 
the denial immediately. A formal notice will also be sent to the 
inmate/claimant. If it appears that the inmate meets all technical 
requirements of SSI entitlement, the DO/BO will forward the medical 
file to the New York State Department of Disability Services (DDS) for 
a medical determination. Any unresolved technical issues will be 
developed concurrently. 

• 

• 

• 
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III. PRERELEASE NOTIFICATION AND FOLLOWUP 

A. SSA Responsibilities 

In all situations where a medical determination has been made on a 
prerelease claim, an informal notice of the decision must be provided 
to the Insti'tutional Parole Officer by phone or letter. If the 
decision is a denial, a formal notice will follow shortly and the 
facility may decide to appeal if appropriate. 

Whenever potential eligibility for payments exists, e.g., the medical 
determination is an allowance, the DO/BO will provide informal notice 
by letter or phone to the Institutional Parole Officer and advise 
he/she that action on the claim will be del~ed for 30 days pending 
release. At the end of 30 days the DO/BO will contact the facility 
and, if release is imminent, extend the period to include an additional 
week. If release does not occur or is not anticipated within this 
period, the DO/BO will take final action to disallow the claim. 

In some cases (e.g. an allegation of total deafness, blindness, 
allegation of AIDS, etc.) the DOiBO or the NYS DDS will be able to make 
a presumptive disability decision. This ~ermits SSA to make immediate 
SSI p~ments for three months upon release of a parolee even if DDS has 
not completed a final medical determination. The DO/BO will notify the 
insitutional Parole Officer by phone or letter if such a presumptive 
disability dec'~sion has been rendered. If the final DDS decision is a 
denial, the presumptive disability p~ments will not be considered an 
overpayment by SSA. 

B. DOP Responsibilities 

During the pendency of the claim, the Institutional Parole Officer 
should advise the DO/BO of any change in the anticipated release date 
or any change in circumstances of the inmate. At the time of 
application SSA will fully advise the inmate and the Parole Officer of 
all reporting responsibilities. SSA will provide DOP with a list of 
all DO/BOs parallel to correctional facilities and a contact person(s) 
within the DO/BO . 



- 6 -

IV. ACTION UPON RELEASE 

A. DOP Responsibilities 

As soon as the inmate is released, the Institutional Parole Officer 
should notify the DO/BO of the release and the new address of the 

. parolee. The Institutional Parole Officer should also advise the 
parolee of the need to contact the SSA DO/BO innedi ate1y upon 
release. The facility Parole Officer should notify the receiving 
Parole Office that the parolee is participating in the prerelease 
program so that contact with the new servicing DO/BO can be 
established by the Field Parole Office. SSA will supply Parole 
Officers with a listing of SSA offices and areas that they service. 

B. SSA Responsibilities 

Within a few days after notification of release is received, the 
DO/BO will transfer the file to the new servicing DO/BO with an 
annotation of the new address of the released prisoner. The DDS will 
be notified of the new address if a final medical determination has 
not been made. 

If a favorable medical decision has been rendered, the servicing 
DO/BO will attempt to make contact with the parolee to verify current 
factors of entitlement in their new living arrangement. Upon 
successful completion of the verification process which m~ require 
third-party contacts, e.g., with a landlord to verify current rental 
agreement, payment will be initiated by making appropriate systems 
inputs. Payments should be received within 10 days-two weeks. The 
Parole Officer should be aware of this process and encourage the 
individual to make innediate contact with the DO/BO. It is not 
necessary to wait for SSA to contact the individual. 

The Field Parole Officer should contact the SSA DO/BO in cases where 
the releasee is unable to report to the DO/BO in person in order to 
arrange for a SSA field representative to contact the releasee either 
by phone or home visit. 

If problems arise in the adjudication of the individual's claim, the 
DOIBO may contact the Parole Officer for assistance. 

• 

• 

• 
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R.f.r to. SD2B4 

Social Security Administration 

Region II 
Federal Building 
2& Federal PI aza 
New York NY 10278 

Social Security District Office AIDS Liasons 

Manhattan 

Office 

Downtown 
Delancey St reet 
Olinatown 
Midtown 
Murray Hill 
Lenox Hill 
Uptown 
North Harlem 
East Harlem 
Washington Heights 

Staten Island 

Staten Island 
New Dorp 

Bronx 

Office 

South Bronx 
Iimts Point 
Bronx iilb 
North Bronx 
West Farms 
Bronx River Pkwy. 
East Bronx 
Baychester 

Address 

26 Federal Plaza 
85 Delancey Street 
231 Grand Street 
1515 Broadway 
475 Third Avenue 
133 E. 58 Street 
55 W. 125 Street 
101 W. 144 Street 
306 E. 111 Street 
4292 Broadway 

Liaison 

Gary Goodman 
Tony Russo 
Bob Tomasulo 
lbward FobI 
Shelly Banks 
Julian Friedkiss 
Robert Windram 
Peter Gillard 
Hiramfurant 
Bernadette Malenzie 

60 Bay Street Evelyn Brown 
2626 Hylan Boulevard Don Labetti 

Address Liaison 

880 River Avenue AI Lefebvre 
953 Southern Blvd. " " 
:)90 E. 150 St reet " II 

2720 Jerome Avenue Fred Maurin 
2095 Southern Blvd. " " 
3315 White Plains Rd. " " 
1990 Westchester Ave. Burt Cohen 
4008 Boston Road .. II 

-1-

Phone 

264-5263 
260··5525 
226-3593 
944-4926 
684-1771 
752-1623 
860-6153 
283-4483 
427-3113 
,923-2568 

(718) 447 -1677 
(718)979-9748 

Phone 

538-2540 .. II . 

Ii II 

933-7225 
" .. 
" II 

822-5943 
II II 



Brooklyn 

Office 

Avenue X 
Boro Hall 
Bay Ridge 
Bed-Stuy 
Bushwick 
Williamburgh 
Glendale 
Cypress Hills 
East New York 
canarsie 
Fl at bush 
lings Plaza 
Crown Heights 

~eens 

Office 

Long Island City 
Astoria 
Jackson He'ights 
Jamaica 
Fo, Rockaway 
Flushing 

Nassau County 

All Offices 

Suffolk County 

All Offices 

Westchester County 

All Offices 

Address 

333 Avenue X 
248 Duffield Street 
6209 11 Avenue 
1360 Pu1ton 
790 Broadway 
217 Have1'1leYer St. 
67-10 Myr'~le' Avenue 
3386 Pu1ton Street 
114 Pennsylvania 
1329 Rockaway Pkwy. 
2236 Nostrand Avenue 
4123 Avenue U 
350 Troy Avenue 

Add re'ss 

29-28 41 Avenue 
21-77 31 Street 
17-14 Roosevelt .Ave. 
90-25 161 Street 
617 Beach 20 St reet 
136-65 37 Avenue 

Liaison 

Alyce Fuman 
Ed Malone 
" " 
" " 
Lynda St raker 
" " 
" " 
Horace Johnson 
" " 
" " 
Josephine Laska 

" It 

" " 

Liaison 

Tom Puleo 
.Art Rowe 
Juan" Pad i 11a 
Charles Silverstein 
John Remus 
carol cani zara 

222 Station Plaza N. Rick Berman 
Mineola, NY 

7S Oak Street 
Patchogue, NY 

5S Clurch Street 
White Plains, NY 

-2-

Pat Campagna 

Ronald Sobel 

Faone 

(718)627-3302 
(718)330-7623 

" " 
" " 

(718)963-9451 
" " 
" " 

(718)827-3853 
" " 
" " 

(718)859-0631 
" " 
" " 

Phone 

(718)937-7753 
(718)278-3797 
(718)899-1056 
(718)990-1613 
(718)337-5750 
(718)539-5404 

(516)747-3991 

(516)475-6996 

(914)683-1529 

• 

• 

• 
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Erie County, NY 

Buffalo 

Rochester, NY 

Rochester 

New Jersey 

Office 

Asrury Park 
Bricktown 
Toms River 
Atlant ic City 
Wildwood 
Bridgeton 
Camden 
G1asslx>ro 
Mt. Holly 
Elizabeth 
Plainfield 
New Brunswick 
-, .• t-:-..3rl.an 
Pe'"'!l.. Amoov 
u",nton 

East Orange 
Hackensack 
Irvington 
Jersey City 
Montclair 
Morristown 
Newton 
Newark 
Clint on Hi 11 
Passaic 
Paterson 
Ho-Ho-Ius 

Puerto Rico 

111 West Huron St. 

100 State Street 

Address 

1200 Memorial Dr. 
530 Brick Blvd. 
8 Robbin St. 
Pacific & Penn. Ave. 
136 E. Spic~r Ave. 
149 !Ii. Broad St. 
2101 Ferry Ave. 
N. De1sea Dr. 
Rt. 38&Eayrestown Rd. 
342 Westminster Ave. 
315 E. Front St. 
52 Olar1es St. 
US Hwy. 206 South 
336 Madison Ave. 
402 E. State St. 

68 S. Harrison St. 
22 Sussex St. 
686 Nye Ave. 
861 Berge Ave. 
396 Bloomfield Ave. 
147 Speedwell Ave. 
15 Rt. 206 North 
970 Broad St. 
193 Avon Ave. 
30 River Dr. 
60 Van Houten St. 
201 E. Fanklin 

Fd Driscoll 

TOIl Ragonese 

Liaison 

lenneth lukie1ka 
" " 
" " 

Dennis Olornomaz 
" " 

Robe rt Rougeau 
Sidney Bader 

" " 
" " 

Patricia Wilson 
" " 

William Easton 
" " 

Carol Shpiner 
John Glaniodis 

Frank Costa 
Jean Pryor 
Iathy Brehm 
William Babies 
Robert nein 
Len Greene 

" " 
Charles McCall 

" " 
Craig lotJrden 
Vera Porter 

" " 

Office Address Liaison 

San Juan 1002 Munoz Rivera Ave. Marie Serrano 

Regional Coordinator - 26 Federal Plaza 
RID. 40-114 

-3-

Jare Zanca 

(716)846-4663 

(716)263-6814 

Phone 

(201)774-2752 
" " " 
" " " 

(609)347-8363 
" " " 

(609)455-2059 
(609)962-8123 

" " " 
" " " 

(201)353-3334 
" " " 

(201)828-5114 
" " " 

(201)826-135Q 
l609)~89-Z03U 

( 201)675-5055 
(201)487-5049 
(201)645-6029 
(201)645-6029 
(201)744-1268 
(201)539-2332 

" " " 
(201)645-3247 

" " " 
(201)470-8103 
(201) 279-1737 

" " " 

Phone 

(809)753-4228 

(212)264-7291 
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State Agency AIDS Liaisons 
Ne ... ' York Region 

New York 
Office of Disability Determinations 

Area 

Manhattan and Staten Island 
Brooklyn 
Bronx and Westchester 
Queens and Long Island 
Albany 
Buffalo 

~ew Jersey 

Liaison 

Frank Giordano 
Tom Couteau 
Guy Thorn 
Richard Learned 
Dill Sraalenbach 
Do:! Hull 

Division of Disabilitv Determinations 

All Areas Al ',.1ard 

Puerto Rico 
Disabili ty Detenr.inati'::·r\ Prcgral:! 

All Areas Ju:!e Mary Jime:1ez 

Virgin Islands 
Disabilitv Progra~s 3ra:!ch, SSA 

All Areas Roberto Caraballo 

Phone 

(212)587-3081 
(212)587-3720 
(212)587-3209 
(212)587-3519 
(518)4i3-92e5 
(716) 847-3923 

(201)61.8-2':'32 

(809)75L-8925 

(809) 774 
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Refer to: 

Socia __ 1 Se~~ity Teleclaims Phone Numbers 

New York 

Manhattan, Bronx, Brooklyn, State Island, Rockland 
Queens, Nassau, Suffolk, Westchester 
Erie County 
Albany 
Aubcrn 
Batavia 
Binghamton 
Cornin~ 
Dunkirk 
Elmira 
Geneva 
Glens Fa II s 
Gloversvi lie 
Herkimer 
Hudson 
Ithaca 
Jamestown 
Kingston 
Monticello 
Newburgh 
Niagara Fa I Is 
Ogdensburg 
Olean 
Oneonta 
Oswego 
Plattsburgh 
Poughkeeps i e ~ 
Ridgemont 
Rochester 
Rome 

. Schenectady 
Syracuse 
Troy 
Utica 
Watertown 

New Jersey 

Northern New Jersey 
Central and Southern New Jersey 

Puerto Rico 

San Juan 
Mayaguez 

Social Security Administration 

Region II 
Federal Building 
26 Federal Plaza 
New York NY 10278 

(212) 264-3691 
(212) 657-4451 
(716) 846-4705 
(518) 472-7649 
(315) 252-3166 
(716) 343-0702 
(607) 773-2850 
(607) 936-3477 
(716) 366-7403 
(607) 734-4004 
(315) 789-1184 
(518) 793-7220 
(518) 725-4222 
(315) 866-6a40 
(518) 828-9441 
(607) 273-0977 
(716) 484-0164 
(914) 338-7307 
(914) 794-2816 
(914) 561-4707 
(716) 297-2924 
(315) 393-1653 
(716) 372-1168. 
(607) 432-0905 
(315) 342-3632 
(518) 561-8120 
'(914) 452-3620 
(716) 225-4679 
(716) 263-5825 
(315) 339-2455 
(518) 382-1005 
(315) 423-5159 
(518) 271-6507 
(315) 797-6197 
(315) 788-1749 

(201) 777-1528 
(201) 727-7752 

(809) 753-5374 
(809) 832-5350 
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AN OVERVIEW OF SOCIAL SECURITY DISABILITY 
AND 

SUPPLEMENTAL SECURITY INCOME DISABILITY 

The Social Security Administration has two disability benefit programs: 
, 

Social Security Disability Insurance 

Social Security pays monthly disability benefits to: 

1. Disabled workers under 65 and their families. 

2. Unmarried people disabled before age 22 whose parent (or grandparent in 
certain circumstances) receives retirement or disability benefits or is 
deceased. 

3. Disabled widows and widowers of workers who were insured at the time of 
death. 

Disabled workers need Social Security credits. A disabled worker must have 
worked long enough and recently enough under Social Security to be insured. 
In 1985, workers earn credit for one-fourth year of coverage for each $410 
in earnings, up to a maximum of a full year's credit for earnings of $1640 
or more. (The amount of earnings required for these credits will gradually 
increase in future years.) 

The years of work credit needed for disability insurance coverage depends on 
the applicant's age when he/she became disabled: 

1. Before age 24 - credit is needed for 1 1/2 years of work in the 3-year 
period ending when disability starts. 

2. Age 24 through 31 - credit is needed for having worked half the time 
between 21 and the time disability starts. 

3. Age 31 or older - credit is needed for at least 5 years of work in the 
10 years before disability starts. 

Supplemental Security Income Disability 

The SSI program pays monthly benefits to disabled people who have limited 
income and assets. 

Income - An applicant may have some income and still qualify for S8I 
payments. Each case must be evaluated individually. Generally, the first 
$20 a month in income is not counted. Income above the first $20 (other 
than earnings) usually reduces the amount of the 881 payment. 

The first $65 a month in earnings is not counted. The 881 payment is 
reduced by $1 for each $2 in earnings over $65 a month • 

.. 
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Resources - Resources are items an applicant owns, such as real estate,· 
personal proparty, savings and checking accounts, cash or stocks and bonds, 
life insurance, automobiles, burial plots or burial funds. 

A single adult may be eligible for SSI with resources valued at up to 
$1,600. A couple may have resources valued at up to $2,400. 

Citizenship - Applicants for SSI must be a citizen of the U.S. or a legal 
a1ie~ reSiding in the U.S. 

How to File a Claim 

Applications can be filed in several ways: 

Applicant can call the special telephone numbers attached. The 
local SSA office will then call the applicant back and take the 
claim over the telephone. SSA encourages applicants to take 
advantage of the "te1ec1aims" procedure in order to reduce their 
exposure to possible complicating infections. 

SSA field representatives can visit home-bound applicants who have 
no phone. 

For those who are hospitalized, the hospital social services staff 
can arrange for an SSA field representative to take the claim at the 
hospital. 

Or, applicants can apply in person at the local Social Security 
office. 

Documents Needed 

For Social Security Disability Insurance, the following ~ocuments are needed: 

Social Security card or a record of Social Security number. 

Proof of age for each person eligible (e.g. birth certificate). 

Copy of W-2 forms (tax returns if self-employed) for the past 2 
years. 

Dates of mil!.tary service. 

Dates of prior marriage if spouse is also filing. 

Claim number for any other benefits being received (or expected) 
because of disability • 

For disabled widows/widowers, worker's death certificate. 

• 

• 

• 
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For Supplemental Security Income Disability, the following documents ar~ 
needed: 

Social Security card and proof of age, as above. 

Information about income and assets: payroll slips, tax returns, 
bank books, insurance policies, auto registration, burial plot or 
burial fund records. 

Information about current residence: mortgage, lease, landlord's 
name. 

IMPORTANT: Applicants should not delay filing if all of these documents are 
not available. The Social Security office can assist in obtaining the 
necessary records. 

In addition to the above, the SSA disability interviewer will request the 
following: 

Names, addresses, and phone numbers of treating physicians and 
hospitals. Clinic numbers for outpatient clinic treatment are 
helpful. 

Vocational information for jobs performed during past 15 years (job 
duties, approximate dates worked, and approximate salary). 

How Medical Reports Are Obtained 

Medical evidence to support the disability claim is obtained by a state 
agency authorized to process SSA/SSI disability claims. In this region the 
state agencies are: 

New York 

New Jersey 

Puerto Rico 

Office of Disability Determinations 
Albany, Buffalo, New York City 

Division of Disability Determinations 
Camden, Newark 

Disability Determination Program 
San Juan 

The state office will request medical reports directly from treating 
phYSicians and hospitals. Applicants can assist by asking treating 
physicians to submit reports promptly. Medical reports also can be sent by 
the appplicant to the local SSA office if he/she has such reports. 

The medical evide~ce. need~d-inclQdes details of the medi~al bistory, current 
symptoms, current physical findings, and results of relevant diagnostic 
laboratory tests • 



Criteria for Evaluating Disability 

Those who meet the CDC definition of AIDS will be found disabled under 
SSA/SSI (if non-medical eligibility requirements are met). For those who do 
not meet the CDC definition (e.g. AIDS Related Complex), an individual 
evaluation is made based on the symptoms, physical findings, and laboratory 
findings. These are assessed in relation to SSA's full listing of medical 
criteria depending on the effects of the condition. Both physical and 
mental conditions are included in SSA's criteria. Vocational factors such 
as advanced age, lack of education, and lack of work skills may also be 
considered. 

In general, benefits cannot be paid to anyone who is currently working. 
However, there are exceptions to this where earnings are very low or are 
subsidized. This can be explored with the local Social Security office. 

When Benefits Start 

Under Social Security Disability Insurance, monthly benefits start·with the 
6th full month of disability for workers and widows/widowers. There is no 
waiting period for those disabled before age 22 who are filing a claim on a 
parent's record. 

Under Supplemental Security Income, benefits begin as soon as the claim is 
allowed. Applicants may also receive 3 months' of benefits while awaiting 
the.disability decision in some circumstances. 

Other Benefits 

Medicare insurance is available to those receiving Social Security 
Disability Insurance benefits after 24 months. 

Medicaid is available to those who are eligible for Supplemental Security 
Income as well as those who are eligible for local assistance programs. 
Information about this can be obtained from local government agencies. 

• 

'. 

• 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

• 

Medical Evidence Needed for Disability Claims 
For Persons with AIDS/ARC 

Social Security Administration 

Region II 
Federal Building 
26 Federal Plaza 
N~w York NY 10278 

Physicians who treat persons with AIDS or ARC may receive a request for a 
medical report in support of a patient's claim for Social Security or SSI 
disability benefits. Below is the type of evidence which should be included 
in the medical reports. 

1. Medical History 

2. 

3. 

De tails of the medical history should include: 

• Presenting symptoms. 
• Pertinent physical findings at onset. 
• Clinical course to the present. 
• ~ere there has been sign1fj.cant weight lOBS, the number of pounds 

lost and representative weightE should be given, plUB the period of 
time over which the weight was lost. 

• Relevant DATES should always be given. (The onset date of disability 
can affect the amount of retroactive benefits due.) 

Current Symptoms 

Current symptoms (e.g. fatigue, fevers~ night sweat;s, anorexia, diarrhea, 
cough, shortness of breath) should be quantified, ~here possible, in 
terms of: 

• Frequency 
• ~ration 
• Precipitating factors 
• Mode of relief 

Current Ftysical Findings 

• Both positive and negative relevant findings should be reported. 
• Findings such as lymphadenopathy, nodules, plaques, lumps, rashes, 

thrush, bruises, bleeding, skin ulcers, etc. should be described in 
terms of location and extent. 

• ~ere CNS involvement bas resulted, the relevant reflex, motor, or 
sensory abnormalities should be given. 

• Where retinal involvement has occurred, fundoscopic findings and 
current visual acuity (with best correction) are needed • 

• Current height and weight should be given. 



4. La bor a tory Te sting • 

These should include: 

• Diagnostic tests showing i~une deficiency 

• lymphocyte subpopulation studies 
• Lymphocyte transformation studies (if available) 
• CBC with differential (esp. WBC and Hematocrit) 
• ANA 

• Diagnostic tests showing opportunistic infection involved, e.g.: 

• Pathology report 
• Bronchoscopy 
• Endoscopy 
• Chest x-ray 
• Stool analysis 

Culture reports 
• (SF analysis 

• Platelet count 
• liver function studies 
• X1dney function studies 
• GI series 
• Skeletal survey 

ECG 
• CAT scan 

• You may include a copy of the laboratory's report or cite the 
pertinent findings. It is especially important to give the specific 
gross and microscopic examination findings from pathology reports. 

• For patIents with ARC, any relevant test results should be given. 

• DATES of testing should a.lways be given. 

5. Treatment and Response, PrognOSis 

• Specify current mode of" treatment and response. 
• Give dosages for any medications. 
• For patients with ARC, give prognosis for current episode of illness. 

• 

• 

• 
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DEPARTMENT OF HEALTH &. HlJ.l'rtAN SERVICES Social Security Administration 

Region II 
Federal 8uilding 
26 Federal Plaza 
New York NY 10278 

Medical ReportB for Disability Claims 
of Persons with AIDS/ARC 

When a person with AIDS/ARC files a cl~ for Social Security (SSA) or 
Supplemental Security Income (551) disability benefits, he/she will list 
the physicians and hospitals where treatment has been received. Medical 
reports will then be requested from these sources to document the claim for 
benefits. Requests for such medic,a! evidence are made by the state agencies 
which process disability claims on behalf of SSA. The state agencies in 
this SSA region (New York, New Jersey, and Puerto Rico) are listed below. 

Several different methods may be used to provide the medical evidence needed 
in support of·a disability claim. Generally, a written request is sent to a 
treating physician with a questionnaire to be completed. In lieu of 
completing this questionnaire, a physician may call the phone number 
included with the request and provide e~~dence directly to a disability 
examiner or staff pbysician at the state agency. Another c?tion is for the 
treating physician to cal1 the toll-free number provided on the state agency 
request form and to dictate a report. Physicians may sometimes be called 
directly by the state agency and asked to provide a medical report over ~~e 
telephone. This is done to expedite a claim, especially where tbere has 
been a delay in securing a written report or in obtaining the hospital 
record. 

Transcriptions of phone reports are always sent to the physician for 
Verification and signature. 

State Agencies 

New York 

Dept. of Social Services 
Office of Disability Determinations 

110 William Street 
New York, NY 10038 

P.o. Bo% 1993 
Albany, NY 12201 

Toll-free number (statewide): 1-800-556-6758 

P.O. Box 5030 
Ellicott Station 
Buffalo, NY 14205 



New Jersey 

Dept. of Labor 
Division of Disability Determinations 

P.O. Box 649 
Newark, NJ 07101 

Toll-free numbers: 

From NJ: 1-800-242-6708 
Outside NJ: 1-800-526-1122 

Puerto Rico 

Dept. of Social Services 
Disability Determinations Program 
Call Box 71301 
San Juan, PR 00936 

P.o. Box 431 
Camden, NJ 08102-0431 

Toll-free numbers: 

From NJ and NY 1-800-582-7652 
From Penn, Del, Md: 1-800-257-5279 

No toll-free number. Call phone number given on written request. 

• 

• 

• 
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New York State Department of Health 

A I D S 
I N S T I T U T E 
Vol. 3 No.1 Newslette! March 1986 

AIDS: The Public Health View 
AIDS IS a syndrome - the acqUired 

10s!3 of a person's natural defense to 
deal with disease agents. As one scien­
tist has put it, for the immune deficient, 
"any bug will do." Accordingly, what is 
seen with the person suffering with AIDS 
is the depletion of the immune system's 
ability to protect, thus allowing the per­
son to fall victim to pneumonia, other 
opportunistic Infections or the relatively 
rare Kaposi's sarcoma. 

Some months ago, scientists Iden­
tified a particular virus, a retroVIrUS, 
associated with AIDS. The VIrUS is re~ 
ferred to as HTLV-III (official U.S. name), 
or LAV (in France) or ARV (in Califorma). 
It is important to note that this agent, 
while necessary to the development of 
AIDS, is not in and of itself the cause of 
the condition. From the public health 
perspective, AIDS is a host-specific 
disease. A person must have or create 
a vulnerability to the agent in order to 
become Infected. This characteristic is 
important to keep in mind in searching 
for ways to control the AIDS epidemic. 

With the identification of the asso­
ciated virus, HTLV-III, and with the rapid 
development of a serum antibody test 
for that virus, we are learning a good 
deal more about AIDS. The antibody 
screening test is routinely applied to all 
donated blood in the country to prevent 
contaminated blood from entering the 
blood pool and from being used for 
transfusions. Hopefully, one important 
method of AIDS transmission has been 
halted, through contaminated blood 
produc~s. The antibody screening test 
has enabled scientists to obtain general 
background Information on the occur­
rence of the virus or its antibody in the 
general population. Tests conducted at 
blood banks on more than one million 
donation units have shown that approx­
Imately 0.8 percent of blood donors In-

Itially react positively to the antibody; but 
when the test is repeated, the positivity 
level drops to 0.2 percent. Further, a 
confirmatory test - specific for the virus 
- results in only 0.08 percent of the 
blood donors being confirmed as HTLV­
III positive. Of those confirmed pOSitive, 
60-70 percent evidence no clinical 
illness of any sort; 20-30 percent may 
develop an AIDS-related condition of 
swollen lymph nodes, general weaken­
ing and weight loss but are not overtly 
ill; some 5-10 percent may actually 
develop clinical AIDS. 

The epidemiological fingerprint of 
AIDS IS of enormous interest and impor­
tance. Since the identification of this syn­
drome in our population in 1981, more 
than 6,000 cases in New York State and 
more than 16,000 cases In the nation 
have been identified and investigated. 
Although 200 new cases are diagnosed 
each month in New York State, a locked 
pattern of susceptibles has become 
apparent In the past five years. 

AIDS provides a clear and concise 
pattern of movement. The disease is not 
tr"nsmissible to domestic and personal 

contacts even if household articles are 
shared (e.g., food, utensils,' towels, 
toilets, etc.). AIDS is not transmissible 
to health care workers who interact with 
those afflicted. It Is transmissible only by 
innoculation with shared and improperly 
cleaned injection apparatus or through 
sexual contact (primarily anal Inter­
course) or through intrauterine exposure 
of mother to child. 

Long before we can hope to achieve 
general protectipn of the population 
through a vaccine or effective medical 
treatment, success in ending the AIDS 
epidemic-because of its epidemiologic 
picture-will come through application 
of exposure intervention. To this end, 
the Department of Health has launched 
a public education campaign focused 
on the unique modes of exposure for 
those at risk. Our goal, and the basis for 
all our public health activities, is to break 
the chain of virus transmission. 

WIIJI.m L •• vy 
executive Deputy Director 
New Vork State Department of Health 

AIDS International Conference 
Announced 

The AIDS Institute and the Milbank 
Memorial Fund are co-sponsoring an in­
ternational conference entitled "AIDS: 
Impact on Public Policy" to be held May 
28-30, 1986, at the New York Hilton 
Hoteln New York City. 

The AIDS epidemiC has raised 
numerous SOCial, ethical and legal ques­
tions. The extent of the SOCial Implica­
tions of AIDS s'urpasses r.my other 
disease In modern times. Because the 
private rights of indiViduals continue to 

be threatened by this hGallh CriSIS, im­
portant policy issues haw; and continue 
to emerge in every area including 
education, health care, insurance and 
employment. 

This conference Will focus on current 
SOCial, economic and policy issues sur­
rounding the AIDS epidemic. The for­
mat of the conference Will present an 
overview of the relationship between our 
current SCientific knowledge and atten­
dant SOCial ramifications. 
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New York Blood Center 
The New York Blood Center IS par­

ticipating In a contract with the AIDS 
Institute to develop Information and 
strategies to cope with the Impact of 
screening blood donors for antibody to 
HTLV-Ili. This contract. initiated In 
January 1985 established a working 
group to provide gUidance to the blood 
center and to Amencan Red Cross 
biood centers m upstate New York. 
Sociological studies conducted In col­
:aboratlon with the Department of Social 
Medicine and Health Policy. Harvard 
Medical School. are assisting the group 
to develop a counseling program and 
educatlonai matenals tor donors who 
are antibody positive 

The Greater New York Blood Pro­
gram. operated by the New York Blood 
Center. IS the largest blood program In 
the world. providing more than a million 
Units of blood products a year to 
patients cared for In 260 hospitals. It 
serves an area extending from the tiP 
of Long Island to the clorthern border ot 
Dutchess County and Includes parts of 
northern New Jersey and the five 
boroughs of New York City. 

The blood program accepts respon­
sibility for prOViding the safest pOSSible 
blood supply. When It was recognized 
that AIDS could be transmitted by blood 
transfUSIc,i. the blood program inSti­
tuted a donor self-exclusion protocol 
whereby indiViduals at high risk for con­
tracting AIDS could indicate. through a 
confidential response to a questionnaire 
that their donation should be used for 
research studies only. but not for 
transfUSion. ThiS effort preceded federal 
requirements that members of high risk 
groups not donate blood and has 
recently been recommended by the 
federal government for Implementation 
by other blood centers across the coun- . 
try. As a result of thiS procedure. despite 
the high number of AIDS cases In the 
region. the New York area has a 
relatively low incidence of transfUSion­
transmitted AIDS. 

But. no matter how effective thiS pro­
cedure was. combined with the marked 
cooperation ot Individuals In high risk. 
groups agreeing not to don"tc blood. 
an element of risk remained as long as 
there was no way to test blood for the 
presence of AIDS virus. Thus. the an­
nouncement In 1984 was welcome 
news that a VIrUS many believe to be the 

probable cause of AIDS. HTLV-III. had 
been Identified and a screening test 
would be developed and commerCially 
available. Simultaneously. however. the 
announcement raised new concerns. 
The test being developed was a test for 
antibody to the VIrUS. not for the VIrUS 
Itself. Thus. a reactive test Indicates that 
the Inolvloual has been exposed at 
some time. In some way. to the VIrUS. 
It does not Indicate the presence of the 
VIrUS or whether or not the individual IS 
infectiOUs. It IS not a test for AIDS 

AIDS Institute Contract 

RecogniZing that many questions 
would have to be addressed In a very 
short period of time. the AIDS Institute 
prOVided funds to the New York Blood 
Center to establish a working group to 
grapple with these Issues. Compnslng 
attending (treating) phYSICians. Immu­
nologists. research SCientists, attorneys. 
nurses and SOCial workers. the working 
group Included representatives from 
city and state health departments. the 
American Red Cross and the gay 
community. 

The first Issue to be resolved was the 
definition of a positive test. Because of 
the low InCidence of the VIrUS In the 
general blood donor population. the 
probability of a high number of false 
POSitive reactions to the ELISA (enzyme­
linked Immunosorbent assay) screening 
test was anticipated. A false positive 
occurs when the donor's blood reacts 
With some other element In the screen­
Ing medium. In order to ascertain. as far 
as pOSSible. a true antibody response 
for HTLV-III. the sample IS tested a 
second time. If the second screen IS also 
reactive. the specimen IS then tested by 
a different method known as Western 
blot. Only If the Western blot IS positive 
Will the donor be notified of a POSitive 
test for antibody to the HTLV-1I1 VIrUS. 

The working group recognizes. how­
ever. the need for ongoing review of 
data In the field of screening for the 
presence of antibody to HTLV-I11 and for 
additional methods of testing to confirm 
the presence of antibody and/or VIrUS 
It Will. therefore. conduct periodiC re­
views af the rapidly accumulating data 
In thiS field. 

Donor Notification 

Program 
In order to determine personal reac­

tions reflecting the level of information 
and miSinformation about the meaning 
of a pOSitive test. a survey was deSigned 
by Jerry Avorn. M.D. Harvard Medical 
School Among the encouraging find­
Ings of the donor attitude survey con­
ducted by the blood program was the 
fact that more than 90 percent of the 
donors surveyed said that they wanted 
to boa Informed of their test results. Vir­
tually all of the services to be offered­
phYSICian referral. hollme service. 
psychological counseling and behaVior 
modification adVice-were requested 
by antibody POSitive donors. Somewhat 
fewer indiViduals felt that they would 
want access to a lawyer With AIDS­
related experience. 

Almost all the partiCipants believed 
the POSSibility that their blood would be 
found to carry the VIrUS was zero or one 
In a million. but many felt that It was H~ely 
that thiS InCidence was one In 10.000 In 

the general population. 
ApproXimately 50 percent of those 

surveyed believed that a positive test 
result would mean that they probably 
had AIDS and 50 percent felt that thiS 
would mean they could probably give 
AIDS to their sexual partner. Nearly half 
of the respondents felt there was a 
POSSibility that the test result might be 
false POSitive. 

AnalYL 1S IS continuing on several other 
Items In the 50-Item questionnaire. 
Results of thiS survey were used In the 
deSign of a program for donors who are 
antibody positive. Future findings Will 
enable modification of thiS prograrr 
when appropriate. 

Recognizing the Implications of such 
information to the donor. the working 
group developed an mformatlon booklet 
for donors spelling out the best currently 
avaliable Information about the mean­
mg of a positive test, Including what It 
does and does not mean. The booklet 
reassures the IndiVidual that the positive 
antibody test does not mean the In­
diVidual has AIDS and that data thus far 
indicate that the majority of peopie Will 
not develop AIDS. The booklet stresses 
the need for common sense precau­
tions In life style and the evolVing nature 
of our knowledge about the antibody 
test. 

• 
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To assure that each donor receives 
all relevant Information, a videotape nar­
rated by the author was prepared by the 
working group with support from the 
AIDS Institute. Specially trained nurse 
cliniCians will meet with each donor and, 
after providing initial information, will 
watch the video with the donor. The 
nurse will then discuss the information 
presented and answer any questions 
the donor may have. Training, role play­
Ing and counseling for the nurse clini­
cians IS conducted With the partiCipation 
of Samuel Perry. M.D., psychlatnst, Cor­
nell University Medical School. 

All donors Will be urged to see their 
pnvate phYSICians or to contact a physl- _ 
clan partiCipating in the referral pro­
gram. For this purpose. referral lists for 
both medical and psychosocial follow­
up Will be provided to all donors. Pro­
cedures Will be modified as appropriate, 
based on Initial expenence With donor 
notification. Because the significance of 
test results IS so uncertain. the Greater 
New York Blood Program Will InVite 
HTLV-1I1 antibody positive IndiViduals to 
partiCipate In research projects de­
signed to Increase our Information about 
the significance of a POSitive test and the 
need for and use of health care re­
sources by HTLV-1I1 posItive individuals. 

There are two additional avenues the 
New York Blood Center Will pursue. The 
first IS an evaluation of the knowledge. 
attitudes and beliefs of staff members 
working In vanous areas of the blood 
center concerning the HTLV-1I1 antibody 
test. ThiS Information will be helpful In 
developing educational matenal. The 
second IS the development of training 
matenals for counseling HTLV-III 
positive dnnors. It IS anticipated that the 
Information and matenals denved from 
these efforts Will be used by health care 
workers m blood centers and other 
settings. 

The AIDS Institute Will make available 
all completed donor mformatlon ma­
tenals. SCriPt. Videotape and written 
matenals. 

Joh.nn. Plndyck, M.D. 
Director, Greater New York Blood Program 
Senior Vice President, New York Blood Center 
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AIDS Conference 

Five major topics have been 
developed to address these issues. 

Public Health and Private Rights: 
Health, Social, and Ethical Perspec· 
tives will focus on the role of govern­
ment in balancing the need to protect 
public health and its concurrent (j::':;~~ 
tion to protect populations at risk of 
social isolation and stigma. It will explore 
the issues of confidentiality, quarantine, 
mandatory screening, contact tracing 
and the social responsibility of Indi­
Viduals With t~le disease. Speakers: 
Thomas Vernon. M.D., Executive Direc­
tor. Colorado Department of Health: 
Harvey Fineberg, M.D., Ph.D .. Dean, 
Harvard School of Public Health. 
Moderator: Ronald Bayer. Ph.D .. 
ASSOCiate for Policy Studies. The 
Hastings Center. Panelists: Dean 
Echenberg, M.D.. Ph.D.. Director. 
Bureau of Communicable Disease Con­
trol. Department of Public Health. City 
and County of San FranCISco: James 
Childress, Ph.D.. Kyle Professor of 

Religious Studies and Professor of 
Medical Education. University of 
Virginia; Alexander Capron, J.D., 
Norman Topping Professor of Law. 
Medicine, and Public Policy. The Law 
Center, University of Southern 
California. 

Research: International Coopera· 
tion and Competition will examine 
scientific cooperation in AIDS research 
and will evaluate how well the traditional 
international research protocols are 
working. This discussion will also focus 
on the scientific and public policy pro­
cess that IS determining the relative im­
portance of competing and overlapping 
research domains. Speaker: James 
Wyngaarden. M.D., Director. National 
Institutes of Health. Moderator: LeRoy 
Walters. Ph.D.. Director. Center for 
Bloethlcs, Kennedy Institute of Ethics. 
Panelists: John Seale. M.D .. M.R.C.P .. 
Venereologist. London. England: Morns 
Abram, J.D .. Former Chairman of the 
PreSident's Commission on the Study of 
Medical EthiCS, Vice-Chairman. CiVil 

con't. on p. 4 

AIDS Institute Funded Organizations 
For referral or assistance, call the NYS AIDS Hotline toll free: 

1-800-462-1884 
Or contact your nearest local AIDS program: 

Mld·Hudson Valley AIDS Task Force 
(includes Westchester & Rockland) 

AIDS Council of Northeastern New York 
AIDS Rochester, Inc. 
Central NY AIDS Task Force 
Southern Tier AIDS Task Force 
Buffalo AIDS Task Force, Inc. 
Long Island AIDS Project 
Haitian Coalition (NYC) 
Hemophilia Foundation (NYC) 
Beth Israel, AIDS Information for IV Substance 
Abusers (NYC) 
Gay Men's Health Crisis (NYC) 
Albert Einstein College of Medicine Pediatric AIDS 

(914) 997·1614 

(518) 445·AIDS 
(716) 244·8640 
(315) 475·AIDS 
(607) 723·6520 
(716) 881·AIDS 
(516) 444·AIDS 

(718) 855·0972 or 0973 
(212) 682·5510 

(212) 420·4141 
(212) 807·6655 

Information (212) 430·3333 
If you have an AIDS related hospital problem call the New York State Patient 
Care Investigation Unit: 

For New York City 
All others 

(212) 502·0874 
(518) 474·5013 

After business hours (collect) (518) 445·9989 



AIDS Conference 
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Rights Commission; Andrew Moss, 
Ph.D .. Epidemiologist. San FrancIsco 
General Hospital; Susan Zolla-Pazner, 
PhD., Co-Director of AIDS Center, 
Manhattan VA Medical Center, Asso­
ciate Professor, New York University 
Medical Center. 

Clinical Management: Treatment 
Modes and Impact on the Health 
Care System will Include various 
disease management and treatment 
protocols for Individuals with AIDS in­
cluding long term care, community 
based vs. institutional management and 
the effects on health insurance. 
Speakers: David Axelrod, M.D., New 
York State Commissioner of Health; 
Mervyn Silverman. M.D, former Direc­
tor of Health, City and County of San 
FrancIsco. Moderator' James Curran, 
MD. M.PH .. Director. AIDS Branch, 
Centers for Disease Control. Panelists.' 
Enc Sandstrom. M.D .. Karohnska In­
stitute. Stockholm. Sweden; Donald 
Abrams, M D. Assistant Director .. .6..IDS 
Act:vltles. San FrancIsco General 
Hospital; Michael Adler. tvI.D .. Middle­
sex Hospital Medical School. Df~part­
ment of Genlto-Unnary MediCine. lon­
don. Enqland: Sheldon Landesman. 

A I D s 
This newsletter IS published quarterly by 
the AIDS InstItute, ~ew York State 
Department of Hea1th, Albany, New York 
12237. 

~arlo M. Cuomo 
Gov~mor 

David Axelrod, ~.D. 
C()mrtUsslOner 

Unda Randolpb. ~f.D. 
Dm!ctor 

Office of Pubhc Health 

~el Rosen, C.S.W. 
DIf~(ior 

AIDS Institute 

Paul A. ~oore 
Deputv D,rector 
AIDS Insutute 

Edllor 

M.D., Associate Professor of Medicine, 
Director, AIDS Study Group, SUNY 
Downstate Medical Center. 

Education and Communlcatl(jn: 
Enhancing Public Understanding 
and Fostering Disease Prevention 
will center around educational efforts to 
communicate the existing state of the art 
knowledge of AIDS. Topics will include 
risk reduction, control of media hysteria 
and public backlash. Speakers: Nathan 
Fain, Gay Men's Health Crisis Center, 
New York City and Robert Bazell, 
Science Correspondent, NBC News. 
Moderator: Virginia Apuzzo, Executive 
Deputy Director, New York State Con­
sumer Protection Board. Panelists: Tony 
Whitehead, Terrence HigginS Trust, 
London, England; Michael Callen, 
Member, New York State AIDS Ad­
VISOry Council, Member of People With 
AIDS Coalition, New York. 

AIDS and Economics: An Interna­
tional Perspective will examine the Im­
pact of AIDS on the various national 
health systems and the allocation of 
resources for basic research, screening, 
prevention, education and treatment. 
Speakers: Rashl Fein, Ph.D, Professor. 
Economics of MediCine, Harvard Medi­
cal School and J. B. Brunet. M.D. 
Director. World Health Organization Col­
laborative Services in Western Europe. 

Moderator: Daniel M. Fox, Ph.D., Direc­
tor, New York State Center for Assess-
ing Health Services, Professor of • 
Humanities in Medicine, State University 
of New York at Stony Brook. Panelists: 
Victor Fuchs, Ph.D., Professor of 
Economics, Stanford University; Fakary 
Assad, M.D., Director, Division of Com­
municable Diseases, World Health 
Organization, Geneva, Switzerland; Ann 
Scitovsky, Chief, Health Economics 
Department, Palo Alto Medical 
ruundation. 

Keynote speakers for the conference: 
E. Donald Acheson, D.M., F.R.C.P .. 
FFC.M .. FF,O.M., Chief Medical Of­
ficer. Department of Health and Social 
SecUrity, London; Frederick Robbins, 
M.D., former preSident. National In­
stitute of MediCine; Nathan Clumeck, 
M.D., Head. DiviSion of Infectious 
Diseases. St. Pierre Hospital, Brussels. 
Belgium. 

More than 1,000 international par­
tiCipants are expected from a variety of 
public health and publiC policy 
diSCiplines. 

For further Information regarding thiS 
conference, contact Ms. Sherry Chorost. 
Conference Coordinator. AIDS Institute 
(518) 473-0641. 
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STATE OF·NEW ·YORK 

DEPARTMENT OF HEALTH 
MEMORANDUM 

SERIES • 84 - 97 

DATE· 11/29/84 

PUBLIC HEALTH SERIES: PH - 18, H - 61, NH - 43, HRF - 44, D&TC - 24, 
HM) - 8, Hospice - 20, HHA - 26 

SUBJECT: Confidential and Identifying Patient Information 

The publication of the names of AIDS patients in the news media 
represents a violation of patient privacy and a potential precedent for 
future breaches of privacy in AIDS cases and other reportable diseases. 
This has occurred even though State and Local Health Units have properly 
refused to release patient names. 

To help stem the occurrence of such incidents, the Department of 
Health recommends that health officials observe the following practices: 

1. All patient information derived from disease reporting 
should be treated as confidential. This concept dictates 
tha1 any information pertaining to a particular case 
should be known only to the attending physician, to 
appropriately authorized personnel in the health care 
facility in which the patient is treated, and to the 
appropriate County or State Health authority. 

2. Confidential information includes any information which 
can be used to identify an individual patient. Such 
information will vary with circumstances but may 
include such basic and seemingly innocuous data as age, 
sex, month of report, or dJte of death, particularly 
if the number of patients or the jurisdiction in which 
the disease occurs is small. 

3. No identifying information about an AIDS patient should 
be given to individuals, representatives of the news 
media, or the public at large. As a guide, information 
given should be limited to that appearing in the Depart­
ment of Health's AIDS Surveillance Monthly Update, which 
provides a numeric count by age, sex, county of residence, 
and diagnostic characteristics. Officials are especially 
cautioned against answering inquiries indicating that the 
questioner has some knowledge of a particular AIDS case 
and is merely seekil1g clarification or corroboration 
of seemingly harmless information . 



The Department of H~alth recognizes that public health 
officials have a responsibility to alert the public to the presence of 
disease in the community. This responsibility does not extend, however, 
to the release of identifying or confidentia'~ patient information. When 
in doubt, officials are asked to consult with the appropriate Department of 
Health Regional/Area Office for guidance. 

• 

f~.lbfl Director, Office of Health Systems • 
Management 

Distribution: Regional and Area Directors of Public Health 
Area Offices of Health Systems Management 
Hospital Infection Control Practi0ners 
County and City Healtn Commissioners 
County Public Health Directors 
Hospital Administrators 
County Nursing Services 
District Health Offices 
Article 28 Facilities 
Medical Examiners 
Funeral Directors 
Labora tori es 
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STATE OF NEW YORK 

DEPARTMENT OF HEALTH 
MEMORANDUM 

Suies 
Dah . 

83-88 
10/31/83 

PUBLIC HEALTH SERIES: H-48, NH ... 36 , HRF ... 36 , D&TC-25, rr·!0 ... 2, HEA-19, PE-::..6 

SUBJECT: 
Mandatory Reporting for Acquired Immune Deficiency Syndrome 

The Public Health Council has approved an emergency amendment to 
the State Sanitary Code to provide for mandatory reporting of Acquired 
Immune Oeficency Syndrome (AIDS). The purpose of this memorandum is to 
provide affected parties with instructions for reporting conditions of 
AIDS. Below is the text of the new Part 24 of the State Sanitary Code: 

Section 24.1 All cases or suspected cases of Acquired 
Immune Deficiency Syndrome shall be reported to the Commissioner of 
Health by city, county and district health officers, physicians, 
hospital administrator~. laboratories or persons in charge of state 
institutions. Pathologists, coroners and medical examiners or other 
persons determining from examination of a corpse, or from history of 
the event. leading to death that at the time of death the individual 
was apparently affected with AIDS shall also make such report to the 
Commissioner. Reports shall be made in a manner and on forms 
prescribed by the Commiss1oner of Health. After rece1ving the 
report, the Commissioner may request the individual making the report 
to provide additional information as may be required for the 
epidemiologic analysis and study of Acquired Immune Deficiency 
Synd rome. 

Section 24.2 Such reports and additional information shall 
be kept confidential, as required by Public Health Law Section 206 
(l)(j). 

Attached is the "Initial Case Report~ form for use in reporting 
cases of AIDS to the New York State Department of Health. The initial 
report may use either a distinctive identification code or the patient1s 
name. For each case of AIDS, information listed on the form should be 
called or mailed to The New York State Department of Health, P.O. Box 
2073, Empire State Plaza Station, Albany, NY 12220 (phone 51B-474-6730); 
or in New ~ork City, by calling 212-566-3630/3624 or mailing t~e form to 
The New Yo~k City Department of Health, Box 44, Rm 609, 125 Worth Street, 
New York, ~ew York 10013. Shortly, these forms will be on multi-part 
paper so that the reporting individual may retain the second copy for 
clinical files. Subsequently, personal patient-specific information will 
be requested on prescribed forms which will be uS8d to collect more 
detailed epidemiologic and clinical information which will be protected 
by the safeguards of Public Health Law 206 (l)(j). Public Health Law 
206 (l)(j) reads as follows: 



I 

(1) The Commlssioner shall: 

(j) cause to be made such scientific studies and research which 
have for their purpose the reduction of morbidity and mortality 
and the improvement of the quality of medical care through the 
conduction of medical audits within the state. In conducting 
such studies and research, the Commissioner is authorized to 
receive reports on forms prepared by him and the furnishing of 
such information to the Commissioner, or his authorized 
representatives, shall not subject any person, hospital, 
sanitarium, rest home, nursing home, or other person or agency 
furnishing such information to any action for damages or other 
relief. Such information when received by the Commissioner, or 
his authorized representatives, shall be kept confidential and 
shall be used solely for the purpose of medical or scientific 
research or the improvement of the quality of medical care 
through the conduction of medical audits. Such information 
shall not be admissible as evidence in any action of any kind in 
any court or before any other tribunal, board, agency, or person 

This sectlon of the Law limits the uses to which the personal 
data may be used and provides protections against lawsuits for the 
reporting person as well as the confidentiality of records accumulated 
through the study of AIDS. Thus, case reports and names are protected by 
law and cannot be released. Periodically, the Department will issue 
repo~ts on epidemiological and clinical findings. 

Initial report forms will be available from city/county health 
departments, or district/area/regional/central offices of the New York 
State Department of Health. 

• 
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Curbing the Fear of AIDS 
An important new study confinns that there is 

virtually no chance of acquiring AIDS through 
casual contact. The study discovered no such cases 
in households of AIDS patients. There is no justifica­
tion, hence, for society to tum victims of AIDS into 
pariahs, forcing them· out of jobs and apartments, 
refusing to provide them services or to let them, in 
the case of children, stay in school. 

AIDS is a fearful disease, but it is extremely dif­
ficult to contract. In America it is spread almost ex­
clusively-by virus-laden blood or semen that gains 
direct access to the bloodstream. These routes in­
clude homosexual intercourse, the sharing of con­
taminated needles among drug addicts, injection of 
blood products before blood donors were given the 
new AIDS screening test, and passage in the womb 
from affected mothers to their fetuc;es. 

The iear of more casual infection was aroused 
because the virus was occasionally detected in the 
saliva and tears of AIDS victims. That fear has now 
been firmly laid to rest by a survey in The New Eng­
land Journal of·Medicine of 101 people who live in 
the same house as an AIDS victim. The survey, con­
ducted by Gerald Friedland of New York's Monte­
fiore Medical Center and colleagues elsewhere, ex­
cluded people in known risk groups and also the sex­
ual partners of AIDS patients. It focused on house­
hold members who shared bathrooms and kitchens 
with AIDS victims, regularly hugged and kissed 

them and helped them bathe, eat and dress. If the 
AIDS virus could be transmitted by casual contact, 
these bousemates would show some Sign of !nfec­
tion. None did. 

AIDS is a lingering, lethal disease with many 
stranw.;: properties. No one was sure at first that it 
could not spread like wildfire. But as hospitals in 
New York and San Francisco began to fill with 

. AIDS patients, nurses and physicians cared for 
them despite the evident risk. Their courage pro­
vided the first evidence that AIDS is not casually 
transmitted. 

This record, confirmed by the new study, 
should set a clear limit on the fear of AIDS. Much 
remains to be learned about the disease, but there is 
now abundant evidence that no one need fear living 
or working with AIDS victims. No one need deny 
them comfort while they live, or abandon them 
when they are dying. 

Government's obligation, meanwhile, is to 
avoid the secrecy in policy making that a judge 
found In the recent dispute over admitting AIDS vic­
tims to New York schools. He upheld the city's·right 
to decide such questions on a case-by-case basis, but 
urged open discussion at every stage. 

The AIDS epidemic will rise higher before it 
ebbs or is brought under control. Until then, Amer­
icans now know there is safety as well as humanity 
in treating its victims with understanding. 

• 
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LACK OF TRANSMISSION OF HTL V -III/LA V INFECTION TO HOUSEHOLD CONTACTS 
OF PATIENTS WITH AIDS OR AIDS-RELATED COMPLEX WITH ORAL CANDIDIASIS 

GERALD H. FRIEDLAND, M.D., BRIA:-; R. SALTZMAN, M.D., MARTHA F. ROGERS, M.D., 

PATRICIA A. KAHL, R.N., MARTI!'i L. LESSER, PH.D., MARGUERITE M. MAYERS, M.D., 

A~D ROBERT S. KLEIN, M.D. 

Abstract To determine the risk of transmission of hu­
man T-cell Iymphotropic virus Type IIllIymphadenopathy­
associated virus (HTLV-IIVLAV) to close but nonsexual 
contacts of patients with the acquired immunodeficiency 
syndrome (AIDS), we studied the nonsexual household 
contacts of patients with AIDS or the AIDS-related 
complex with oral candidiasis. Detailed interviews, phys­
ical examinations, and tests for serum antibody to HTLV­
III/LA V were performed on 101 household contacts 
of 39 AIDS patients (68 children and 33 adults), all 
of whom had lived in the same household with an index 
patient for at least three months. These contacts had 

SINCE the recognition of the epidemic of the ac­
quired immunodeficiency syndrome (AIDS) in 

1981, several populations have been described that 
are at increased risk of infection with the human 
T-cell lymphotropic virus Type III/lymphadenop­
athy-associated virus (HTL V-III/LA \') and disease 
due to it. These include homosexual men, I intrave­
nous drug abusers,2 and recipients of transfusions of 
blood and blood products.3•i In addition, transmission 
of HTLV-IIIILAV infection to heterosexual partners 
of patients with AIDS 5 and children born to mothers 
with AIDS or in high-risk groups has been described. 6 

The major routes of transmission of HTLV -I II/ 
LA V infection have been well established. Blood­
borne transmission is supported by the presence of 
AIDS and HTLV-I II/LA \' infection in transfusion 
recipients and hemophiliacs, as well as in intravenous 
drug abusers, among whom sharing of needles is com­
mon.] HTLV-III/LAV has been isolated from pe­
ripheral blood in both symptomatic and aS~'mptomat­
ic cases of infections.s Transmission also appears to 
occur by means of intimate sexual contact, both 
homosexual and heterosexual,5.9 and the virus has 
been isolated from semen. IO Isolation of HTL V-II II 
LA V from saliva has been accomplished,lo,11 but 
there is no direct evidence for transmission by means 
of this fluid. The risk of transmission by less intimate 
contact is believed to be low or nonexistent. In support 
of this view is the indirect evidence that AIDS has 
remained confined almost exclusively to the risk 
groups initially described, in ..... hich close to 95 percent 
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Bron~. !'i Y . and the AIDS Br.anch. Cenlen for D.sease Con""l. ArI:mta. G. 
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210th Sr . Bron~. NY 10467. 

Supponed under I Cooper.ri'e Ag",e"",nt (L'6:!JCCU~OOi41·01) ,.ith the 
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shared household items and facilities and had close per­
sonal interaction with the patient for a median of 22 
months (range, 3 to 48) during the period of presumed 
infectivity. 

Only 1 of 101 household contacts - a five-year-old 
child - had evidence of infection with the virus, which had 
probably been acquired perinatally rather than through 
horizontal transmission. 

This study indicates that household contacts who are 
not sexual 'p'artners of, or bom to. patients with AIDS 
are at minimal or no risk of infection with HTLV-Ili/LAV. 
(N Engl J Mecn986; 314:344-=9.) 

of all cases occur. 12 Except for sexual partners and 
children born to infected mothers, none of the family 
members in more than 12,000 cases reponed to the 
Centers for Disease Control (CDC) are known to have 
contracted AIDS (CDC: unpublished data). In addi­
tion, hospital workers in frequent contact \,ith pa­
tients and patients' blood have been found to be sero­
negative for antibody to HTLV-IIIIL.-\ V. 13 Finally, 
most children in whom AIDS has developed ha\e 
belonged to an age group in which perinatal trans­
mission has been strongly suggested. 12 :-\onelheless, 
the possible risk of transmission of HTLV-III/L.-\ V 
infection to close contacts of infected persons re­
mains of great concern. To address this issue di­
rectly, ..... e identified and studied a large number 
of close but nonsexual household contacts of patients 
..... ith AIDS or the AIDS-related complex with oral 
candidiasis. 

METHODS 

Definition of Index Patients and Household Contacts 

AIDS was ddined according to criteria established by the 
CDC.I4·'~ In adults (p~rsons over the age of 18), AIDS·related 
complex was defined as the presence of (I) unexplained generalized 
lymphadenopathy (ar least one lymph node of more than I cm) 
invoking two or more extrainguinal node· bearing areas and persist· 
ing far ar leasr three months, or une:l.plained oral candidiasis, con­
firmed b) micrascop). and (2) twO labcrato,! abnormalities - a 
low absolute number of helper T cells «-l08 cells per cubic milli· 
mera) and a 10'" T.helper/T·suppressor (T-l:'T8) ratio « 1.0). 

A diagnosis of AIDS·related comple:l. "as made in children less 
than 13 rears of age if at least one of the folio" ing major clinical 
crireria or at iea$t three minor clinical cnteria, plus at least one 
laborato,! crrrerion, \\ ere all present for at least two months. The 
major clinical crireria "ere interstirial pneumonitis, parotid.gland 
enlargement, and oral candidiasis in the absence ofantibiottc ther' 
apl'. The minor criteriJ "ere recurrent bactenal infections, general· 
ized Iymphadenopath\,. hepatomegall'. diarrhea. and failure to 
thri\'e. Laboratory cnteria included an e1e\'ared concentration of 
one or more serum immunoglobulins. I) mphopellia, a low absolure 
number of T lymphoC) res, a low absolute number of T·helper Iym. 
pht,C)·tes, and a 101\ T·helperlT-suppressor ratio « 1.0). 

Household conta~rs were defined as persons "ho "ere not sexual 
partners bur whe Ii\'ed in the same household as rhe AIDS patient 
for at leasr 3 months in the period starting 18 months before the 
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onset of symptoms in the patielll and ending at the time of contact 
screening. 

Subject Recruitment and Evaluation 

E"aluation of household contacts began in October 1984 and was 
carried out through April 1985_ Household contacts were derived 
from three populations; (I) :l\'ailable contacts of patients who had 
been cared for and died at our institution ... ·ithin one year before the 
initiation of the study, (2) contacts of living p:ltients treated at our 
institution from October 1984 to April 1985, ana lj) contacts of 
patients referred from other New York City medical institutions 
between October 1984 and April 1985. Beginning in October 1984, 
all living patients with AIDS who were treated at our institution 
"ere interyie"cd to determiue the constellation of their households 
and families With the patients' consent, eligible household mem­
bers .... ere im ited to participate in the study. If the patients had died 
before the Initiation of screening, their kno .... n household contacts 
.... ere invited to participate. If household members had been re­
ferred from other institutions, the diagnosis of AIDS in the inde:'t 
case was confirmed b>' our revie .... of the medical records. 

After informed consent was obtained. each household member 
.... as screened b)" means of a detailed, standardized interview, a 
physical examination. and laboratory testing The interyie\\ includ­
ed recording of demographic variables and the medical history (in­
cluding birth history for children), an OlSsessment of possible risk 
factors for AIDS, a complete hislOr) of sexual acti\-i!) and drug use, 
and a detailed assessment of thc duration ",nd tvpe of household 
e~posure to the patient with AIDS Subjects 13\ears of age and 
older were Intervic-,ed direct!) The parents or guardians of 
subjects under 13 years "ere inten-Ie\,ed Instead of the subjects 
themselves Complete ph) sical e>.amina[ic.ns "ere performed. \\ lIh 
par:icular attention [0 the presence of h mphadenopath>, oral can­
didiasis, ... eight loss, and faIlure to thn' e 

Laboratory Evaluation 

Laboraton' e\'aluatlon included complete blood count and meas­
urement of immunoglobulins, T-ecll subs~ts. and antibodIes to 
HTL \'-11 L L\ \. by enzyme immulloassJ.) Complete blood counts 
"ere performed according to standard melhods. L\ mphopema "as 
deflncd as the presence of fewer than I:!( ... h mphoC\ les per cubic 
millimeter IgG was measured b)" raCIal ImmunoclfTuslon inormal 
range. 564 to 1765 mg per decililcr for ad ... hs and 269 to 1641 for 
chddren l. Serum and hepnrllliud \ enou~ bk>Ocl ob[:llned from 
s[ud\ partiCIpants were shipped o\'ernlshl to Ihe CDC. "here S['ld­
ies c.f T-eeH subsets, serolo~IC lestin;:: for HTL \'·111 LA \', and nral 
isola[ion "'ere performed. -T-cdl s~bsels "'ere measured ill "hole 
blood (chtldren under t\\O years) or in I\"mphoc,-tes separated from 
"hole blood by Ficol!-Hypaque gradIent as pre'iousl) descrlbed. '6 

Absolute T-ceH counts were calculated from percentages of T-cell 
subsets and Iymphoc),te counts (the normal range for absolute T4. 
cell counts W015 408 to 1583 per cubic mtlhmeter: Ihe normal T4tr8 
ratio" as 1.0 10 4.0). Anubodies 10 HTL \'·111 iLA \. were deter­
mined b) an enzyme immunOaSS3) ( .... bboa LaboratOries, :"orth 
Chicago). All serum samples .... ere tested ["'ICe .... slnSk positi\-e 
resul! In am sample \ .. as confirmed with the Western blot assa\." 
Cultures for !-tTL \"·lIl1L ... \' were perfcrmed as pre\lousl) de. 
scribed. 's 

Statistical Analysis 

Summar; statistics for continuous'l) pe \ ariablts (I e, ume Inter· 
\'als) arc expressed in terms of med,ans, ran~es. a~<l quantles_ The 
lerm "Jnlerquarule range" refen to the ran~e in \, nlcn the mlddk 
50 percent of the sample lies We delermlncd ex .. .:t confidence inter. 
\'als for the binoml.d proporuons 

RESULTS 

From October 198-t to April 1985,41 li\ing patients 
with AIDS or tht:' AIDS-related complex \\ ith oral 
candidiasis \\ ere available for inter,it:'\, and a::;reed to 
participate in tht:' study. We idc-ntificd (-to household 

contacts through this group, and 63 additional con­
tacts of 12 patients who had died of AIDS from Sep­
tember 1983 through September 1984 at our institu­
tion. Thirty household contacts of seven patients were 
referred from other institutions. Of the 233 household 
contacts of 60 patients, 36 were sexual partners of 
index cases. Since sexual transmission of HTLV-IIII 
LA V has been well documented, these subjects were 
evaluated separately and were not included in the 
present study. Eighty-nine (45 percent) of the remain­
ing household contacts declined to participate in the 
study: 55 percent were "too busy" with work or school 
or "not interested" in the issue, or felt that screening 
was "unnecessary"; an additional IS percent were 
"opposed to research," 16 percent could not be locat­
ed, and IS percent could not be screened because the 
index patient did not consent to participation of his or 
her family . 

Thus, a total of 108 nonsexual household con tacts 
of 41 patients were evaluated. Se\'en \\cre excluded 
from analysis - three because of the presence of risk 
factors for AIDS (one intra\'enous drug abuser and 
two homosexual men), one because blood \\ as nor ob­
tained, one because household contact lasted le;s than 
three months, and two bec;use re\ ie\\ of hospital re: 
cords of the index case failed to confirm the diagno­
sis of AIDS. The remaining 101 household contac~s of 
39 patients constituted the study population. Of the 
39 index patients, 37 had AIDS and t\\O had AIDS­
relared complex with oral candidiasis. There were 2i 
males and 12 females. Twenty-eight patients \\ere 
heterosexual intra\'enous drug abusers (i2 percent), 
one patient was a homosexual intr;l\'enous drug 
abuser (3 percent), three patients \\ere homosexual 
or bisexual (8 percent), three were sexual partners of 
persons known to belong to risk groups i8 percent). 
and four had no documented risk factor for AIDS (10 
percent). :":one of the household contacts had sexual 
contact with a patient with AIDS or had any other risk 
factors for AIDS. 

Of the 101 household contacts, i2 (i I percen t) "'ere 
Hispanic, 18 (18 percent) were black, 7 (7 percent) 
were white, and 4 (4 percent) were in other ethnic 
groups. Of 77 contacts reporting housrhold income. 
50 (65 percent) had an income bclo\\ S I 0.000, 19 \ ~5 
percent) had incomes of S 10,000 to 5:20.000, and 8 \10 
percent) had incomes abo\'e $:20,000: 80 percent of the 
study subjects belonged to households in which three 
or more people were supported by such incomes. The 
33 adult contacts had completed a me:ln of 9.5 years of 
education (median, 10; range, 0 to 16). Forty-fj\e of 
the contacts were male and 56 \\ ere female. Their 
mean age ..... as 19.4 years (median. 13: range. 0.8 to 
78). The 101 contacts included 68 chIldren under the 
age of 18 (50 were the biologic children of AIDS pa­
tients, and 18 were not), 3 oflspring O\er the age of 18, 
10 siblings, II parents (2 fathers and 9 mothers), and 
9 other rela ti\'es. Thin\ -three of the contacts \\ c-re 
older than 18 years, 4i \~'ere 6 to 18 years uld, and 21 
were less than 6 years of age at the time of scrcl'ning_ 
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Table 1. Months 01 Household Contact wIth PatIents \\.11th AIDS 
among 101 Household Members." 

M.DI,," R"I"fGt IPinlQL',unu R,,:-oG(t 

From January 1978 37 3-87 16-68 
From 18 months before 22 3-48 9-27 

symploms in patienl 

From onset of symptoms 7 0-35 5-13 
in pauenl 

From diagnosis of AIDS 0-21 0-6 
in pauent 

• All u'liervals were caJc:ul.ted 10 ume or evaluabon or household member 

I Ran .. 'D .. h,eh the IllLddle 50 perren, of the wnpIc "'" 

Fifteen of these 21 were biologic chtldren of index 
cases. Six of the 15 children were born to four mothers 
~ho contracted AIDS, and 3 others were born to 
mothers who had serum antibody to HTLV-III/LAV 
at the time of screening. 

The 55 percent of household contacts who partici­
pated in the study were of geographic, ethnic, and 
socioeconomic backgrounds similar to those of the to­
tal household-contact population, but differed some­
what in age distribution. The screened population had 
an identical proportion of children 6 to 18 \ea rs old 
(47 percent) but a lower proportion of adults \33 Ys. 41 
percent) and a higher proportion of children under 6 
years old (21 vs. 12 percent). 

Duration of Household Contact 

Two \'ariables - the duration of household contact 
with the index patient, and the amount of time 
elapsed between initial exposure to the patient and 
the time of screening - were calculated for sc\ era! 
periods. 

Of the 101 household contacts, 94 li\ed \\ ith the 
index patient for at least three months \, hile the pa­
tient was symptomatic or after AIDS or AIDS-related 
complex was diagnosed. Se\cn Iiyed \\ ith the index 
patient for 3 months or longer during the period 18 
months before the onset of symptoms but less than 3 
months afterward. Only one contact li\·ed with an in­
dex patient only during the 18-month period before 
the onset of symptoms. The total duration of the 
household exposure of the contacts to the p:ltients was 
substantial (Table I). 

Among the 101 household contacts. a medIan of 
31 months elapsed from the time of initial exposure 
to the patients during the period beginning 18 months 
before the onset of patients' s~·mptoms to the time 
of screening (range, 3 to 54 months; intcrquartile 
range, 23 to 35). 

Seventy-eight household mcmbl'rS had their Initial 
contact with a patient during the 18 mollth; before thc 
onset of symptoms. For this gruup. the median num­
ber of months elapsed from initial c\PQsure to screcn­
ing was 32 (range, 17 to 54, intcrqu.mile ran~e. 26 
to 38). Eighty-eight househuld members had Initial or 
continuing contact with the p.lti("nts arter the on~ct of 
symptoms but befo! t: the diagnosis of A I D:' or .\ IDS­
related complex. For this gruup. the mtdi.11l number 

of months elapsed to the time of screening was 13 
(range, I to 36; interquartile range, 8 to 19). SiAly­
eight household members had initial or continuing 
contact with a patient after the diagnosis was estab­
lished. For this group, the median number of months 
elapsed to the time of screening was 9 (range, I to 32; 
interquartile range, 3 to 19). 

Types of Household Exposure 

Among household members, there was substantial 
sharing of items and facilities with the patients, as well 
as considerable personal interaction (Table 2). After 
the diagnosis of AIDS was established, most types of 
household personal interactions with the index case 
were reduced substantially. However, a high percent­
age of household members assisted the patient I"ith 
bathing, dressing, and eating. These acti\'ities ",ere 
usually increased by parents, siblings, and older chIl­
dren of the patients. 

Clinical Cllild Laboratory Findings 

_Ye ~8lo1sebQld contact had AIDS; one met the crite­
ria for AIDS-related com~lq in children, Of the 1.01 
household contacts, 99 (98 percent) were ser(>negalhe 
for HTLV-Ill/LAV antibodies by enzyme immuno­
assa}' and 100 (99 percent) .... ere negatiH for antibody 
when \\'estern blot assay was performed for confirma­
tion (Table 3). Both household cor.tJ.Cts \\·ith HTL \'­
III/L.A. V antibodies on immunoJ.ssa\ I\ere children. 
One child, a two-year-old girl, was po~iti\·e on enzyme 
immunoassay but negative on \'·est .. rn blot testing. 
She had no symptoms suggesti\'! of HTL \' -II LLA \' 

Table 2. Type 01 Contact WIth PatIents WIth AIDS among 101 
. Household Members 

Acn\fTT 

Sharing or household items 
Ruo" 
Toothbrushes 
N;ul clippers 
Comb, 
Towels 
Clothes 
Callns utenslts 
ullng plates 
Dnnlung gt.s .. s 

Sharing or housthold (acllitios 
Bed 
Tollel 
Bath or shower 
Kitchen 

\\ ashing ilems used b)' patients 
DIshes 
Todel 
Balh 
Clothes 

(nt.racting with patient 
Helpln~ to balhe 
Helping to dress 
Helping 10 eat 

Slui.,nf hand, 
Hu&~tng 
KISSIng on check 
KISSln~ or. lips 

Pu.:( ... ., .. tj[ I)r \I!:\o(!I[a.$ 

, ... A .. -O\rT'I 

9 
7 

~1 

51 
37 
IS 
:5 
~() 

~s 

37 
90 
92 
93 

65 
JY 

S5 
38 

10 
16 
13 
~ I 
79 
83 
17 
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Table 3. Antibodies to HTLV-Ill/LAV among Household Contacts 
of Patients with AIDS. 

Co-."TAC'T (ilocr 
(IS R.nAno~ 

TO PAnt''') No. Sc ... ".D ND. I'osm," (PtlCE'T) 

lNl.nc!. 
DOtUN04SSAY WUTUH ILor 

Childnn <6 yr :11 2 (10) lOtS) 
BIOlogic offspring IS 2 (l3) 1°(7) 
Other 6 0 

ClUldnn 6-18 yr 47 0 

Adults 33 0 
Parents II 
Siblings 10 
Other 12 

Total 101 2(2) /.(1 ) 

infection. Her physical examination was normal, and 
she was in the 5th percentile for height and 37th per­
centile for weight. Her hematocrit, white-cell count, 
IgG concentration, T4/T8 ratio, and absolute T4-cell 
count were all within normal limits. A repeat speci­
men obtained eight months later was negative on 
enzyme immunoassay. Lymphocytes cultured at this 
second screening did not gro\, HTLV-III/LAV. Im­
munoassay testing of the child's mother was positi\'e 
at 31 months after the child's birth but negative at 27 
and at 35 months. \-\'estern blot testing of the mother's 
immunoassay-positive specimen was negative, and 
lymphocytes obtained from her at the same time as 
well as on a subsequent screening failed to grow virus. 
The child's father was given a di.lgnosis of AIDS in 
September 1984. There was no history of sex ual abuse 
of the girl by her father. 

The ~cond child was the 6\ e-\S:ar-old dallghter of 
two intravenous drug abusers. Her mother was given a 
diagnosis of AIDS in September 1984. The child was 
positive on enzyme immuno<tssay. which was con­
firmed by Western blot assay. Culture of her periph­
eral-blood lymphocytes for HTLV-IIIILAV, how­
ever, was negative. She has been hospitalized three 
times since birth for bacterial pneumonia and was not­
ed to have oral ~candidiasis at one year of age. At"the 
time of screening (at the age of five years) the child 
had generalized lymphadenopathy without oral candi­
diasis and was in the 62nd percentde for height and 
37th percentile for weight. Although the total white­
cell and lymphocyte counts were normal, the percent­
age of T4 cells was low (33 percent) and the percent­
age of TB cells high (56 percent), with a consequent 
T4/T8 ratio of 0.59. IgG was elevated, at 2800 mg per 
deciliter. On rescreening three months later, the 
child's T-cell ratio remained 101' (0.35), and her 19G 
was elevated (3000 mg per deciliter). 

Immunologic testing of the household contacts gave 
the following results. Of 86 subjects in whom lympho­
cyte counts were performed, 79 had normal counts 
anu 7 had lymphopenia. Of 94 in \,'hom 19G was 
measured, 84 (90 percent) had normal levels, 9 had 
ele\'ated levels (1560 to 2800 m~ per deciliter), and I 

had a low level (90 mg per deciliter). Of 100 subjects 
in whom T-cell subsets were dctcrmincd, 92 had a 
normal percentage of T4 cells and 6 had a low per­
centage; 4- of the 100 had low T4/T8 ratios - 3 be­
cause of an increase in the percentage of T8 cells alone 
and I because of both a decrease in T4 cells and an 
increase in T8 cells. Of 86 subjects in whom absolute 
T-cell counts were calculated, 83 (96 perCent) had 
normal counts and 3 (4 percent) had low counts (168, 
232, and 287 per cubic millimeter, respectively). 
These three patients had lymphopenia, which ac­
counted for their low T4-cell counts, but had normal 
T4/T8 ratios and IgG levels. Only one subject, the 
five-year-old seropositive child, had more than a sin­
gle immunologic abnormality. 

Five additional children in the household-contact 
populatiOll were born after January I, 1978, to three 
mothers in whom AIDS subsequently developed. 
None of the mothers had symptoms of AIDS at the 
time of delivery. The mean interval between deli\'ery 
and the onset of symptoms in the mothers was 37 
months (range, 16 to 55), The fi\'e children were nega­
tive for HTL V-III/LAV antibody and healthy, \,ith­
out any major physical or immunologic abnormalities. 
In addition, three healthy seronegati\'e children under 
six years of age were born to two mothers \,ho had 
antibodv to HTLV-III/LA Von enzyme and \'estt:rn 
blot ass'ays but who did not have ·.-\IDS or AI DS­
related complex. Two of the children \1 ere born 5 I and 
52 months before screening of the mother. One child 
was born se\'en months after her mother was docu­
mented as seropositive. 

D1SCUSSJo:-; 

In this study, despite proJoogtd and close con­
tact .... ·ith atients with AIDS or AID -
p. ex. 100 of lOJ household contact; did nor coo tract 
HTLV-III/L\ \" infection. The onh' contact wAA-be­
came infected \\'as a five-year-old djld whose mother 
had AIDS. This infection a eartd [0 ha\'e been ac­

uired bv erinatal transmission. 5:nc 
had signs and s\'mptoms of HTL \"-1II 'LAY jnfectjon 
since infancy. '\"e interpreted the ~e$ults of enzyme 
immunoassay of serum from a t\\c.-year-old child as 
being falsely positive, since the \\'e.s:::rn blot assay and 
a repeat enzyme immunoassay wert neg.Hive. In addi­
tion, the child was clinically well and had no im­
munologic abnormalities. We concl:.:e that noosex!lal 
housebold con tacts of pa tien ts will -\ I OS or ~ IDS 
related complex with oral candidj?,:s ore at miI1il+l~1 
or no risk for horizontal transmissi'.n of HTL \' -II II 
LA V infection (95 percent confider,~e inter. aI, 0 to 2 
percent). . 

We were able to screen tbe maj'.:it~ of hOllsehold 
contacts of index patients. They \'~re representative 
of the total household-contact pop_~.ltion except for 
the larger proportion of chIld ren ur,:a the age of six 
- the group that mighl be expcctt·: tLl be at higbest 
nsk for horizontal transmission of HTL \'-11 I :LA \. 
within the household setting. We :.lH' no) c\ idence 
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that persons who may have been ill or infected de­
clined to participate in the study, Persons \\ho be­
longed to risk groups and who 'did not choose to par­
ticipate would have been removed from analysis by 
the study protocol. Thus, we believe that there was no 
discernible selection bias in the study population that 
might weaken our conclusions, 

The precise period of infectivity of patients with 
AIDS is not kno .... l1, but studies of transfusion recipi­
ents who contracted AIDS 4, 19 clearly indicate that 
persons ",;th HTLV-Ill/LA V may be infectious for 
months to years before the onset of symptoms, For this 
reason, we arbitrarily chose for study se\'eral periods 
of household exposure before the onset of symptoms of 
AIDS: from 1978, because this year represents the 
approximate beginning of the AIDS epidemic, and 
from 18 months before the onset of symptoms in the 
index case, The current state of knowledge suggests 
that a patient with AIDS is likely to be infectious dur­
ing most or all of the latter period, Support for this 
view is derived from studies of transfusion-related 
AIDS in which continued carriage of \;rus in the 
blood of implicated donors, t\'en those without symp­
toms, has been demonstrated over long periods, rang­
ing from 12 to 52 months (mean, 28),19 In the present 
study, household members had substantial household 
exposure to patients with AIDS during the period in 
which the patients were likely to be carrying virus and 
to be contagious, Periods of household exposure after 
the diagnosis of AI DS were briefer for several reasons, 
including early death or prolonged hospitalization 
of the index case, early screening of household 
contacts after the diagnosis of...\IDS was documented, 
and fluidity and change; in household structure after 
diagnosis, ~st of the families in this study \,'ere 
Roor and li .. 'ed in crowded conditions, \"hicn would 
be expected to ["ct! Ita te hOrizon tal transm ission of 
infection In addition, substantial sharing of hou~ 
holr! facilities and items likel\' to be soiled \"ith 
body secretions took place during the period of 
presumed Inlectlntv, as dId the close personal Inter­
action and affectionate beha\ ior expected among fam­
ii)' members.... • 

Little information exists about the time of serocon­
version after exposure to the virus, Limited informa­
tion suggests that serocon\'ersion occurs within one to 
four months In one instance, in which a nurse was 
stuck \\'ith a needle from a patient with AIDS, sero­
conversion was documented 49 days after exposure,20 
In a longitudinal stud~ of seronegative homosexual 
men, serocomersion was documented 19 to 56 days 
after the onset of an acu te illness with Iymphadenop­
athy,21 In recently developed animal models, a similar 
time course from exposure to seroconversion was not­
ed,22.2J In the present study, a substantial amount of 
time ebpsed bt'r\\t'tn initial exposure to the patient in 
the household setting and rhe time of screening, On 
the basis of the limired dara a\ailable, ir appears that 
sumcient timt' had elapsed for seroconnrsion to have 

occurred in most subjects if there was a su bstanrial 
risk~Follow-up of the household contacts will be nec­
essary to confirm continuing seronegativity, but it is 
reasonable to assume that scroconversion will be un­
likely in those with no further contact with the index 
cases. 

False negative and false positive results on tests for 
antibody to HTLV-Ill/LA V are unlikely, Each en­
zyme immunoassay was repeated, and positive results 
were tested by \\' estern blot assay and virus culture, 
Small numbers of household members had immuno­
logic abnormalities that were minor and nonspecific 
and not associated with HTLV -III/L-\ V seropositiviry, 
No patient had more than one independent abnormal­
ity, except the one HTLV -III/LA V-positive child, It 
is most likely that this child acquired the infection 
congenitally or during the perinatal period, However, 
it is interesting and important to note that she was the 
only infected child among six children born since 1978 
to four women with AIDS and three children born to 
two HTLV-III/LA V-positive, asymptomatic moth­
ers, The risk of infection with HTLV-III/LA V among 
children born to infected mothers is not known, These 
very preliminary findings suggest that it is not sub,­
stantial; however, large-scale prospective studies art 
needed to address this issue properly, 

Hepatitis Band HTLV-IIIiLA V infection are 
quite similar epidemiologically, The populations at 
greatest risk and the presumed routes of transmission 
are almost identical. Homosexual men, intra\'enous 
drug abusers, transfusion recipients, sexual partners 
of infected persons, and infants born of infected moth­
ers all have increased rates of infection with both 
agents, Se\ eral studies ha\'e found apparent horizon­
tal trammission of hepatitis B infection in house­
holds, 24,~5 Therefore, despite the fact that HTL \', II II 
LA \', like hepatitis B, is present in saliva and blood, 
it is reassuring that horizontal transmission of HTL \', 
III/LA \' appears to be minimal to nonexistent in the 
household selling, 

This stud>' has expanded and confirmed the find­
ings of pre\'ious studies of small numbers of household 
contacts,:!6 The ab<cpr'e Qf horizootal transmissioo of 
HTL \'-IIIILA \' infection as determined :n this stud,; 
should sen'e to alienate the lears and concerns ot th~ 
,gro,,'mg number of household members and other 
close contacts of parients \dth AIDS, as "ell as the 
population at large Established guidelines for control­
ling the spread of..\IDS both \,ithin the hospiral and 
outside it appear to be reasonable and safe, Families of 
patients appear to be at little or no risk of HTL \', 
Ill/LA \' infl'ction, This study supportS the view that 
transmission of the infection' requires injection of 
blood or blood products or intimate sexual contact, 
ana th:ll longstandIng hC.llsehold exposure to patients 
with AIDS is associated "ith little or no risk oftrans­
miSSIOn of HTL\' -I IIi LA \' Infectlo..!1 

Weare indrhtd :c' H~r .. :dJ~rrc ~( D J~mc, Curran, ~( D.and 
~c~1 Stt'lgb,sei. ~I 0 for cri:ic;dly re\ Ie" In~ the manUSCript; to 
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helping to prepare the manuscript. 
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MEDICAL PROGRESS 

NEW POSITIVE INOTROPIC AGENTS IN THE TREA TME~T 
OF CONGESTIVE HEART FAILURE 

Mechanisms of Action and Recent Clinical Developments 

(Second of Two Parts) 

\,'ILSON S. COLliCCI, M.D., RICHARD F. '\\'RIGHT, M.D., A:>:D El'GE:-:r: BRAiJ:-;'\\'ALO, ~,f.D. 

NE"''ER PHOSPHODIESTERASE INHIBITORS 

Among the most promising recent devc:lopments in 
positive inotropic agents has been the description of a 
class of drugs that have both potent positive inotropic 
and vasodilator;; effects (Table: I). Initial reports have 
documented that these drugs do not inhibit sodium-

From the CMC,~\asculu DiVISIon. Dep:utmont of Med.Clne. HiU'\·1ltJ Medicil 
School. and B"gh~T. and Women's Hosp.tal. BOStOll Address repnnl requesl.S 10 
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Supponed III pa.- ~~ I niDlng granl (HL.()7()491 from the N.uonallnsll\UleS of 
Health Dr Colu::I's a Cl,nIClan,SclCnll" of the American Heart Assoc13uon 

potassium ATPase, nor are their inotropic effects 
diminished by reserpine-induced depletion of en­
dogenous catecholamine stores, pretreatment with 
beta-adrenergic or alpha-adrenergic blockers, H~ an­
tagonists, agents that block prostaglandin synthesis, 
or drugs that sc:lecti\'e!y block the fast inward sodium 
channels. Hence, they arc: often referred to as "non­
glycoside, non-sympathomimetic" positive inotropic 
agents. AlthoLlgh structurally dissimilar from one an­
other and from the mcthylxanthines, these agents ap­
pear to inhibit phosphodicsterase F-llI, the cyclic­
AMP-specific cardiac phosphodiesterase, selecti\'e1y 
and potentl)'. A growing body of e\'idence support:; the 
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TRANSMISSION OF AIDS 

The Case against Casual Contagion 

THE epidemic of acquired immunodeficiency syn­
drome (AIDS) has become an epidemic of fear. I Al­
though our understanding of the disease has been 
progressing rapidly, the new knowledge has often pro­
duced more public concern than relief. The identifica­
tion of the' etiologic agent as a virus - although of 
critical scientific importance - did little to quell the 
fears of either the medical community or the general 
population. Instead, people reacted to the fact that 
AIDS is caused by a virus with a hysteria reminiscent 
of another viral infection - the polio epidemic of the 
early 1950s. 

As each new observation was announced, .concern 
intensified. Isolation of the virus from semen ex­
plained the rapid spread of the disease in the sexually 
active male homosexual population but also aroused 
the fear of potential spread in the heterosexual popu­
lation. The recognition of an asymptomatic-carrier 
state amplified the fear of sexual contagion in our soci­
ety, and that fear was further intensified by reports of 
widespread transmission of the AIDS virus by hetero­
sexual activity in Africa. The recognition that con­
taminated blood and blood products were the vectors 
for transmission of the virus to transfusion recipients 
and patients with hemophilia and that intravenous 
drug users acquired the infection by sharing needles 
raised the possibility that health care workers could be 
at similar risk from occupational exposure. Probably 
the most sensational information, and perhaps the 
most misleading, was that the virus had been isolated 
from saliva and then from tears. This suggested to the 

public that the disease might be spread by food han­
dlers, by kissing or shaking hands, or even by contact 
with fomites. The media did little to dispel these no­
tions; on the contrary, the public was led to believe 
that AIDS was a highly contagious disease. 

The belief that the AIDS virus can be transmitted 
by casual contact has produced numerous political, 
legal, and ethical dilemmas. Responses have been 
varied, including ca11s for quarantine, mass screening 
of all potentially infected persons, expulsion from 
military service of a11 antibody-positive persC'lnnel, 
and exclusion',of infected children from schools. In 
some cases refusal to care for AIDS patients has been 
condoned. 

Throughout the epidemic, the Centers for Disease 
Control (CDC) has had a critical role in countering 
such reactions. Rational guidelines (based on the best 
available data on the modes of transmission) for pre­
venting the transmission of the AIDS virus were de­
veloped and widely publicized early in the course of 
the epidemic.2 However, the response of public official:.; 
has been erratic, and the public remains confused. 

Where are we now, five years after the epiderpic 
became evident? First of all, although the epidemic' is 
still increasing at an alarming rate nationwide, there is 
some indication that the rate of increase is slowing in 
certain areas, such as New York City, and in San 
Francisco the number of new cases has actually been 
constant for the past year. This observation may re­
flect a slo\\;ng of the rate of viral acquisition. Accord­
ing to one recent epidemiologic survey in San Francis­
co, only 5 percent of seronegative homosexual men 
acquired evidence of infection between 1984 and 1985 
(Moss AR: personal communication). 

Secondly, and surprisingly, the disease has re­
mained confined largely to the high-risk groups (ho­
mosexual men, intravenous drug users, patients with 
hemophilia and persons who received transfusions 
before blood screening was introduced, and the off­
spring and sexual partners of members of these 
groups), and the dist<bution of cases among these 
groups has been remarkably constant throughout the 
epidemic. In (,nly 5 percent of cases is the mode of 
transmission unknown. Thus, there is no evidence 
that the disease is spreading to other populations. 

Thirdly, certain factors have been shown to poten­
tiate the transmission of the AIDS virus in the high­
risk groups. Very early in the epidemic, studies from 
the CDC demonstrated that the risk of spread in 
the homosexual male population correlated with 
the number of sexual partners.2 This behavior ac­
counted for the rapid dissetnination of the disease 
throughout the country. Rectal receptive intercourse 
and the exchange of blood through the sharing of 
needles are activities that promote viral transmis­
sion. These activities may allow fluids containing in­
fecled cells to enter the circulation of the uninfected 
recipien t. 3 

In addition, intrauterine spread or \'ertical trans­
mission of the disease from mother to fetus is an 
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established mode of transmission.2 The chance that 
an infected mother will transmit the virus to her un­
born offspring may be as high as 50 percent. Unfor­
tunately, clinical AIDS is much more likely to devel­
op in an infected infant than in an infected adult. 
The virus has been isolated from breast milk, and 
breast feeding could represent another mode of trans­
mission. 

Furthermore, there seems to be no doubt that 
the disease can be spread by heterosexual sex. Al­
though heterosexual transmission has been postulated 
as the predominant mode of transmission in equa­
torial Africa, studies conclusively documenting this 
remain to be published. That the virus can be trans­
mitted from men to women during vaginal intercourse 
is supported by the fact that female prostitutes in Afri­
ca appear to be at extremely high risk of infection. 
According the the CDC (CDC AIDS program: per­
sonal communication), the total number of such cases 
in the United States in which heterosexual transmis­
sion has been implicated remains low - only 180 so 
far - and the disease in 152 of these cases was trans­
mitted from a man to a woman. On the other hand, 
examples of sexual transmission from a woman to a 
man are more difficult to document; only 28 cases 
have been reported in the United States. 

I t is possible that the difference between the two 
sexes in the rate of transmission is due to the fact that 
there are more male intravenous drug users and bisex­
uals capable of transmitting the disease to women 
than there are infected women capable of transmit­
ting the virus to men. Although it would appear that 
the potential for the future spread of this disease in 
the heterosexual community remains a serious prob­
lem, we still do not know the rdati\'e risk of spread 
of the virus through vaginal intercourse and are 
even less secure in our knowledge about transmis­
sion from women to men. To date there is no evidence 
that the disease is spread by oral intercourse or by 
kissing. 

Finally, remarkably consistent current data indicate 
that occupational exposure to patients infected with 
the AIDS vir.us does not pose a serious risk to health 
care workers. Over 1750 health care workers with in­
tense exposure to patients with AIDS have been stud­
ed for evidence of antibody to the AIDS \·irus.4 Of the 
.vorkers not otherwise members of high-risk groups 
(e.g., homosexl1al men or intravenous drug abusers), 
less than 0.1 percent were {()und to be antibody posi­
tive. In our institution (San Francisco General Hospi­
tal), more than 300 health care workers with intense 
and sustained exposure to patients with AIDS for 
nearly four years have been studied; all are antibody 
negative, with the exception of 14 of 50 homosexu­
al male hospital workers (Gerberding JL: personal 
communication). 

Can the disease be contracled by an accidental nee­
dle stick with a needle cont,lminated by blood from a 
patient with AIDS? Probahly yes, but \\ ilh an ex­
tremely low frequency (less than 0,5 prrcenl). Only 

one documented case, in a British nurse who acquired 
the virus after actually receiving a m:croinjection of 
blood after an arterial puncture, has been reported.s 

Three additional cases of possible needle-stick trans­
mission in the United States have been suggested but 
not proved.6 One worker was not available for follow­
up, and the other two denied high-risk activity; it is 
possible that in each of these three cases, acquisition 
of the virus could have been through one of the more 
well-described routes. In addition. over 660 subjects 
(including one who acquired hepatitis B) with needle 
sticks from infected needles have been studied and 
found not to have seroconverted.1 The low frequency 
of transmission of the AIDS virus by accidental nee­
dle stick as compared with that of hepatitis B, in 
which 20 to 30 percent of those so exposed acquire the 
virus, may be due to the large differences in the con­
centrations of infectious particles in the blood (up to 
IO t3 viral particles per milliliter for hepatitis B, 
as compared with 104 for AIDS).3 One can thert­
fore conclude that caring for AIDS patients, even 
when there is intensive exposure to contaminated 
secretions, is not a high-risk activity. Infection-control 
committees should therefore implement policies' to 
minimize accidental needle sticks and develop in~fec­
tion-control procedures based on the current CDC 
recommendations. 

The article by Friedland et al. in this issue offers 
strong supporting evidence that the AIDS virus is not 
transmitted by casual contact, even within a family 
unit in which there is intimate contact with infected 
persons.s Of 101 subjects tested who were li\'ing in a 
household with a documented carrrier of the AIDS 
virus, none acquired the virus, and it seems clear that 
the one antibody-positive subject y,'as infected by ver­
tical transmission in utero or at the time of birth. The 
implications of this study are strengthened by the 
fact that the infection-control procedures followed by 
many health care workers were obviously not em­
ployed in the families studied. The duration of expo­
sure reported was certainly sufficient, and the interac­
tions numerous enough, to pro\'ide every opportunity 
for the virus to be spread within the family if stich 
transmission was likely. Other, smaller family studies 
have produced results consistent with those of Fried­
land et al. Only I of 35 household members associated 
with 14 seropositi\'e Danish patients with hemophilia 
had serum antibody to the AIDS v:rus (human T-cel! 
lymphotropic \·irus Type III [HTLV-IlIJ). This per­
son had engaged in vaginal, oral. and anal intercourse 
with one of the infected patients with hemophilia.9 

The failure of the virus to spread in the secretion­
rich environment of the family may in part be ex­
plained by the very low isolation rate recently repor.ed 
in samples .of saliva. to Ho and his colleagues could 
isolate HTLV-II! from only I of 83 saliva samples 
cultured from antibody-positi\'e subjects, although the 
virus was detected in 28 of the 50 blood samples tested 
from the same population. to Others hJ\'e confirmed 
these studies.3 
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T-he picture IS therefore clear. The AIDS virus is 
spread sexually, by the injection of contaminated 
blood, and vertically from mother to fetus. Other 
modes of transmission are extremely rare. Persons at 
high risk of acquiring the virus are men who arc ho­
mosexually and bisexually active, intravenous drug 
abusers, persons receiving infected blood products in­
travenously, and children born of infected mothers. At 
intermediate risk are persons, especially women, who 
engage in heterosexual sex with members of high-risk 
groups. Groups whose members are highly unlikely to 
acquire the virus (i.e., virtually no-risk groups) in­
clude health care workers caring for AIDS patients 
and anyone who has casual contact with persons in­
fected with the AIDS virus, including food handlers, 
schoolchildren, co-workers, and family members. On 
the basis of these facts, the keys to preventing trans­
mission of the virus are (I) the screening of all donat­
ed blood and (2) education and other attempts to 
modify risky sexual behavior and intravenous drug 
abuse. 

It is now time for members of the medical profes­
sion, armed with this knowledge, to take a more active 
and influential role in quelling the hysteria over the 
casual transmission of AIDS. \Ve need to support 
public and medical officials who oppose universal 
screening, quarantine, the exclusion of students from 
classrooms, and the removal of employees, including 
health care workers, from the work place.7 The evi­
dence presented by Friedland et al. is a powerful argu­
ment with which to counter the public's fear of casual 
contagion and should be used to thwart attempts to 
discriminate against persons in the so-called high-risk 
group's. 

San Francisco General HospllaJ 
San Francisco. CA 94110 ~IERLE A. SANDE, ~·f.D. 
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Editor are considered for publication (subj t 
rid;ment), provided that they are submi ed 

in duplicate, si cd by all authors, typewritten in double s ac-
ing, lUld do not xceed 40 typewritten lines of manu ript 
text (excluding r ereoces). Submission of a letter cons tutes 
permission for th Massachusetts Medical Society, it 
sees, and its assign to use it in theJournal's various IIlOns 
(print, dab base, a optical disk) in anthologies, r is ions, 
and any other fonn r medium. Letters should not uplicate 
similar material bein submitted or published else ere, and 
they should not con abbreviations. Financial a ociations 
or other possible co icts of interest should .always be 
disclosed. -. 

Letters referring to a centJournal article mu be received 
within six weeks of the . c1e's publication. W. are unable to 
provide pre-publication p ofs, and unpublish material will 
not be returned to author unless a stamped I self-addressed 
envelope is enclosed. ! 

To tlu Editor: There arc serio Aaws in u ng an epidemiolol(ic 
study of the son described by Bu ller et a!. . uly 25 issue)1 to aid a 
criminal investigation of possible urder.! 

First, Rothman2 draws a parallel etwee John Snow's in\'cstil(a­
tion of a cholera eptdemic in Lon on, 'hich Identified a guiltv 
water pump, and the investigation b . B hler ~t aI., which Identi~ 
fied a guilty person. It hardly needs oi ting out that peoplc ha\lc 
more rights than pumps. particularly s ce the Identities of :\urse A 
and :-';urse B arc about as well known t anadians as thc idenrit\ of 
the presidcnt of the Cnlted States. H' '~r, the comparISon ha~ an 
cvcn more s~rious Aa\,. In Snow's in 'ew, ation, the cnrreet dia~no­
sis of cholcra was not ~n issue. In Ie st > by Buchler rt al.. the 
cause of the deaths of most of t babic was - and IS still -
unknown. Police responsible for i a group of my~(eriOUS 
deaths had better be \ cry certai which 0 those deaths involved 
murder and" hich dtd not, if th .. !Jopc to id ntif} a murderer by a 
study of the typc conducted by ohn Snow or uchler et al. Faulty 
idenrification of thc number 0 murders would learl)" scnd such an 
investigation 10 the wrong di. ction. 

Second, it was not the ma datc of Buchler et I to establish the 
cause of death. Ho\, e\ er, t.·c police and the Ro~ I Cnmmission of 
Inquiry concluded that a least som~ of the de ths were due to 
digoxin overdo~e. Thesc: elude the deaths of so e of the babIes 
who were exhumed or ",·ose tissues (which had b n preserved at 
autopsy) were studied. n the studies of these babi . the forensic 
scientists of the Onta' Solicitor-General's officc de~ eloped assavs 
to detect di~oxin in Ii cd or decomposed tissucs. Th . found high 
levels of the agent. . d the police and the Royal Co\,nmission of 
Inquiry decidcd tha ome of these babtes had been mur\lered by an 
o\'~rdosc of di.~oxi Thts diagnosis was based princip~lIy on the 
digoxtn assaYs. T onh problem with this procedure was that the 
investigators had 0 cO!1trol ("normal") vahH's, Such values may bc 
vcry difficult to talO in a population of cZ\bull1cd bndiel, uut in 
their absence. t stluation is analoo;;ous tn that in which a pft}sici.ltt 
makes a diagn sis on the basis of a sinc;1c labnr.llory tcst, without 
any kno"lcd of the normal \'alucs for thilt test. If this were L'ver to 
happcn (un inkable thought) and the diagnosis werc wrorl.'l, it 
"ould bc a I nma faCie Clse of malpractiLc. Digitalis is a biolor;ic 
product, a the genes for its production exist. Who knows what 
organism invade dead and decomposing tissues and what they 
mir;ht pr uce? . 

Third epidemiolol:' has come a long" ay since the da>'s of Lister, 
Semmc 'cis. and SilO". In particular, we ha\c learned how to eval­
uate d' Hnostic tests In ,terms of a number of characteristics - mo~t ", 
nota .' thclr senSltl\ It)' and specificity Oncc these are known, 1 

Bay ian statistics on be used to develop StallS tical probabilities \ 
abn t "hether a particular dia. gnostic test IS Itk"'~ to indicate the \ 

ect diagnosis. This approach was not rCill" necessary in John 
,,'s case. but it wOilld be hlghl} desirablc 10 the imcSlil(atioll of 
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Epidemiologic Notes and Reports 1985 Sopl 27;34:575-578 

Update: Evaluation of Human T-Lymphotropic Virus Type 111/ 
Lymphadenopathy-Associated Virus Infection 

in Health-Care Personnel - United States 

The occurrence of the acquired Immunodeficiency syndrome (AIDS) in intravenous (IV) 
drug users, blood transfusion reCIpients, and persons with hemophilia indicates that parenteral 
transmission of human T -lymphotropic virus type 1I1.'lymphadenopathy-associated virus 
(HTLV-lli LAV) occurs via infectious blood or blood products (11. Currently available practices 
have nearly eliminated these risks for transfusion recIpients and persons with hemophilia (2,3). 
Because health-care personnel may be Inadvertentiy exposed to the blood of AIDS patients, 
several studies have been conducted to determine the prevalence of HTLV-III LAV antibodies 
in health-care personnal who have cared for the~e patients (4-10 I. Combining published re­
sults with data reported to CDC shows that, to date, 1,75 B health-care workers participating 
i.!lluch s~die.~.b.,!~e.Q~~ jes~~~ for antlbodJ~_s_ to HlLV=TIi. T we!lti::i!~-( 1.~~~l,!:>,ere seroposI­
tive, and all but three of these persons belonged 10 groups recognized to be at Increased risk __ 
for AIDS. Epidemiologic information is not available for one of these three health-care worker~ 
who was tested anonymously. Because of the high level of interest in these studies and in the 
potential for occupational transmission of HTLV-IIL'LAV through parenteral and mucosal 
routes, the case histories for these two health-care workers are reported below. 

Patient 1. A female health-care worker was tested for serum antibodies to HTLV-1I1 in 
November 1984 as part of a study of hospital personnel She had sustained accidental nee­
dlestlck injuries in November 1983 and March 1984 (12 months and B months before) while 
drawing blood from patients with AIDS At the lime of enrollment in the study, serum anti­
bodies to HTLV -III were detected by enzyme immunoassay (EIA) and Western blot techniques. 
No serum obtained before or within 12 months after the needlestlcks WClS available for test­
ing. She was in good health until June 1984, when she developed mild but persistent lym­
phadenopathy, most marked in the axilla Beginning in August 1984, she experienced inter­
mittent diarrhea. When Interviewed by a physician, the piluent denied IV drug use or blood 
transfusions and reported being heterosexually monogamous since 1981. rier long-term sex 
partner denied homosexual activity, IV drug use, or other known risk factors when Interviewed 
separately. Although repeatedly antibody negative by EIA and Western blot methods over an 
8-month period, HTLV-III was recovered from his peripheral lymphocytes in April 1985 but 
could not be recovered from lymphocytes obtained several months loter. 

Patient 2. A male laboratory worker was discovered to be Iymphopenic after he volun­
teered to be tested In conjunction with a study in April 1985. At that time, he had serum an­
tibodies to HTLV-III by EIA and Western blot methods. No prevIous blood samples were 
available for testing. As part of his job, he processed platelets pooled from Individual donors 
for transfusion. In December 1983, he sustained an accidental cut on the hand while proces­
sing blood from a patient with leukemia. He also sustained an accidental needlestlck injury in 
August 1984 while processing a unit of pooled platelets. Both incidents resulted in parenteral 
exposure to blood from other persons It is not known whether any of the individual platelet 
donors or the patient with leukemia had HTLV-1I1 infection. The health-care worker IS asymp­
tomatic, although he had transient cervical lymphadenopathy dUring early 1985 HTLV-III 
was recovered from his peripheral blood lymphocytes in September 1985 DUring three inde­
pendent interViews, he demed any homosexual actiVity, IV drug use, foreign travel. or blood 
transfUSIOns. He described himself as heterosexual and was not aware that any of his approxi­
mately 12 lifetime sex partners had AIDS or were at Increased risk for HTLV-IIILAV Infection 
Reported by J Nadler. MD. S Landesman. MD. 0 Rechtmilf'. MD, S Holman. MS, New York Cay. New 
York. J Groopman, MO. Boslon. G Sedge. MPH. Boslon Depl 01 HeiJllh and HOSPllills, G Grady. MD, 
Massachusetts Depl 01 HeiJllh. J Gel.~ef(l'llg, MD. Sd" FriJnclsco. Caldorma; EnVironmenlal Epidemiology 
8f. Laboratory 01 Tumor Cell Biology. ~'dlloflal Cdflc;er Insltlute. Na/lonai Inslilules of Heallh; Hosplta! In­
lecllUns Program, AIDS Bf. ON 0/ Vlfil: CI.eases, Center lor !"lttCIIOUS Diseases, CDC 

Editorial Note' These two health-care workers probably represent occupational transmis­
sion of HTLV -III/LAV due to parenteral exposure, although In nBlther was a preexposure 
serulT' sample available to date the onset of Infection Although not reported during investiga­
tions of these two cases, It I~ difficult to tOHllly assure that additional risk factors for AIDS 
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wtlre absent. For purposes of epidemiologic surveillance. a case of occupationally acqUired 
HTLV-III:LAV infection should Ideally Include all the following features iJ worker with no Iden­
tifiable risk factors for AIDS whose serum. obtained within several days at the date of a POSSI­
ble occupational exposure. IS negative for antibody to HTLV-III. LAV but whose follow-up 
serum. in absence ot interim exposure to other"nsk factors. is positive for antibody to HTLV: 
III!LAV. The two cases reponed here do not tully meet these Ideal cntena However. there IS 
one published report from England of a nurse who developed HTLV-III. LAV antibody following 
an aCCidental needlestlck Injury ( 11) Her serum was negative tor antibody to HTLV-llliLAV at 
the time of exposure ThiS nurse reportedly had none of the recognized nsk factors for AIDS 
and was asymptomatic at the time the report was published. 

The two cases reported here represent the only known eVidence ot probable occupational 
transmission ot HTLV-III, LAV in the UOited States. ThiS confirms that the (lsk ot transmiSSion 
of HTLV-III.LAV infection to health-care workers tram patients is extremely low (4-1 q). 
HTLV-lIIfLAV infections appear to be much less transmissible through needlestlcks than' 
hepatitis B. neal'ly 26"" of persons comparably exposed to a hepatitis B surface antlgen­
positive patient develop infection (12). Nonetheless, personnel should follow recommenda­
tions deSigned to minimiZe the risk at exposure to parenteral or mucosal (e.g .• blood spatter 
on conJunctiva) contact with potentially infectious materials from patients With AIDS or sus­

pected AIDS ( 13. 14) 
Epidemiologic studies of needlestick injUries in hospital personnel Indicate that over .:1.0:. 

of the accidents are potentially preventable if recommended precautions are followed when 
handling used needles or other sharp oblects (6). Educational programs to familiarize health­
care workers with the basic practices in intection control are essenlial to the prevention or 
AIDS and other infechons. Health-care workers and others should become familiar with and 
follow recommended precal'Jtions when handling specimens. secretions. and excretions from 
persons known to be infected with HTLV-lIIiLAV. Health-care personnel whose serum is POSI­
tive for HTLV-III:LAV antibody should follow the precautions that have been published for 
health-care workers With AIDS ( 15). 
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LABOR/MANAGEMENT PERSPECTIVE 
GOER News 

AII)S poses no dangers to 

co-workers in office settings 

T wo State employees are known to 
have had AIDS-acquired im­

mune deficiency syndrome-and one has 
died from it, but both were members of 
identified high risk groups according to 
State officials. Neither posed dangers to 
their fellow workers. 

According to the Department of 
Health, in the case of a co-worker with 
AIDS "There's no special handling re­
quired." 

"Casual contact does not transmit 
AIDS. There has never been a case of 
AIDS that has been even suspected of 
being transmitted by a co-worker," says 
Frances Tarlton, spokeswoman for the 
Department. 

The Department's policy is that if 

lution of household bleach. . . should 
be used to wipe the area after cleaning." 

Mason's office offers additional point­
ers for three employee groups. 

Health care workers should follow 
standard infection control precautions. 
They should use special care to avoid 
being cut with sharp items-needles or 
scalpels-which are potentially infective. 
They should dispose of such sharp items 
in puncture-resistant containers as close 
as possible to the area where they were 
used, and avoid extra handling of needles 
to recap or remove them from disposable 
syringes, or bend or break them on pur­
pose before disposal. Where there is the 
possibility of exposure to blood or other 
body fluids, employees should take rou­
tine precautions. Gloves should be worn 

AIDS patients are well enough to work, 
they should do so, and neither proximity 
nor shared use of facilities such as drink­
ing fountains and toilets are calise for 
concern, she said. 

Dr. James O. Mason, Acting Assistant 
Secretary for Health in the U. S. Depart­
ment of Health and Human Services, reit­
erates that "AIDS is a bloodborne, sex­
ually transmitted disease that is not 
spread by casual contact." 

He adds that "fear among people who 
are not at risk is unwarranted and coun­
terproductive. People who are frightened 
of friends, co-workers and family mem­
bers who may be at risk of AIDS are suf­
fering unwarranted fear, and that fear 
doesn't produce any worthwhile out-

for handling items soiled with blood or 
equipment contaminated by blood or 
other body fluids. Gowns, masks and eye­
coverings may be required for procedures 
involving more extensive contact with 
blood and other fluids, such as post mor­
tem exarr.inations, some dental proce­
dures or endoscopic procedures involving 
use of equipment to look inside hollow 
organs such as the lungs or bladder. 
Those who get blood on their hands 
should wash them thoroughly and imme­
diately. To minimIZe the need for mouth­
to-mouth resuscitation, mouthpieces, re­
suscitation bags or other ventilating de­
vices should be kept handy. Gloves 
should be worn for direct contact with 
mucous membranes or broken skin of pa­
tients, and employees with sores or skin 

comes. This is the fear we need to do 
away with." 

Mason also says: "AIDS is not spread 
by the kind of nonsexual, person-to-per­
son contact that occurs among workers, 
clients and consumers in such settings as 
offices, schools, factories and construc­
tion sites. Workers known to be infected 
with the AIDS virus should not be re­
stricted from work on this account, nor 
should they be restricted from using tele­
phones, office equipment, toilets, show­
ers, eating facilit~es and water fountains. 
In the case of accidents in the work set­
ting, equipment that is contaminated 
with blood or other body fluids from any 
worker, known to be infected or not, 
should be cleaned with soap and water or 
a detergent. A disinfectant or a fresh so-

infections that ooze should refrain from 
direct patient care. 

Personal service workers, such as hair­
dressers, barbers and massage therapists, 
should follow principles of good hygiene. 
Instruments such as razors should either 
be disposed of or thoroughly cleaned and 
disinfected between clients. Workers 
with sores or skin infections which are 
oozing should not have direct contact 
with clients. 

Food service workers should follow 
recommended standards of good personal 
hygiene and food sanitation. They should 
take care to avoid hand injuries when 
preparing food. In the event of injury, 
food contaminated with blood should be 
thrown out for both aesthetic and ,'ani­
tarv reasons. * 
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VVilliam M. Valenti. MD 

AIDS Update Part 2 

The Acquired Immune Deficiency Syndrome (AIDS) 
continues (0 perplex health care providers. As our knowl­
edge has increased, so has the number of questions, 
especially those related to infection control and employee 
health. Since the last time AIDS was reviewed in this 
column,l additional information has become available 
which elaborates on some of the infection control aspects 
of this disease. 

THE ROLE OF HTLV-III 
The human T-celllymphotropic retrovirus (HTLV-IIl) 

appears to be the cause of AIDS.2 Other names used for 
HTLV-III are lymphadenopathy-associated virus (LAV) 
and AIDS-associated retrovirus. So called co-factors may 
be necessary to initiate disease after an individual acquire's 
HTLV-1l1 infection. Agel1ls such as cytomegalo\'irus, the 
Epstein-Barr virus and multiple exposures to HTLV-1I1 
have been suggested as possible cofactors. Only a rela­
tively small percentage of individuals who acquire HTLV­
III antibody eventually develop overt disease or "full­
blown AIDS." ~dies to datehave'sbown tha.-after I to 5 

~ ~~9!.follo~:~p,._'!.~_-~~J~JL~~~~!9posi0\:~ devefO~<! 
r'MuS." 
'j -Tri' addition, the spectrum of disease caused by HTLV-
1 III appears (0 be broader than originally thought. .. 
~,addili..Qna.125% of those. wi~l:L.!:ll1li~o_cJL.r:!!llL~a~~ 

\ ~e.,:e.lope~ AIDS-related .dis~a.ses incl~d~n.gn.~ur.l!l!)~l~ 
symptoms, fever, weight loss, dian'hea, oral canthdlasls 
and lymphadenopathy during the follow-up period.3 

The test for antibodies to HTLV·1l1 has now been 
appro\'ed by the Food and Drug Administration for use in 

From Iht Dtparlmmt oj Eplilmllulug)·. L'IIIt'l'wl) uJ RI/(b"llft ,I'ft/j, (II LI'Il' 
In', ROCMSI" •• VtUl "orA: . 

AddrtsS rlpn:.1 rfqlll's/s 10 lI'ilham .\1. \ ·(llwll •. \ID. L'lllvrrSlly'if Rochesler 
Mtdical em I". 6{)1 f':lmwIJud .-It'l'IIlll'. RochelleI', .vr 1-16-12. 

INFECTf(),v C().\'mnr. ~, h. Nu. /() 

screening the nation's blood supply. The test, using the 
enzyme-linked immunosorbent assay (ELISA) method, 
has been shown to be both sensitive and specific.-l When 
combined with the Western blot assay, antibody to HTLV-
I II was found in WO~ of patients l,,.lth AI DS,' l110re than 
80% of patients with AIDS-related complex and lewer 
than 1 % of heterosexual comrols.3.5 The use of this test 
should allay the anxiety of both patients and personnel 
over ihe safety of blood products used fur !ransfu£'Jn. 
'111e test is also being used for diagnostic purposes and as 
a result has brought with it another series of 4uestions, 
concerns, and controversies regarding infection control. 
Amibodies to HTLV-I I I tell us that an individual has 
clilne in comact with the virus at som~ ti!').l~i!)Jhq!~§.L<!.mL 
that the exposure was s!Knitic;,a!!!.~!!gh..!.<? . ..f.!!~§~_~z:1_ 
antibody rhP"C?n~!:-'D:!~~_ been ~.~cul_a.!!£I2.~~~~!!9~:... 
vlClUalSwlt HiLV-III anuooav are viremic and are able 
to transmit tfie disease to othe'rs, bUlthere aii:-noci'ata­
available yet to supportJM.\Vhen moi:especTfictesirngls­
available, it should be possible to determine cum:nl infec­
ti\'ity vs. past infection, in a manner similar to heratilj~ 8 
testing. Until then, patiel1ls with HTLV-1I1 antibody 
should be placed on precautions that include care with 
blood and needles as well as appropriate protective 
clothing when contact with body fluids is anticipated. 
Strategies lor isolation precautions should also altempt to 

maintain patient confidentiality without compromising 
employee health. 

Recently, the case definition for AIDS was re\'ised and 
.no~£~.~P'~.!l!.~s the r~.~J~.2Lal! ti_q9.c!.Y .. t~s.ti.llg!9 t!.-:r.JX:~ m 111 lhe definition. t; HTLV-III by itself does not fulfill 

'TfieCrllena fol·liiTection. However, the criteria for AIDS 
are met when alltibody is prcselll wilh cenain associaled 
diseases such as disseminated hiswpiasll1osis, isosporiasis, 
bronchial Of pulmonary cdndidiasis, non-Hodgkin's lym­
phoma or hiswlogic.Jiiy conlirmed Kaposi's sarcoma. In 
addition, patients arc to be excluded if lhey have been 

4~1 



It'Sled /ill' anlii>ody 1011'1'1.\'-111 and h.1\'t, a Ilcj{'lIive lest.n 

RISK TO HEALTH CARE WORKERS 
'Illc ('\,idcllce showing lack of' transmission of' HTLV­

III 10 hcahh rarc workt'l's (HC\\'~) has heen reassuring, 
Hirsch el al have published Illl' preliminary resulls of 
follow-up of needle stick accidents in 30 HCWs Ii'om 
patients with A I DS, There were no HTLV-I II antibody 
con\'ersions ill .111)' of Ihe emplo\'ecs who had antihody 
deterrnimHions done an a\'crage of 8 months after the 
accidellts, i 'I11e Hospital Inkc! ions Branch of the Cen­
ters for Disease Control is continuing its pro~pecti\'e studv 
of HeWs with parenteral exposures to the blood of per­
sons with AIDS, '10 date, no HTLV-III antibody con­
versions have occurred in 201 emplorees who have been 
tested a mean of 241 da\'s following the illric\cnts (Eugene 
MacRae, MD, Celllers fi)r Disease Control; personal com­
munication), A HC\\' in England developed HTL\'-III 
antibody following what was reported as a needle Slick 
from a patient with A 1/)5.)1 However, investigation of this 
incident has suggested that injection of blood also took 
place at the time of the needle puncture (Harold Jaffe, 
Centers for Discase Control: personal communication). 
Current isolation precautions seem to be adequate for the 
protection of employeesY 

INFECTION CONTROL PRECAUTIONS 
Hepatitis B continues to provide a goud model for our 

understanding .of A I DS since the agents of these two 
diseases are transmitted in similar fashion, Therefnre. 
isolation precautions for persollS with A I DS and AI DS­
related complex should he similar to hep;ltitis BY Some 
employee health alld inkction control practitioners have 
asked if isolation precautions should be instituted [or 
pat.ients in high-risk groups for AIDS. Infection control 
staff should folio\\' the same process of problem solving 
that is used for patiellls with other suspected infectious 
diseases. It should be kept in mind that people at risk fiJr 
AIDS mar not be readily apparent, in the same way that 
persons who are carriers of hepatitis B surface antigen 
(H BsAg) are not alwa\'s detected. Decisions related to the 
need for isolation precautions are nest made on an indi­
vidual basis after evalualing the patielll for a histon' C?f 
such things as unexplained feycrs, weight loss. dianhcCl 
and lymphadenopathy. 

Employees who ha\'e ~ignificant exposures to the blooci 
of persons with AIDS should he halldled anording 10 Ihe 
hospilal's infl,(,tion control polin! lor hepatitis B sil1cc 
1>llIllt' paticnt~ at high iisk Ifll' ,\ I J)S II ill :i1S() 1)(' (:lni('l's of 
hepatitis B slIIla( (' antigell (II Bs,\g), Etllplo~l,t,~ 111.1\' also 
Ill' elllncd illio I hl' (:I)(:'s prospcCI h' filliow-up sllId .\' of 
employees with Sill h ('xprmill's. (Additional inli>rlllalioll 
regarding this slllIl\' ('an 1>(' obtai lied fmlll Ihc CJ)C~ 
Hospital Inkctiolls Branch OIl '1()4-:~~!I-:H()().) SOllle 
illSI illli ions ha\'c I'CCOIlIIlH.'IHkd I h:11 pregna III elll pl()\t.'('s 
not han' Conla(1 wilh paliel1ts wilh AIDS.'" 'Iltis is a 
contro\'lTsial III;I((el' Ihal should ill' thollght out carcfllll~' 
so Ihat infeclion COllI I 01 policies :IIT t'quitable fill' all 
t'1II ployt.'t.'s. I'rl'g.!.!i.!_~I~!' d ~.~'-\ -'!! l,~ i II( 1l·.a_~l'_~.S21 rea~1 ~~ 
remote chancc of a~lIiring 11'1 /.\'-111 I'rolll palll'nls. IT fl 
woul(I'seenlrea.~(jlla hie' i ht'li~'Ii<)t' "tii-"csti:icT -,Jrcg'na III 

cmployees Irom caring fc)r patients with AIDS. at least for • 
inf('Clion conlrol purposes. Since many people with AI DS 
shcd cytomegalm'irus (CMV),t2 some have proposed that 
pregnant women be restricted on that basis. Since 
nosocomial transmission of CI\-f\.: from patients to per-
sonnel has not been shown to occur, I:! we do not restrict 
pregnant women fr<?tn caring lor CI\IV patients either. 
Those hospitals who reslrict pregnant women from car-
ing for patients with CMV should also consider the same 
reslriction for patients wilh AIDS in order to be consis-
tenl and uniform in their approach to this disease. 1I 

THE HEALTH CARE WORKER WITH AIDS 
Another concern involves the HCW with AiDS or 

AIDS-related diseases. Some facilities have either 
restricted or attempted to restrict such em ployees from 
patient contact. We recently revised the guidelines for the 
care of patients with AIDS in our hospital. and it was 
decided that the matter of the employee with AIDS would 
be evaluated individually rather than trying to develop a 
strategy for all such situations. The Advisory Committee 
on Infections Within Hospitals of the American Hospital 
Association has approached this problem in a thoughtful 
manner that is consistent wilh the epidemiology of 
A I DS.I· The\' note that man" factors need to be consid­
ered when ~\'aluating such' employees including the 
nature of the employee's patient care responsibilities, 
results of continued follow-up of the employee and the 
advice of the hospital'S legal counsel. As with the hepatitis 
B carrier,14 it is not necessary to restrict all employees with • 
AIDS from working in health care settings,l" Using the 
hepatitis model. the lransmission of HTLV-III from per-
sonnel to patients is remote to non-existent. The CDC 
employee health guideline recommends that employees 
with A I DS receive counseling about precautions to mini-
mize the risk to others and that these employees wear 
glo\'eg when involved in any procedures that involve 
trauma to tissues or direct contact with mucous mem-
branes or non-intact skin. I" The other important issue 
here is lO addres restrictions for any infectious diseases 
that might be more easily transmitted from person-to-
person (eg. pulmonary' tuberculosis, herpes simplex or 
herpes zoster). 

INFECTION CONTROL IN THE LABORATORY 
Clinical and research laboratories will have special 

needs that should be considered in the hospital's overall 
approach to A IDS. (;uidelincs filr laboralories that art' 
('II 1'1'('" I I)' a \'a i I:t hie a r(' wort II r('\'i ('W i" g. I 1·1 Ii \\'h i Ie a II 
were \\'ritll'1l hefore I-ITI.V-Ill was proposed as the agcllt 
of' AIDS, the rct.'OlIll1lendations arc remarkabl\' similar 
, .. ,rI appropriate, fClr the most part. TIle risk of' acquiring 
A I DS in th e cou r~e of lai>oratorv \\'or k in no way 
approaches the risk of hcpalitis B. Howe\'er, laboraton' 
\\orkcrs should know that the specimens the), are han­
dlillg are potcnlially ha7arc\ous, inliIl' same way we place 
patients Oil precautions filr hospital staff with patielll 
cOllla('\. If pl1.'caulions fill' paliellis alld Iheir laiJoraton 
specimells are rlc\'cloJ>cci alollg lite same lilies, then il is • 
not necessary lill' spc("imclls to be labclcd witlt tht' 
patiellt's diagnusis. Ideally, a biohazard label should he 

Emplcryf' Htalthll'alml1 



• sufficient since all labeled specimens should be processed 
using the same precautions. Since hepatitis B appears to 
be transmiued more easily than HTLV-lll, it makes infec­
tion control sense to take the same (or more) precllitions 
when handling specimens fi"Om patients with hepatitis B. 
TIle method of' notil)'ing the laboratory of these spec­
imens has been a dilemllla Ic)r many hospitals, where a 
variety of methods has been used. l.aboratoriL·s in sOllie 
hospitals keep lists of' nallles of pat iellts witll t\ I DS illld 
A I DS-n:lated diseases. Itt his is t hc ca~e, these lists slllluid 
be kept out of public arC'as, aile! ef'f(lrts ShOldri be takell to 
veril} the 1J;lllll'~ on Ihl' lisl OIl1d ("('I n()\ l' thl'nl if the 
diag;\CI~is i~ IIdl'd 0111 or if IIIl' p;tli('11t elil·s. Illi~ la~k 
llsually bC(OIlICS all illfenioll <olllr()1 dlllY which t:tn be 
cumbersome to manage. On I he miler halld, thc dvailable 
guidelines emphasize the importance 01 good technique 
rather than extraordinary precauriom when processing 
specimens. 'lhese precautions include proper handlingof 
needles and syringes, the need I()!' minimizing aerosols, 
protective c10lhing as needed, the lI~e 01 l:f() household 
bleach lor decontaminalion of blood spills alld handwash­
ing afler halldling specimens.l:i.11i 

SAFETY OF THE HEPATITIS B VACCINE 
'Ille salery ol"thc hepatitis B \';Ilcine has becn one of the 

mo~t heated comnJversics in lIledicine during the entire 
AIDS crisis. 'Il1t: major eoncel'll olvaccille contaillination 
with HTLV-li I appears to be settled b)' the reccntl), pub­
lished vaccine safi:tv statcment from the CDC,I7 The 

• 
major poillls of the s;de~' ~tatelllel1l are that: I) HTI.V-II I 
has been shown to be inauivated by Ihe ('xtensiH: \'aedlle 
manufacturing process; ~) no DNA sequences of HTL\'­
III have been delected ill the \"<lccine; and 3) no excess 
HiL\'-IlI antibody conversions have heC'1l detected in 
vaccinees when compared to cOlltrols. The vaccine 
appears w have been \'illdicated, but not all t'llIpl()H.'es 
are aware of this salelY report, ;-'(all)' HeWs are deferring 
vaccinalion because of unwarranted concerns over vaccille 
safery, Epidemiologically and intuiti\'ely, ht'patiri~ B 
appears LO be Illore trammissible than HTL\'-I I I; alleast 
one case report has demonstrated nosocomial I ransmis­
sion of heparitis B in lhe abscnce of' HTLV-I I I transmis­
sion. lIl 

THE NEED FOR PLANNING 
There are two e1emelHs of an ill leuioll COllt wi progralll 

related to A lOS, All health care facililies should have a 
policy in writing that f()lIo\\'s the Illodt:! described b} the 
American Hospiral Associatioll,ll :\n educational pro­
gram lor employees is also essential. Bccause of tht: 
diverse nalure of HeWs, stich prograllls should bc tai­
lored to each group specifically.l!I 111t: epidcllliology of 
AIDS may be changing in sueh a way Ihat disca~c is 110 

longer cOllfined to the ~()-callecl high-ri~k arl'a~ bUI ilia), 
emerge in small to llIt'dilllll-sized (ilil'~ as \ll'Il.:!() III ;ltldi-

• 
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tion, some persons with AIDS who acquire their disease 
in high-risk areas will continue to rettll'll home to be ncar 
f;lI11ily and li-iends and Illay also require hospilali/atioll. 
Annc and extended Glle ta(ililit.'s that han; lIot carl'd li)r 
persollS with A I DS should nOI wait L11l tilt he lirsl pal iellt is 
admilled bclinC' ~tarting their plallnillg, The tillle li)r lhis 
planllillg is IlOW.:!1 

Plallllillg, writillg poli( ie~ alld elllployee c.:dllcalioll arc 
essential Ckllll'lItS 01 inl'l'( tioll lonlrol plogralll!> lor 
AIDS. '1l1c role 01 inlet tioll colltrol alldl'lllploH'e health 
pralliliont'rs is ('('Iltr:d 1.0 IIII'w al ti\'ilic,,>. It i, 1"~('lIti;d 
th(,11 tll:11 WI' '1II,d\/(· ;I\"il.lhll· d,,1;1 I ;111·11111\ III hl'lp 0111' 

I'Il1plo~('I'~ pili Ihi~ eli~l·oI~t· illl" pCI ~IH" 11\(' "I 111.11 til!'\' 
Ill"y COlllilllle 10 jJJ(Jlule oJllilll.d I dll' lor p('r~(lIl!> II ith 
AIDS. 
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NEW YORK srATE 
DIVISION OF SUBsrANCE ABUSE SERVICES 

SPECIAL BULLETIN 1-85: ACQUIKED IMI1UNE DEFICIENCY SYNDROt1E (AIDS) 

October 3, 1985 

I. ~TLV-III Blood Test 

A v~rus known as ~TLV-III (an abbreviation for Human T-Lymphotroplc 
Virus-III) nas been associated with AIDS - Acquired Dmmune Deficien~j 

S~ldrome. The HTLV-III virus is either the cause of AIDS or a 
contributing factor. 

A person who has been exposed to the HTLV-III virus usually develops 
HTLV-III antibody to fight off the virus. The ~TLV-III virus is 
probably transmitted during sexual activity that involves the 
exchange of body fluids (such as blood and semen), by sharing needles 
to inject drugs, or by receiving transfusions of blood or blood 
products containing the virus. 

In March, the Federal government approved the use of a test to screen 
blood for the presence of antibodies to the HUman T-Lymphotrophic 
Virus (HTLV-III). The HTLV-III test is being used to screen donated 
blood to make certain that blood containing the HTLV-III antibody is 
not used in transfusions. The test has recently also been .ilade 
availaole to individuals in groups at high risk for AIDS, such as 
intravenous drug users. It is therefore extrel:1ely lIilpOrtant tnat we 
understand the limitations of the test. 

r,mat tne test results nean •.. 

The HTLV-III blood test is NOT A TEST FOR AIDS. The test only 
indicates if a person has developed antibodies to the HTLV-III 
virus. The HTLV-III test: 

is NOT a test for AIDS; 
is NOT a test to predict if someone will get AIDS: 
is NOT·a test to indicate if someone is urunune to the 
HTLV-III virus: 
is NOT a test to determine if SOfi1eone can trdnsmlt the 
HTLV-III virus to others. 



Results of :he ~TLV-II! olood test are inconclusive at the 1ndividual 
level and tne test ;::rovlC~es l~ttle iiledical inior;;'.anon. A ?Jsit1'/e 
test result may cause unnecessa~l psyc,ological distress, and, 1f not 
kept confidential, could lead to discri.minatlon. A. negative test 
result may cause an unwarranted ~ense of security. ~~ith these 
limitations in mind, clients snould be discouraged from routinely 
seeking the dTLV-III test. 

Avallani.lit'l of cestlnlJ . 
Despite the .severe lL"7litations of tne test, SOI;]e cllents ";111 · .... ant co 
have their ~lood tested. It 1S tnereiore cr1t1cal taat 9rograws 
?re~re staff co deal ~ith che ?redlctaole ~~eStlons and 
fsyc,ologLcal stress sta~ng from ?OSlt1Ve test results. 

For those ~ho insist on haVing the test done, the State ~ealcn 
Departwent has established regional counsel~ng and CeStlng centers 
upstate. The centecs will orovide i:U:oc-.a.cion aooUt the test: gL'/e 
eacn incividual seeKing ene-test a code nur..oec; draw olood and 
fO~Jard it to a State-des1gnateJ laoorato~! for anal/s1s; and, 
;::erha9s moSt Lu90r~antly, prOVide 9Ost-cest counseling. A. code 
s:rste.rn 1S used :0 ensure the con£idennallty of all test :esults. 
'!here is no aar'::e for the teSt. Clle!1t3 · .... no ' .... ant the test done 
snould be referr~d to :::le ce!1ters listed :Jelow ... nenet/er ?t'ac::'l,"'ole 
to r.ake cert:al~ t:lat ad~--uate flre- and ?Jst-'test counsel.lng i5 
provijed. 

More inioCtation acout the H~!H-rII antloody test anJ che ser'llces 
offered tnrougn r~3ior.al testlng centers ~y be obtalned oy calling 
tne BTLV-EI :'esc ?epcesentatl'/e'dt one of ::::e Eollowlng nwn.oers: 

Buffalo (716 ) 84 i-4520 

Roc.'1ester (716 ) 423-3081 

Sycacuse (315) 428-4736 

Aloany (518) -\5i-i'lS2 

N:w t1:>cnelle (914 ) 632-413 3, 2:<t. ·*39 

Nassau Coune:! (516) 535-2004· 

SUffolk Couney (516) 348-2999 

In Ne' .... '{ork City, the City De;::arti.ent of Healt:1 snould ::::e coneact'2d 
regarding testlno:; or =it'2st:.ons aoout counsellng ane loody ;:OS 1:: 1'/e 

;::atl.encs. ::''2 City )e9drt~ent t...lC ::ealtn ' s .';':::JS Hotlln.: :1LUuoer L3 

(il8) 2T:""/-1l1. 
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APPENDIX A 

F ACT SHEET ON AIDS AMONG IV DRUG USERS 

• IV drug users - not just gay men - get AIDS. The majority of drug users tested in a recent study in New 
York City had already been exposed to the virus that is believed to cause AIDS. Researchers think they were ex­
posed by sharing.needles with other drug users. Drug users in other areas of the United States and in other 
countries have also been exposed . 

• By. February 4, 1.985, 1,403 intravenous drug users had already gottep. AIDS and 725 of these men and 
women had died of the disease. 

• AIDS can be spread sexually from men to men, and from men to women or women to men. Some people 
who have had sex with IV drug abusers have themselves developed AIDS even though they had never used 
drugs intravenously. 

• Researchers believe that some healthy people can be AIDS carriers. Whether or not an IV drug user is con­
tagious for AIDS cannot be told by his physical appearance. 

• At least 46 children of IV drug users have already gotten AIDS, presumably transmitted from their parents 
before or at birth. About 60070 of children who have gotten AIDS have died of the disease. 

• No one can assure you that you haven't already been exposed to the virus that causes AIDS, but you can 
reduce your risk of coming in contact with this virus in the future by doing the following: 

1. Stop.shooting drugs. 

II. If you continue to shoot drugs: 
1. Don't share any needles, works, or cookers. 
2. Stop going to shooting galleries and renting works. 
3. Use your own clean equipment and don't share it with anyone. 
4. Be aware that some "n~w needles" are re-bagged. Inspect the packages and don't use re-bagged needles. 

III . .Don't enter into a sexual relationship with someone who has AIDS or who shoots drugs. 

IV. If you have been having sex with a drug user, you may already have been exposed to the AIDS virus. This 
does not necessarily mean you will get AIDS since many people seem to have been exposed to the virus 
without developing the disease. You can help yourself and your partner, however, by encouraging your 
partner to stop using drugs and to enter drug treat~ent. This will reduce your chances and your partner's 
chances of being exposed to the virus again. You might also consider changes in your sexual habits. While 
it is possible that the virus can be spread by any type of sexual activity, certain changes in your sexual prac­
tices may reduce your chances of being exposed to AIDS. For example, you might: 
1. Use condoms during vaginal intercourse. 
2. Eliminate anal intercourse - this type of sex appears to be especially dangerous. 
3. Eliminate "rimming," or oral-anal contact. 
4. If you have oral sex, you can minimize your exposure by not having your partner come (ejaculate) in 

your m9uth, or by not swallowing the ejaculate . 

• If you want to get help to stop using drugs, the following groups are available to you: 
[Local agencies should type in their recommendations here.] 

R~production for educational purposes permmed. Not for resale. 

From Marmor et aI. (1984). The epidemic of acquired immunodeficiency syndrome (AIDS) and suggesnons for Its ~ontrol In drug abusers. 
Journal 0/ Substance Abuse Treatment. Vol. I, No.4, pp. 237-247, published by Pergamon Press Inc .. Elmsford. NY 10523. 
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APPENDIX B 

FACT SHEET FOR IV DRUG USERS WITH AIDS 

You have been told that you have Acquired Immunodeficiency Syndrome, or AIDS. This disease is characterized 
by a weak immune system. The immune system is responsible for the protection of an individual against' 
various infections and tumors. The following measures are strongly recommended. 

• Refrain from the use of drugs immediately. This will protect you against other infections. It will. also pro­
tect others from acquiring the disease from you, as AIDS is acquired from blood on contaminated needles, sy­
ringes and cookers. 

• AIDS can also be sexually transmitted. If you have a steady sexual partner and your doctor advises that it 
is alright for you to continue to have sex, then protect your partner by: 

1. Using condoms during vaginal intercourse. 
2. Eliminating anal intercourse, as this type of sex appears to be especially dangerous. 
3. If you have oral sex, don't ejaculate in your partner's mouth. 

• AIDS can be transmitted to children either during pregnancy or around the time of delivery. Therefore at 
any sign of illness in your children seek medical attention for them. If you are a woman this would not be a 
good time to become pregnant. If you are a man, it would not be a good time for your mate to become preg­
nant. Use a safe method of contraception as recommended by your doctor. 

• Refrain from donating blood, sperm or any body fluid, tissues or organs. 

o Toothbrushes, razors or other objects that could be contaminated with blood should not be shared. 

• 

• Since your immune system is weakened by AIDS, you are a likely victim for many infections. It is of the • 
utmost importance that you be followed at a medical clinic even if you are feeling well. If you begin to feel 
unwell, seek medical at:ention immediately. Tell any doctor, nurse, or dentist you are seeing that you have 
AIDS, so that proper evaluation can be done, and precautions taken to prevent transmission of the disease to 
others. 

• Many of the infections associated with AIDS require long-term treatmem and follow-up. If you have been 
advised to take certain medications, do not stop using them unless you consult your physician. 

• If you need help to stop using drugs, the following groups are available to you: 

o If you need help with family counseling, personal counseling, housing, nursing care or home care, seek 
help from clinics, hospitals, social agencies, and mental health clinics. 
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APPENDIX C 

INFECTION CONTROL GUIDELINES FOR PERSONNEL 
OF DRUG TREATMENT CENTERS AND PRISONS 

247 

The following guidelines are suggested to minimize the risk of transmission of the AIDS virus to staff caring 
for persons with AIDS or at risk of AIDS, including all intravenous drug abusers. 

• In administering health care, disposable needles and syringes should be used. Care should be taken to pre­
vent needlestick injuries by the proper disposal of needles in designated plastic or metal containers, without 
recapping or clipping the needles. 

• Persons drawing blood should wear gloves and use luer-Iock syringes. 

• Gloves need only be worn when handling blood, urine, sputum or fecal specimens. 

• Gowns need only be worn when there is likelihood of soiling of clothes with body fluids. 

• Masks need only be worn when there is risk of contact with aerosolized secretions such as suctioning of pa­
tients or high-speed drilling by dentists. 

• Whenever possible disposable instruments should be used such as thermometers, tongue depressors etc . . 
• Soiled instruments or other objects should be bagged and labelled "corltaminated" and processed in the ap­

propriate manner. 

• A label marked prominently with "Blood and Body Fluid Precautions" should be affixed to all blood and 
other specimens. This warning label should accompany the specimen through all phases of processing until 
ultimate disosal. Specimens s~ould be placed in an impervious bag or container for transport. 

• Any spills of body fluids should be cleaned using a freshly prepared (once daily) 10070 solution of 
household bleach. 

• Hands should always be washed, regardless of the use of gloves, after close patient contact such as after 
physical examination and when soiled with possibly infected bodily fluids. 

• Laboratory workers should follow the same precautions recommended for processing specimens from pa­
tients known to be carriers of hepatitis B. 

These guidelines are consistent with those approved by the American Hospital Association. For more detailed 
comprehensive guidelines which may be applicable to your particular situation or facility see: American 
Hospital Association (1984), A Hospitalwide Approach to AIDS. Recommendations of the Advisory Commit­
tee on Infections within Hospitals. Infection Control, 5, 242-248. I 
Accidental parenteral or mucous membrane exposures to blood from definite or suspected AIDS patients I 
should be reported to your supervisor, your local Infection Control officer if one is available, or if not, to the I 

~C_D_C __ H_o_s_p_it_al_I_n_fe_c_ti_o_n_s_P_ro_g_r_a_m_a_t_<_4_04_)_3_2_9_-3_4_06_. _______________________________________ 1 
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Abstnc:t -Intravenous (IV) users of iiJicit drugs ~ aa:ounted jar 17tro of AIDS cases seen in the 
United Slates. Previous research has sJrown that mo~ than half of IV drug abusers entering a drug 
detoxification program in New York City had serologic evidence of exposure to the virus believed 
to cause AiDS. Spnad of AIDS among drug abusers presumably ocr:urs by transmission of the 
virus via shared needles, works, or drug-<:antaining solwions. Secondary spread of AIDS from IV 
drug abusers 10 others may oCC".lr by v~nereai transmission or by perinatal lran.smission to infants. 
In this article, relevant characteristic of the AIDS epidemic are presented to assist the staff of drug 
treatment programs in Iheir work wiJh IV drug abwus. Suggestions regarding the education of 
drug treatment personnel and the dissl!minarion of information about AIDS to drug abusers and 
their families are oflered. Fact sheers on AIDS for drug (1T!atment and prison staff, and for drug 
aousers with and without (he dise~ are presented. Finally. possible approaches to the prevention 
a/AIDS in drug users are disc<..lSSed.. 

KeYWQrds- Acquired Immunodeficiency Syndrome. drug abuse. transmission. infectious dise:lSei. 
prevention. AIDS 

FROM THE TIME of the first recognition of the acquired 
immunodeficiency syndrome (AIDS) in spr mg 1981 
through February 4. 1985, a tOtal of 8,215 c.ase; has 
been reported to the Centers for Disease Control 
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with 1,743 cases in the same period of 1983 (CDC, 
1984a). The CDC has projected that approximately 
9.600 new cases of AIDS will occur in 1985 (M. Mor­
gan. CDC, personal communication). Despite the 
discovery of the probable cause of AIDS in 1983-1984 
(Barre-Sinoussi, et al., 1983; Popovic. Sarngadharan. 
~ead. & Gallo, 1984), neither an effective treatment 
nor a preventive vaccine have b~n developed to date. 

After homosexual or bisexual men, the second 
largest AIDS risk group, accounting for 17f1!0 of 
cases. has b~n the population of intravenous users 
of illicit drugs (herein referred to as tV drug abusers) 
(CDC, 1984b). Although this portion of the epidemic 
had accounted for 1,403 cases of AIDS and 725 deaths 
as of February 4, 1985 (CDC, AIDS Activity, Sur­
veillance Section, personal communication, 1985), it 
has received relatively little scientific or public anen­
tion. Yet the epidemic of AIDS among IV drug 
abusers is growing at least as rapidly as the AIDS 
epidemic as a whole. and it may be a critical bridge 
for sexual tranSmission of the epidemic from male 
and female drug abusers to the general population of 
nOndrug abusers. AIDS is thus emerging as a critical 
problem for both drug abusers and for the public at 
large. In this article. we summarize infonnation on 
AIDS relevant to the treatment and counseiing of IV 
drug abusers and discuss possible approaches for pre­
vention. 

MEDICAL BACKGROUND 

The CDC has defmed AIDS as the presence of a 
reliably diagnosed disease that is at least moderately 
predictive of underlying ceUular immunodeficiency 
in an individual with no known predisposing causes 
for immune deficiency (CDC, 1984b). Common 
diseases seen in AIDS patienLS include Kaposi's sar­
coma. a fonn of cancer that was previously rare in 
the United States. and various opportunistic infec­
tions. the most frequent of which have b~n Pneu­
mocystis carinii pneumonia. toxoplasmosis. and 
esophageal candidiasis (Gr~ne & Slepian. 1984; 
Jaffe. Bregman & Selik. 1983; Selik. Haverkos. & 
Curran. 1984). 

While some AIDS patienLS have denied prodromal 
symptoms. many have reported histories of non­
specific illnesses in the w~ks or months preceding 
diagnosis. Such prodromal symptoms commonly 
have included persistent fevers. night swcaLS. fatigue 
or malajse, diarrhea. significant weight loss. and per­
sistent unexplajned lymphadenopathy. As many of 
these symptoms may be presem in non-AIDS con­
ditions and, in particular, in IV drug abusers without 
AIDS. clinic:!.1 and laboratory evaluations are neces­
sary to separate tre:!.table non-AIDS illnesses from 
AIDS. Final diagnosis of CDC-AIDS will depend on 

62 

M. ~tr.(armo,. er al. 

diagnosis of a disease of immunosuppression as dis­
cussed above_ 

Viruses that appear to cause AIDS have now been 
identified by several research groups (Barr~Sinoussi 
et al., 1983; Levy et aL. 1984; Popovic et al., 1984). 
These viruses-lymphadenopathy-associated virus 
(LA V) discovered in France, and human T-cell lym­
photrOpic virus-m (HIl. V-1m discovered in the 
United States-are thought to be identical or at least 
very closely related (Cheingsong-Popov et al., 1984). 
Evidence supporting the causal role of an V-III/ 
LA V in AIDS is based on recent and rapid growth in 
prevalence of serum ann'bodies among members of 
AIDS risk groups (CDC. 1984c; Kalyanaraman et 
al •• 1984), demonstration of seroconversion prior to 
disease onset (Feorino ct aI.. 1984}, high rates of 
seroprevalence of antigens or antibodies in persons 
with AIDS or at high risk of AIDS (Brun-V ezinet et 
al •• 1984; Gallo et al., 1984; Kalyanaraman et al., 
1984; Safai ct al .• 1984; Sarngadharan et al., 1984), 
immunologic abnormalities consistent with AIDS in 
IV drug abusers exposed to the virus (Des Jarlais e: 
al., 1985), and in vitro cytotoxic effecLS of these 
viruses on T helper ceUs. the cells primarily affected 
by AIDS (Klatzman et at. 1984). Non-human pri­
mates inoc:ulated with L<\ V or HTL V-III have devel­
oped immunologic signs consistent with those ob­
served in humans with AIDS. but to date have not 
been diagnosed with diseases consistent with the 
CDC defmition of AIDS (Alter et al., 1984; CDC, 
1984d). 

EPIDEMIOLOGICAL PATTERNS 

The epidemiology of AIDS has been consistent with 
that expected of a disease caused by a blood-borne 
and venereally cransxpincd agcot. Characteristics of 
the AIDS epidemic relevant to IV drug abusers are as 
follows. 

1. Among drug abus~ AlDS appears to have 
b~n tranSmitted by small amounLS of blood in 
shared needles. syringes. or cookers. We do not yet 
know how much sharing of works is nc=ied to trans­
mit the virus. 

2. AIDS has been shown to be se:'Cually transmined 
from male IV drug abusers to females who do not use 
IV drugs (Harris et al .• 1983; Masur et al., 1982; 
Pitchenik. FISChl. & Spira, 1983). Sexual transmission 
from AIDS-infected females to males has not been as 
weU~tablished. but ·has been reported in at Ie:tSt one 
case in New York City (New York City Department 
of Health, 1984) and appears to occur commonly in 
AIDS in Africa (Piot et at, 19~ Van de Perre et a1., 
1984). 7YIale-to-malr:! transmission or AIDS has, of 
course, been common in the et::idemic. and the dual 
presence af male homosexuaiilY or bisexuality and IV 
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drug abuse in some individuals may have been the 
bridge for the AIDS virus between these two pop­
ulations. 

3. AIDS has occurred in at least 46 infants .bom to 
IV drug using women or men (CDC. AIDS AI::tivity. 
Surveillance Section. personal communication. 1985; 
Oleske et al •• 1983; Rubinstein et al •• 1983). The mor­
tality rate among pediatric cases of AIDS has been 
about 60070 (New York City Department of Health. 
1984). The specific mode of transmission of the virus 
from mother to infant has not been established, 
although it is thOUght to occur during pregnancy or 
at the time of delivery. As casual transmission of the 
virus to health care workers or families of AIDS cases 
has not been observed, the apparent father-to-infant 
cases of AIDS transmission probably represent in­
direct father-to-mother-to-infant processes. Trans­
mission of pediatric AIDS from affected children to 
their siblings or to other family members was not 
observed in a recent study of this question (Zabala et 
aI .• 1984). 

4. An asymptomatic carrier state for AIDS ap­
pears to exist (Laurence et ai .• 1984; Marmor, 1984). 
This hypothesis is supported, for example. by the 
presence of transfusion-associated AIDS cases, since 
blood donors who provided AIDS-contaminated 
blood were probably healthy at the time of donation 
or they would not have considered themselves or 
been considered by blood banks to be suitable donors 
(Curran et aI., 1984). A ·:aerier state for AIDS is also 
suggested by the occurrence of the disease in female 
se.xual partners of asymptomatic IV drug abusers 
(Pitchenik. Fischl, & Spira. 1983). 

5. Recent evidence indicates that the AIDS virus 
can be present in saliva and semen of infected per­
sons who are clinically well (Groopman et aI., 1984; 
Zagury et aI .• 1984). The ability of saliva to transmit 
the infection. however, is not knoVt'O. Tne al::!sence of 
AIDS cases with histories of contact limited to e..'(­
changes of saliva with members of AIDS risk groups 
argues strongly against efficient transmission of the 
disease by this route. 

6. It is possible that repe2ted exposure to the 
AIDS virus or exposure to a large inoculum may be 
necessary for dev(; ... · ~nt of a full-blown case of the 
disease. This hypotll.. ,,<; <:uPPOrted by the absence 
of 'AIDS among health "';'. ~ workers in the United 
States who have experienced "ne::dle sticks" while 
caring for AIDS patients (CDC. 1984e). It is also 
possible that exposures to other agents (co factors) in 
addition to HTL V-III/LA V may be necessary before 
a person will develop full-blown AIDS. Among IV 
drug lbusers. such co-factors might be exposure to 
immunosuppressive drugs or exposure ~o infectiOUS 
organisms other than HTL V -U II LA V on unsterile 
ne1!dles or :n drug cuttlng media. 

i. IV drug using cases 0 f .-\ lDS have b~n cOile=::1 

crated in the New York metropolitan area (Allen. 
1984). Whereas 371lTo of male homosexual AIDS cases 
have occurred in New York or New Jersey, approx­
imately 79070 of IV drug using AIDS cases have oc­
curred in these two states (CDC. AIDS Activity. 
Surveillance Section,. personal communication, 
1984). Although substantial numbers of IV drug ad­
diets live in California, this state has accounted for 
only 2.1oro of IV drug-using AIDS cases (but 29070 of 
homose;ruaJ cases). The geographic localization of 
AIDS to the New York ~ may ret1ect a greater 
overlap between the homosexual and drug using 
communities in New York City than elsewhere, 
greater needle sharing in New York City, or lack of 
travel by potentially infectious New York area IV 
drug abusers to other cities. It seems unlikely that 
any of these factors would be serong enough to keep 
AIDS from spreading to IV drug abusers in other 
areas. 

8. AIDS has occurred in substantial numbers of 
prisoners, especially in New York State correctional 
facilities (Hanrahan et ai., 1984; Wormser et aI •• 
1983). Prisoners investigated by Hanrahan et al. 
(1984) appeared to have. contracted AIDS priqr to in­
carceration as evidenced by reduced leukocyte counts 
at the time of imprisonment. AIDS in these prisoners 
was most probably attributable to drug abuse; 14 of 
14 studied had used heroin and! or cocaine in New 
York City prior to imprisonment while none reported 
homosexual activity prior to imprisonment (2 of 14-
reported homosexual activitY while in prison). 

9. AIDS among IV drug addicts has be-..n asso­
ciated wi.th extremely high monality rates. Most drug 
abusers with AIDS have developed severe oppor­
tunistic infections. whereas homosexual men with 
AIDS have been diagnosed more often with Kaposi's 
sarcoma (Des Jarlais et aI., 1984). This difference in 
disease distributions may ac::ount for the longer sur­
vival of homose..'(ua! men with AIDS than drug ad­
dicts with AIDS. The median survival of AIDS pa­
tients with opportunistic infections in New York City 
was re?orted to be about 10 months, while AIDS pa­
tients presenting only with Kaposi's sarcoma at 
diagnosis had a median surlival of 15 months (Rivin 
e! aI •• 1984). 

SEROEPI.OE.)fIOLOGY 

The above discussion relies largely on the epidemiol­
ogy of AIDS using the CDC definition of the disease. 
A new phase of AIDS epidemiology has now emerged 
with the development of tests Clpable of detedng 
serum antibodies to the AIDS virus. While the prog­
nostic implications of these tests for individuals are 
still uncertain, their epidemiologic importance is 
already clear. As in many other diseases. seroepide­
rniology has revealed that e..'(posure to the virus is 
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more widespread than was previously realized and 
clinical expression of AIDS is more varied, ranging. 
from apparently asymptomatic exposure to fatal ill­
ness. 

To date, only limited data have been published ·on 
the seroepidemioiogy of AIDS in intravenous drug 
abusers. Of 86 IV drug abusers entering a drug detox­
ification program in New York City in 1984, 58010 
(SO) had antibodies to the core protein of LA V (Spira 
et al., 1984). Seroprevalence rates among IV drug 
abusers did not differ by sex: 63010 (19) of 30 female 
drug abusers were found to have antibodies to LA V, 
compared with 60070 (28) of 49 male drug abusers 
(Marmor et al., 1985). A much lower seropositivity 
rate (1.5010) was found in Britain, where only one 
case of AIDS in an IV drug abuser (who was a male 
homosexual) had occurred by late 1983 (Cheinsong­
Popov et al., 1984; McEvoy, 1984). In Zurich, Switzer­
land, 37 of 103 IV drug abusers (36070) participating 
in a hepatitis B vaccination program had HTL V-IlIl 
LA V antibodies (Schupbach et al., 1985). 

Controlling tbe Spread of AIDS :unong 
IV Drug Abusers 

The finding that half or more of IV drug abusers 
entering detoxification programs in New York City 
have been e."<posed to BTL V-III/LA V, the putative 
causal agent of AIDS, raises serious issues concern­
ing the control of AIDS in this population and in the 
population as a whole. At present, we do not know 
what proportion of otherwise healthy individuals 
with BTL V-III/LA V antibodies might be capable of 
infecting others with AIDS. Several researchers, 
however t have advised homosexual men to assume 
that persons with antibodies to HTL V-III/LA V are 
potentially contagious. The rapid and continued 
growth of the AIDS epidemic among intravenous 
drug abusers in New York City and the high rate of 
occurrence of HTL V-III/LA V antibodies in this 
population support the notion that many IV drug 
abusers have been capable of. transmitting AIDS 
through needle snaring. 

The prospects for "secondary" spread of AIDS 
from drug abusers to the general population must 
also be considered. The high prevalence of antibodies 
to HTL V ·UI/LA V found in female drug abusers in 
~ew York City raises the possibility of spread of tl'i~ 
disease to nondrug-using male se:<ual panners via 
prostitution. It is not 'uncommon for female IV drug 
addicts to support their habits by engaging in prosti· 
tution. Surveys to determine the prevalence of HTL V­
IIIILA V among prostitutes in cities affected by AIDS 
have not yet been conducted. and are urgently needed. 

To slow the spread of AIDS :unong IV drug 
abusers. it wiil be necessary to reduce intravenous 
drug abuse or :0 e:nsure :hac drug abusers do nm 
:ih:lre ne::dtes. -:ookers. or solutions containing 
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drugs. Expansion of drug information and treatment 
programs could. serve as primary measures for. reduc­
ing IV drug use among persons already addicted. In­
creased self-referral to tre3tmC1lt programs might be 
expected if IV drug users were informed that AIDS 
intection is common among their peers, that infec­
tivity cannot be determined by physical appeuance, 
and that AIDS in drug abusers is of tell fatal. Since 
the prevalence of HTL V-IIlILA V antibodies among 
drug abusers in New York City is so high, counselors 
and therapists of drug abusers in the New York area 
could advise their clients to consider all other IV drug 
abusers as potentially infectious for AIDS. As gradual 
spre-2d of the epidemic to drug abusers in other states 
is to be expect~ similar advice would be justified in 
other geographic locales. Th~ same arguments di­
rected at potential drug abusers and especially at high 
school students might help some individuals avoid in­
travenous drugs entirely. For those not yet using 
drugs, the AIDS epidemic may, in fact, be an ex­
tremely convincing deterrent.. What better deterrent 
could there be than the information that a single 
sharing of a needle with a drug abuser may pose as 
much as a 50070 chance of exposing a new drug user to 
AIDS? . 

Materials need to be devdoped to communicate 
information on the AIDS problem to intravenous drug 
abusers and those at risk of intravenous drug abuse. 
We have drafted "Fact Sheets" on AIDS for IV drug 
abusers, with and without the disease, that drug 
counselors may find to be of hdp (see Appendices A 
and B) .. Audiovisual materials including television 
public service messages aimed at current and poten­
tial IV drug abusers also need to be developed to 
communicate infonnation about AIDS. Drug abusers 
who have contracted the disease might also be used to 
communicate information on AIDS. In au: exper­
ience. some patients with AIDS have been very will­
ing to talk about their disease and their feelings con­
cerning drug abuse. Such patients have sometimes 
been able to communicate the hazards of IV drug 
abuse and the symptoms of AIDS and its various 
manifestations more effectively than physicians or 
other medical personnel. Most important. drug coun­
selors and therapists need to be infonned about 
AIDS so they can intelligently address the concerns 
of their staff and patients, and so they can use this in­
fonnation in their efforts to reduce drug abuse and 
encourage less risky practices among those continu­
ing to use drugs. 

How successful can AIDS infonnation programs 
be in reducing the spread of the -:urrent epidemic? 
We recently conducted an interview study aimed ac 
measuring the state of knowledge of AIDS among I V 
drug abusers. Preliminary analyses suggested ,hat an 
e~censive educational ..:ampaign ..:ould lead lO .;on­
;iderabte reduction in the sharing of works :0 Inject 
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drugs. We doubt that education alone, however, 
could eliminate the sharing of works entirely. Further­
more, whether a considerable reduction in needle­
sharing would have a substantial effect on the course 
of the AIDS epidemic would depend upon such fac­
tors as the rapidity with which information can be 
gotten to the populations at risk, the ability of drug 
abusers to act on that information, the percentage of 
IV drug users who have already been e."qXIsed to 
AIDS, the percentage exposed who will become in­
fectious (capable of transmitting the virus), the 
length of the period of infectiousness, and whether 
multiple exposures to the virus are necessary for 
development of serious illness. Only limited data are 
available regarding each of these issues. 

We doubt that educational programs alone will 
have a substantial impact on the rate of spread of the 
AlDS epidemic among [V drug abusers. [f we are 
right, more vigorous control measures will be ne:ded. 
One immediate measure that should be implemented 
is the provision of effective treatinent for all who 
wish to stOP injecting illicit drugs. Waiting lists for 
treatment programs in New York City and elsewhere 
attest to the fact that current programs are not ade­
quate to meet demand. 

A'more extreme step that may be justified as an 
emergency measure for control of the AIDS epi­
demic is ~he elimination of controls over the sale of 
hypodermic syringes, or even free distribution of sy­
ringes. Development of inexpensive, single·use, non­
reusable syringes would help reduce pO'ssible adverse 
side-effects of such programs (e.g., the possibi!ity of 
inadvertently causing an increase in IV drug abuse). 
State supervised facilities where addicts may inject 
drugs are being discussed in the Netherlands and 
might be another alternative in the United States 
(Calonius, 1984). While these suggestio~s may seem 
extreme, they may also be appropriate given the 
potential consequences of further spread of AlDS. In 
any case, we hope our suggestions will encourage 
readers to think of other. perhaps more pragmatic 
ways to slow the spread of AIDS among IV drug 
abusers. 

CONTROLLING THE SPREAD OF AlDS FROM 
DRUG ABUSERS TO OTHERS 

A.s discussed above, sexual transmission of AlDS can 
occur. The diagnosis of AiDS in an individual thus 
may cause severe stress to his or her intimate rela­
tions. Tests to detect antibodies to the virus will soon 
be licensed by the Food and Drug Administration, 
but their primary immediate use will probably be in 
the protection of .he nation's blood supply. Wide· 
sprl!ad US,! of serologlc testS as adjuncts to counseling 
of drug abusers or tneir consorts will probably not be 
feasible for some time. Even when tests become avaii-
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able, they may cause as. many problems as i.lley solve 
because of the anxieties attached to AIDS and our 
lack of knowledge of the prognostic implications 0 f a 
positive test r~ult. 

In the absence- of serologic testing for the AIDS 
virus, it would seem advisable to inform drug abusers 
and sexual parmers of drug abusers that their ex­
posure to AIDS is unknown at present. but that con­
tinued IV drug use will inc:re-J.Se the likelihood of e.x­
posure of both iudividuals. The cessation of drug use 
should be stroagiy encouraged. Use of condoms and 
other modificarioas to. sexual habits also might be 
suggested as offering partial protection against AIDS 
to the male or female sexual partners of IV drug 
abusers. AIDS has occurred in infants of IV drug us­
ing men and women. but the data regarding horizontal. 
transmission by casual contact to other family mem­
bers induding children. are reassuring. Sharing of a 
domicile with an AlDS-infeaed individual does not 
in itself seem to increase the risk of contracting 
AIDS. 

DF.AIJNG WITH AIDS OUTBREAKS L.~ 
TREATMENT CEJ.vrERS AND PRISONS 

To date. about 10 cases of AlDS in New York CitY 
have bc:n diagnosed in patients who were in drug 
creatme:l( programs. As the epidemic is continuing to 
grow rapidly, treatment programs in the New York 
area and eisewhe:e. can expect to see AlDS occur 
among their clients. As discussed above, substan:ial 
numbers 0{ AIDS cases have occurred among pris­
oners, and this problem. tco, can be expected to in­
crease with time. 

The SCYefe morbidity and mortality associated 
with AIDS can make the occurrence of AIDS in 
treatment programs or prisons difficult for staff as 
well as for clients or inmates. Among staff, fear of 
contraCtini the disease will need to be addressed 
through education concerning the signs and symp­
toms, modes of transmission, and possible methods 
for prev~on of AIDS. Spedfic guidelines for infec­
tion canuel in facilities treating AIDS patients and 
members 0; AIDS risk groups have been published 
and can serve as a resource (Advisory Committee on 
Infections Within Hospitals, 1984). Workshops to 
address these issues could be organized with the help 
of drug tre:!Ol'1em agencies. public health agencies, 
medical c::nter'S, and private groups, such as the Gay 
~en's He:dth Crisis in New York City. In addition to 
tranSmitting facts about AIDS, such woricshops 
could address staff attitudes towards patients with 
diseases carrying a poor prognosis. Staff members 
with little e:cperience in this area may feel uncomfort­
able providing care and support to AIDS patients. 
The statTs own fear of contracting AIDS will no 
doubt surfac: in such workshops and will netii to be 
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addressed. In this regard, workshops should empha­
size that epidemiologic data indicate that health care 
workers are not at substantially increased risk of 
AIDS because of their contact with persons with 
AIDS or pre-AIDS. Despite the occurrence of more 
than 8,000 cases of AIDS in the United States and 
many more cases of undiagnosed AIDS, only 4 
nurses who were not also members of AIDS risk 
groups have been reported to have developed the 
disease, and t.lese persons lacked convincing 
evidence of job-related exposures to AIDS or pre­
AIDS patients (Centers for Disease Control, 1983b). 
No cases of AIDS have been reported among phy­
sicians who were not also members of AIDS risk 
groups. A nurse in England developed a transient 
glandular-fever-type syndrome and HTL V-III/LA V 
antibodies following a needle stick with possible 
microinjection of blood, but later recovered (Needle 
stick transmission, 1984). Numerous needle stick in­
cidents among nurses and physicians in the United 
States have yet to yield a documented case of AIDS, 
and a recent study of hospital employees showed no 
HTL V-III seroconversions among 33 persons with 
accidental exposures to HTL V-III and S2 other po­
tentially hjgh-risk hospital employees (Hirsch et al., 
1985). 

Despite the minimal occupational risk of AIDS, 
staff at drug treatment programs and prisons should 
be encouraged to reduce any potential risk of con­
tracting AIDS by following the guidelines promul­
gated by the CDC for providing health care to these 
patients (CDC, 1983a). These guidelines are essentially 
the same as those for protection against hepatitis B. 
We ha've summarized recommendations most relevant 
to s-caff at drug programs and prisons in Appendix C. 
The AIDS virus does not appear to be easily tranS­

mitted and.. like hepatitis B, can be effectively 
eliminated from contaminated surfaces by chemical 
disinfectants, such as a 10070 solution of household 
bleach (Spire, 1984). Once staff in drug treatment 
programs and prisons are knowledgeable about 
AIDS and comfortable with their own feelings, these 
attitudes and information can be transmitted to 
clients or inmates. 

Programs that successfully overcome their staff's 
potential fear of AIDS can perhaps benefit from im­
proved morale and satisfaction gained from the pro­
vision of critical services in a compassionate way to 
individuals affected by the disease. After an initial 
A1DS manifestation has been treated, AIDS patients 
are often well enough to be released from hospitals, 
but not well enough :0 resume all previous activities. 
In addition to continuing medical care, AIDS pa­
tients will have a wide range of social, psychologic::ll 
and other needs. These may include counseling on 
death and dying. prevention of relapse to IV drug 
use, and cQumc!!ing ior spouse, famIly and other loved 
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ones. Outpatients with AIDS may need additional 
help with provision of housingy health and disability 
benefits, and the everyday chores of living, such as 
grocery shopping. 

CONCLUSIONS 

We believe AIDS is an imminent problem for drug 
counselors and therapists in the New York City area 
and may develop l.OtO a problem in other areas soon. 
We would like to encourage the early education of 
staif and clients concerning AIDS_ A brochure entitled 
"Facts on AIDS'" and several other brochures on 
AIDS designed for homose.'tWil and bisexual men, 
for the public. and for health care providers are 
available from the Public Health Service and may be 
requested in bulk from the Office of Public Affairs, 
Public Health Service. Room 72SH, Hubert H. 
Humphrey Building, Washlngton, DC 20201. As a 
brochure for drug abusers does not yet e.xist, we sug­
gest that the "Fact Sh~ (see Appendix A) or some 
modification of it be used. We have $0 prepared a 
Fact Sheet for drug abusers' diagnosed with AIDS 
who should be informerl about their condition and 
responsibilities to themselves and others (see Ap­
pendix B), and one for employees of drug treatment 
programs and prisons (see Appendix 0. While AIDS 
poses a very severe threat to public heaith. we believe 
it also provides an opportunity for rewarding work 
with affected individuals and a unique siruation,h:lt 
might encourage widespread reduction in IV drug 
abuse. We welcome the response of readers to our 
suggestions on how the drug treatment community 
might best respond to the challenges presented by the 
AIDS epidemic_ 
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NPP Gathers the Facts 
on AIDS in Prison 
Urvoshi Void 

In early September of 1985, the 
National Prison Project initiated a survey 
of corrections departments around the 
country to determine the incidence of 
Acquired Immune Deficiency Syndrome 
(AIDS) in the nation's prisons. This 
article, the first of a series, reports on 
the results of the survey. The second 
article will appear in the Spring 1986 
issue of the JOURNAL and will focus on 
the legal and political dimensions of the 
occurrence of AIDS in prison. The 
results of the survey are summarized on 
page four. 

Methodology 
A four .. page questionnaire was devel.. ~ 

oped to gather some basic factual infor- ) 
mati on about AIDS in prison. The survey ] 
was co-authored by Urvashi Vaid and 
Dr. Ron Sable. assistant medical director f 
for the Cook County Jail in Chicago. u 

Dr. Sable also works with AIDS patients ! 
at the Cook County Hospital. He has 
been active in training correctional 
health care providers to develop an 
appropriate institutional response to 
AIDS. 

The survey sought information in five 
general areas: epidemeological data; 
screening and medical care; institutional 
operations; and staff and inmate educa­
tion. Specifically, data on the number of 
cases of AIDS and AIDS Related Com­
plex (ARC) was sought by risk group, 
age, race and sex. The survey asked 
about procedures for intake screening 
for AIDS, the use of the HTLV-III anti­
body test, and general policies on the 
medical care and handling of diagnosed 
AIDS patients. Questions also covered 
the segregation of persons with AIDS 

Ii:' 
!if ,::> 
.. ,,' 
~ ~ 

and ARC, as well as their access to basic 
institutional programs. Finally, the survey 
sought infor-mation on the educational 
efforts of the departments, along with 
information about inmate and staff 
reaction. 

The survey was sent to the medical 
directors of all SO state departments of 
corrections, as well as to the appropri­
ate administrators of correctional institu­
tions in the District of Columbia, Puerto 
Rico, the Virgin Islands and Guam. 
Twenty-six written surveys were 
returned. Follow-up phone calls to 
obtain basic statistical and factual infor-
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This issue begins a two-part series 
on AIDS in prison. Starting on this 
page are the results of a state-by­
state survey and, on page five. con­
cerns about potential for abuse in 
current AIDS testing. 

mation yielded 22 additional responses. I 
Two states (Maryland and Ohio) and the 
District of Columbia did not respond in 
any fashion. The statistical information 
reported on these states was gathered 
informally through press accounts and is 
marked as such . 

The survey was developed in order 
to gather basic statistical information and 
to get a sense of how corrections 
departments are responding to this 
medical crisis. and to share this informa­
tion with the many people and agencies 
who are concerned about this serious 
problem. It was not designed to obtain 
detailed information about particular sys­
tems. nor to anticipate all possible scen­
arios encountered in correctional set-
tings.~~ ..,:;.s.;; . ' ~. , 
-·efUt~·~:6-Orri'the NPF. 

Discussion 
Information about the number of 

cases of AIDS gathered from all 50 
states reveals that there have been 420 
cases of AIDS diagnosed in the nation's 
prisons. 2 Since responses to the survey 
were obtained over a two and one-half 
month period (September to November. 
1985). the precise number of cases 
reported will have changed overall as 
well as in particular states. The 420 fig­
ure reflects the number of cases diag-

-continued on next page 
------------------
IResponses obtained solely by phone are indicated 
with a (.) on the chart. 

'The number of cases of AIDS in the nation's jails 
is not reflected In this figure. A whole different 
range of problems is presented when considering 
jail inmates, many of whom are incarcerated for 
shOll( periods of time. 
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AIDS 
IN !'RISON 

"Prison systems around 
the country are striving to 
develop a balanced 
institutional response to 
this medical crisis." 

nosed to date. and does not identify the 
numb"" of persons with AIDS who are 
presently incarcerated. More than half 
of these 420 prisoners have died. It was 
difficult to determine the exact number 
of prisoners with AIDS who have died 
because some states did not provide the 
information. and in some Instances. pris­
oners with AIDS may have died after 
release. 

The 420 cases have been distributed 
among 24 states. Four states with no 
diagnosed AIDS cases reported that they 
had individuals who have tested positive 
on the HTL V -III antibody test. while 22 
reported no cases at the time of the 
survey. The overwhelming majority of 
the 420 cases diagnosed to date (85 °'0) 
have been found In the New York. New 
Jersey and Florida systems. 

Although the survey sought data on 
the age. race. sex and risk group 
identity of prisoners with AIDS. the 
responses obtained were incomplete and 
therefore unreportable. The data 
received on the race of prisoners with 
AIDS indicates that black and Hispanic 
prisoners are heavily represented. 
Nationally. people of color account for 
over 39°'0 of all the reported ca5es. as 
of November II. 1985. The results 
obtained did indicate that intravenous 
(IV) drug users form the largest group 
of prison inmates with AIDS. According 
to the ASSistant Commissioner for 
Health Sarvices for the New York State 
Department of Correction. Dr. 
Raymond Broaddus. over 95(100 of the 
23 I prisoners With AIDS in New York 
were intravenous drug users. 

Three major areas were generally 
explored in the survey: the Identification 
and diagnOSIs of persons with .AdDS and 
ARC: the medical and institutional treat­
ment of prISoners With AIDS. ARC and 
of those prISoners With a positive anti­
body test: and the development and use 
of educational materials related to AIDS. 

Only Sixteen states reported the use 
of some form of Intake screening specif­
ICally aimed at IdentifYing person, at risk 
for AIDS or those With AIDS-associated 
symptoms. Screemng methods used 
included complete phYSicals. complete 
blood count (CBC). skin tests to mea­
sure Immune competence. and aetailed 
questionnaires to identify members of 
high-risk groups. No state reported sole 
reliance on the Enzyme Linked Immum­
Sorbent Assay (ELISA) test. which mea­
sures the presence of antibodies to the 
HTL V -III virus. as a diagnostic tool. 
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However. 60% (29) of the 48 states 
which responded to the survey indicated 
that they use the ELISA test in some 
fashion. Five others are developing poli­
cies governing its use. The most com· 
mon usage was a means to confirm the 
diagnosis of AIDS where other symp­
toms were present. The second most 
typical usage of the test was on a case 
by case basis. as determined by the 
medical staff. New York and New Jer­
sey do not use the ELISA test at all. 

Some of the problems with using the 
HTL V -III test as a diagnostiC tool are dis­
cussed in this issue of the JOURNAL by 
Dr. Robert Cohen. the medical director 
for Rikers Island Jail in New York City. 
The test was designed to protect the 
blood supply from possibly infected 
blood. The test was not designed to 
diagnose which persons who test posi­
tive for the antibody will develoD the 
disease. The test cannot distinguish indi­
viduals who are carriers of the virus 
from those who have been exposed to 
it. In addition. the ELISA test when used 
on its own results in an extremely high 
number of false positives. The test also 
results in a high number of false nega­
tives: in other words. individuals who 
test negative to the HTL V -III antibody 
have gone on to develop the disease. 

Despite these fundamental problems 
with the HTL V -I!I antibody test. and 
without even discussing the additional 
problems posed by the need for confi­
dentiality of test results or the discrimi­
natory treatment of persons based on 
their test results. J prisoners and correc­
tions professionals around the country 

'These Issues Will be .ddressed In Part 1 of thIS 
series. 

are calling for a greatly expanded use of 
the test under the mistaken assumption 
that it somehow diagnoses AIDS. Two 
inmates in Alabama recently sued to 
obtain such testing. Inmates without 
AIDS in New York sought. among other 
things. to compel the state to examine 
all inmates and staff to insure that the 
disease had not spread. 4 The corrections 
officers' union in Michigan is seeking use 
of the HTLV-III test on all state inmates. 
while corrections officials in D.C. oiay 
seek the early release of a prisoner with 
AIDS on the grounds that they do not 
have the resources to properly treat 
him. So far only one scate. Nevada. has 
used the test on a mass basis. to .deter­
mine the antibody status of all inmates in 
the system. as well as of all new admis­
sions. No information is available regard­
ing what the state plans to do with 
persons testing positive or on the confi­
dentiality of test results. However. Mis­
souri also plans to use the test to screen 
all new admissions. and proposals to per­
form mandatory screening have been 
made in Delaware and Pennsylvania. 

The use of the test to create more 
restrictive. indefinite housing for persons 
on the sole basis of their exposure to 
the HTLV-1I1 virus poses massive legal 
and administrative problems. For one. 
there is no medical basis to justify such 
segregation on the basis of seropositiv­
ity. AIDS is not spread through casual 
contact. but only through the exchange 
of bodily fluids during sex or by the 

'LaRocca Vo Oalsherm. ~67 NYS ld 302. 120 Misc. 
ld 697 (1983). The SUit .Iso sought to prevent the 
formation of • SIngle pnson where pnsoners WIth 
AIDS were housed The court denied Inlunctlve 
relief. 
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,,,edium of contaminated blood transmit­
ted through needles. There IS no evi-
dence that the HTL V -III virus IS air-
borne. exchanged through kissing. 
shaking hands or any other non-sexual 
Interaction. The virus has noe been iso­
lated In human feces. Finally. only a smail 
percentage of those testing positive on 
the ELISA go on to develop AIDS.! 
Indefinite confinement on the baSIS of 
antibody status alone would thus pose 
serlOU$ due process and Eighth Amend­
mene problems. An additional logistical 
problem must be conSidered In revieWing t 
any proposal to ;solaee all antibody POSI- ~ 
tlve persons. Leading medical experts 
estlmaee that OetWeen I to 2 million 
people In the U.5 have been exposed eo 
the HTLV-III IIrus.' New York State j 
eselmlaee3s6tohoato over 60 0

., of the appro XI- .s,. 
mate y . Inmates 'n ,es system _ 
have been needle-users. 7 Even If It were J 
medically and legally defensible eo segre- 0 

gaee prisoners on ehe basiS of antibody l 
status alone. It would be phYSically 
Impossible. given the overcrowded con­
dition of most prison systems. to Isolate 
such a lal-ge number of prISon Inmates. 
Without the construction of new facili-

t 
J 

ties deSigned solely to lccomplish such 
,solation 

Segregation on the baSIS of a con­
firmed'diagnoSIS of AIDS IS the policy of 
20 of the 42 states from whom Infor· 
matlon on thiS pOint was obtained 
(48 0',). Seven (17"'0) others are In the 
process of developing 1 policy lnd two 
(5 ~) ,ndicated that they deCide to 
segregate on a case by case baSIS. Only 
three states. LOUISIana. Michigan and 
Minnesota. noted that they do not 
formally segreg3te prisoners With AIDS. 
while two others noted that they had 
been segregating prisoners With AIDS. 
but "'ere planning to stop. Most states 
I'epor~ed ~nat persons With AIDS",ho 
lre lC:lvely fighting 1n ,nfectlon 1re sent 
co In outSide hospital. Some repor.ed 
that they house ,nd,vlduals ,n prison 
,nfirmarles 

The se-sregatlon of prisoners With 
AIDS has ::leen lustdied ;:>r'marlly on the 
groundS :nat AIDS oatlents need to be 
;:lr:ltec:ed 'rom nfec::ons ~hey 'nIght 
C:ltC:l n ;enerJl ;:lOOUlatiOn. and 'rom 
~ne ",ratn o( ocner orlsoners. The segre· 
g3tlon of ;lr1soners ""tn AIDS 'las ~een 
c:lallenged on constltuclonal groundS ,n 
':Jne .awsulc to :jace. Cordero i Coughlin. 
607 F Supo 9, S.D N Y 19841. The 
:Jr!scners aqued enat :Je(endants' policy 
':Jf segre'5lclng them resulted n 1 'aci< of 
scclal. renaoliltatlve and recreltlonal 
lC:lvltles ",nIC:l IIOlateC :helr F,rst. 

r '"JOdne .J,C~UI'ltIcn ~f .1105 n :t'!e lJn =~l"C,'C:l 
C.:nor'.: l(wd., 1979·; ~8S \o1or01(11(Y !nd '-"onalltV 
N~""" ~~on 1-::1 J..l "0 l8 :J 57) 1985 

'~:'fle'" ~ccer'':... .\105 -"'Ie mcenc:ITn~ ~u~r. 
l"(lne .... elle:'! pole 'Ulie~:n:J Q8S 

9 as 

Elghch and Fourteenth Amendment 
rlghcs. The courc releCted the Equal 
ProtectIon claIm after finding that the 
state had 1 leglclmace obleCtlve .. to 
procect boch VlCClms lnd other prisoners 
from the tensions and harm that could 
result from the fears of other Inmates." 
The court held. in part. that "(CJer. 
tlinly the separaclon of these ,nmates 

bears 1 rational relation to thiS 
oblectlve. ac least untIl some better sys· 
tern IS developed. and It IS undisputed 
thac defendancs are changing their pro­
grams as they work to Improve therr 
lbllity co cope wleh the needs of prIson­
ers WIth AIDS." Id .. at 10. 

The court releCted the Fourteenth 
Amendment liberty Incerest claim on the 
baSIS of JewlCt v Helms. 459 U.S. 460 
1.1983). 1nd relected the Eighth Amend­
menc claIm on the baSIS that no shOWing 
had been made that plaintiffs ",ere 
denied adequate food. clothing. shelter. 
sanlcatlon. medical care 1nd safety Id .. 
at I I The court also releceed the First 
Amendment claIm on the baSIS of Jones 
v. North Carolina PrISoners Lobar Union. 
Inc. 433 US I 19 "9771 1nd denied 
the claims raIsed under New York state 
law based on 'ennhurst State Scl1001 -lnd 
Hosolcol" Holderman. -165 U S. 99 
11984). 

The Cordero case makes ,t clelr that 
"'hlle prisoners ""tn AIDS who seek :0 
remain In general pooulatlon ;,ave 1n 
uohlll fignt. they C:luid successfully chll· 
'enge :helr confinement 'n sucn 1 Status 
,f conditions lre ilOlatlve of che E:gnth 
Amendment In other words. segrega· 
tlon of prisoners .."th AIDS must nvolve 
more than placement ,n 1n .Sololtlon cell 
'or H·hours 1 :jav C:Jmprenenslve and 
o::e~llied ·n(ormatlon aooue :ne cond" 
Clons under ",nlc~ ;:leO pie Hlth ~IDS 1re 
c:Jnilned "'as 'ot sougntn :ne lur"ev 

However. InformatiOn concerning 
prisoners' access to VISICatlon. law 
library. exerCise. correspondence lnd 
vocatIonal :lnd educational programs was 
sought. Ten staees prOVided Information 
on these areas. t All ~en allow some '(1$1-

tatlon With the AIDS patlenc; only one 
does not prOVide access to a law library 
or to exercise (Virglnlal; and (nree do 
noe lliow access to Voclclonal and edu­
catIonal programs (Pennsylvania. South 
Carolina. VirginIa). It should also be 
noted thac It least one action seeking 
better medical treatment IS being 
broughc on behalf of prisoners .."ch 
AIDS.' 

The survey revealed that 1 slgnlfic:lnt 
number of states \ 20°,-8 out o( 40\ 
from whom Information was obtained 
Isolate prisoners wlch the c:lnClitlon 
descrrbed lS AIDS-Related C"mplex 
IARC). Ten states I 2S J., I have not had 
any diagnosed ARC Clses. while 9 123 ,., I 
states reported tney ::0 not. or do not 
plan to. Isolace persons wltn ARC. 
These states ,nclude Florida lnd New 
York. Of the elgnt ...,no stated they :Jo 
not segregate ARC patIents. four segre· 
glte orlsoners ..."ch AIDS. Seven scates 
reoorted :hev are ~eveloolng ;:lolic:es 
Wlcn regard to segreglt:on 1nd SIX 
reported :nat they ClO so on 1 case ~y 
case baSIS. 

IroniC lily . the survey revelled ,nat 
no conslscent definition of AIDS ~elaced 
Comolex IS used lcross :ne c:Juntry Of 
~he -16 StlteS irom ..,nom niormatlon 

-conunued M ~a~~ S 

tC.lllfor"Iol. ':.:nnec'!,c.,lc HU'IOt\ .... llne . .... 1c::'II~ln 
,'-lew 'f :lr\( ~ortn C.lr:lHnJ. ;:)!I"nhl'WJnloi. Souc.n 
CJrOlln.l .,'r~tnla. 

'",..,,\ 1c:,on ,,::e'n~ :r::t..I~nt ::I., 1 ;Jr''f'lCe lCtor"e" 
.Ina ;I"'\onen ,-~~ll S~I"'HC~S jl "'I!W ., :r'l( :'Jr::"!e" 
!etlll\ ""'III :e "oe:lor:e~ n ::",e iec:nCl l~:c:e ':Ii :~I~ 
ie" es 
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-It '!!. Q. =- =- ~ 0' 0' :. :. 
Alabama· 0 P 0 0 C C C Y C Y U U U Y 
Alaska· 0 0 0 0 B S U U U U U 
ArIzona· li85 I 0 3 Y B Y 5 Y Y U U U 
Arkansas 0 P '0 0 Y '! C NIA NIA N 0 'C 
CalifornIa' 7184 14 6 10 B Y Y Y Y Y Y 

Colorado· 0 0 0 0 B C C 5 U U U U U 
ConnectIcut 1984 7 3 12 Y Y Y B Y Y Y 
Delaware· 3/85 I I 0 B B C C C Y Y U U U 
O'.C, No answer yet 
Florida 1982 31· • 7 K Y Y Y K U U Y 

GeorgIa 7/84 6· " 2 6 Y Y Y Y Y Y Y 
Hawaii" 0 0 0 0 C C C C C C C C 
Idaho 0 0 0 0 Y N N/A N/A Y Y Y 
IllinoIs 11'84 I I I N Y 0 N Y Y Y 
Indiana· 10/85 2 0 0 Y Y Ell U Y Y U 

Iowa· U 0 0 0 Y Y U N U Y Y N 
Kansas 0 0 0 0 N C C C C C C 
Kentucky" 5184 I 0 I Y Y YII N/A U U Y 
LouiSiana" 10/85 I 0 I Y Y N N N U U U • MaIne 9185 I 0 I Y Y Y Y Y Y Y 

Maryland· • U 0·· 
Massachusetts U 3 I U N 5 Y/I N U U Y 
Michigan 8/84 2 I I N Y N N Y Y Y 
Minnesota 0 0 0 0 Y Y N N Y Y Y 
MiSSISSIPPI 0 0 0 0 N 5 NIA NIA U Y Y 

Missouri 9185 P 0 K Y Y 0 Y Y YII N Y Y 
Montana 0 0 0 0 B 0 0 N/A 0 Y Y 
Nebraska" U 0 0 0 O/C C U U U U U 
Nevada" 0 P 0 0 Y Y Y 0 C C U U U 
New Ham~shire· 10/85 1,0. I I U Y B B U U U 

New Jersey· 1981 94 66 20 N Y U B U U U 
New Mexico 0 0 0 0 C 0 C C C 0 0 Y 
New York· 11181 231 U 38 N Y Y B Y Y Y 
North Carolina· U 3 I U Y C 0 U U U Y 
North Dakota 0 0 0 0 B Y U U Y Y Y 

Oh,o·" U 2"" U U 
Oklahoma" 1985 0 0 2 Y S 0 Y'I U U U 
Oregon" 0 P 0 I Y Y E E U U U 
Pennsylvania 10/84 " 0 2 Y Y Y N Y Y Y 
Rhode Island' U I I 3 Y Y B B U U U 

South Carolina U 2 I 6 Y Y Y B Y Y Y 
50uth Dakota· 0 0 0 0 N N NiA N/A U U U 
Tennessee 0 0 0 0 B C C C N N N 
Texas 8/83 9 'I U Y Y Y Y Y Y Y 
Utah 0 0 0 0 N N NiA N,A N N N 

Vermont 0 0 0 0 N N NIA N,A N N N 
VirgInIa 1185 2 I 3 N Y Y N Y Y Y 
Washington 0 0 0 0 N C C C Y Y Y 
West VirgInIa 0 0 0 0 Y C Y Y N N N 
Wisconsin 0 0 0 I C C C C C C Y Y Y 
WyomIng 0 0 0 0 N N N,A NiA N N N • " WINTER 1985 
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-contmued from page 3. 
on this point was obtained, 35 u,o (14) 
use no definition of ARC. Five percent 
(2) do not identify prisoners with ARC 
In any way. Only 20010 (8) cited the 
Centers for Disease Control's definition 
as the one they use. The CDC defines 
ARC as the existence of any two clinical 
and two laboratory abnormalities from 
two separate lists of symptoms and tests 
which they have created. Another 20% 
identified ARC as a pre-AIDS condition 
marked by the presence of symptoms 
alone, while another 23 010 (9) defined 
ARC as being a positive HTLV-III test 
with some AIDS-associated symptoms. 

The final area surveyed was the 
development of training and educational 
materials on AIDS for staff and inmates. 
As the chart indicates, information was 
not obtained from all 48 responders on 
these POintS. However, the data gath­
ered clearly reveals that the majority of 
corrections departments have developed 
training seminars for medical and secur­
Ity staff, and have distributed educational 
materials to inmates. The process of 
education is perhaps the key ingredient 
to the corrections community's 
response to the AIDS crisis. The educa­
tional brochures and fact-sheets gath­
ered through the survey were reviewed 
and, while found to be technically 
accurate, )laried greatly With respect to 
their specificity and their perspective. 
PrISon systems concerned with needle­
use as well as consensual and non-con­
sensual sexual activity inside prisons must 
continue to develop and improve educa­
tional materials which specifically and 
vividly impress upon both inmates and 
staff the risks associated with certain 
behaviors. Information which discusses in 
detail the risk of sharing needles, defines 
casual contact concretely in the context 
of the prison environment and tackles 
tough questions about safe and unsafe 
sexual practices was not found among 
the educational materials received. 

KEY 
"Telephone response obtained 

""Information obtained from press reportS 
A = case not confirmed but highly suspecud 

to be AIDS 
B = determined on a case by case basis 
C = in the process of developing policy 
o = no, but plan to 
E = have been, but may not in the future 
I = housed in infirmary or hospital 

K = the ARC classification is not recognized 
by the system 

N=No 
Nt A = not applicable 

P = have individuals with posicive HTLV·3 
antibody Cesu, but not confirmed 
AIDS diagnosis 

S = same pro~ocol(s) used ;os for other 
infectious diseases 

U = information unavailable 

Conclusion 
The diagnosis otAIDS among prison 

inmates has caused enormous concern 
among inmates, correctional officers and 
prison administrators. Although such 
concern is understandable given the 
serious nature of the disease, it is impor­
tant to remember that while approxi­
mately 420 persons with AIDS have 
been diagnosed in the nation's prisons, 
there were over 452,372 prisoners 
incarcerated in state correctional 
systems, as of the mi~d!e of 1985. '0 

Assuming that half of the 420 prisoners 
with AIDS have died, the approximately 
200 cases of AIDS in prison represent 
less than .00 I 010 of the total national 
prison population in state correctional 
systems. Prison systems around the 

~~~;~ri~S~~:i~~v~~~e~;o~~:elt~ t~i~a~edi_ J 
cal crisis. National organizations sllch as I '.~. , 

I ~ I 

the National Institute of Corrections .... 
'; If/r L ~. , 

(NIC) and the American Correction.!l.:: .'- ~''''.'' 
Association are also working on the !:... .••. \... ~",­
Issue and will be releasing an "Issues and ~;:t ... ,-..: "c".~~ ' .. ·";'.1i"ii 
Practices Document" on AIDS in prison 
in early I 986. The next article in this 
series will discuss more specifically the 
legal, administrative and political prob­
lems that the incidence of AIDS in 
prison poses .• 

'OSure.u of Justice St.tlStics. Mid· Year Report on 
Prison en. 1985 

v • _, ~ j 

This survey would not have been 
possible without the research and organiza­
tional skill of NPP law student intern Katy 
Baird. nor without the Input and assistance 
of NPP law clerk LaUrIe Solomon. 

Medical Expert Views 
Potential for Abuse in AIDS 
Screening 
Robert L. Cohen. M.D. 

At the present time there is no test 
for AIDS. The antibody test which IS 
available. known as the ELISA test. was 
designed to screen donated blood for 
presence of antibodies to the HTL V ·111 
virus, which is thought to cause AIDS .. 

The first published report of the 
virus now thought to be the cause of 
AIDS came from Barre-Sinoussi. et al.. 
of France in 1983. ' They called It 
Lymphadenopathy Associated Virus 
(LAY). In 1984. Dr. Robert Gallo of the 
National Cancer Institute reported find­
ing the AIDS virus, which he labelled 
HTLY·lIl.l Dr. Gallo's prior research 

. Sarre·Sinoussl. F . Chermann. J .. Rey. F . et al.. 
"The Multiple Isolation of • T.Lymphotrop'c 
RetrOVirus From a Patient At RISk for AcqUired 
Immune DefiCiency Syndrome." Science. Vol 
120:868·871. 1983 

'Galio. R.C .• S.I.hudd,n. S.Z" POPOVIC. M . et JI .. 
"Frequent DetectIon Jnd Isolation of CytopathIC 
lI.etroviruses From Patients With AIDS Or RISk 
of AIDS." SCIence. Vol n4S00·503. 1984 

involved the rival causes of certain can­
cers, in the course of which he had iden­
tified a virus causing a human cancer and 
named it HTLV-1. Although LAV and 
HTLV-III seem to be identical and LAY 
was described 18 months earlier. Mar­
garet Heckler, then Secretary of HHS. 
credited Gallo with the "discovery" of 
the AIDS virus. 

The theSIS that this virus is the causa­
tive agent of AIDS rests on several 
p,eces of evidence. First. LAYiHTLV -III 
appears to be a new agent. not pre­
Viously seen In the United States or 
Europe. Second. it speCifically infects 
certain kinds of T·Celis and damages 
them, creating the T-Cell defect char­
acterIStic of patients with AIDS. Third. 
the virus is found in most patients with 
AIDS and has been found In asympto­
matic: individuals who have donated 
blood to indiViduals who later developed 
AIDS. 

-concmued on next page 
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"At the present time 
there ;s no test for 
AIDS." 

The official position of the Cent~rs 
for Disease Control and the National 
Institutes of Health is that LAV/HTLV-III 
causes AIDS. and it does appear prob­
able that most. though not all. individuals 
who have AIDS have been exposed to 
it. However the majority of individuals 
who have antibodies directed against 
LAV/HTLV-III do not have AIDS as 
defined by ~he CDC. 

Dr. Gallo developed a simple assay 
for measuring the presence of antibody 
to the LA V/HL TV-III virus. using a tech­
nique called Enzyme Linked ImmuniSor­
bent Assay (ELISA). This test is now 
available as a commercially produced kit 
manufactured by several drug companies. 
Although this method is widely used. it 
gives false positive results with disturbing 
frequency. In two studies involving 
screening of dor:ated blood during the 
period March through June in 1985 the 
following results were obtained: 

I. In the first study, conducted by 
the FDA, an initial positive ELISA result 
was found in 9.629 out of 1,128,166 
units of blood tested. 

2. Of those 9.629 initially testing 
positive, 2.831 were found to be posi­
tive when the ELISA test was repeated. 
Thus 29% of those initially testing 
positive remained positive on further 
testing. 

3. In another study conducted by 
1.593.969 units of donated blood. 
repeated ELISA testing was positive for 
3.209 units. When a sample of 2.552 of 
these repeatedly positive units was 
tested by the Western Blot test. a con­
firmatory test for presence of antibody 
to the LAV/HTLV-III antibody, 587 
were labeled positive. Thus only 23 % of 
those repeated testing positive were 
confirmed to actually be positive. 

4. Combining the results of these 
tWO studies we see that a positive ELISA 
test when repeated is positive only 29 % 
of the time. and that these repeatedly 
positive tests can be confirmed only 
23% of the time. Out of 1.000 tests 
290 would be positive on repeated 
ELISA testing. and 23 % of these 290. 
or 67 would be confirmed as positive by 
the Western Blot test. Therefore 923. 
or 92 % would be labeled falsely positive 
by a single ELISA test. 

These studies of volunteer blood 
donors tested a population with a low 
prevalence of positive antibody. For the 
ELISA. as for other laboratory tests. the 
lower the prevalence of individuals with 
antibody present in the sample being 

. 
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tested. the higher the number of false 
poSitive tests. At the present time the 
prevalence of AIDS and of antibody to 
LA V IHTL V -III among prisoners is very 
low in most states. and false positive 
tests would be common if performed. 
Although a Western Blot test for confir­
mation could be performed on repeated 
positive ELISA tests. this test is at the 
present expensive and not completely 
reliable.) 

The ELISA t~st not only has many 
false positive results. it also has false 
negative ones. In a study of 96 patients 
with AIDS. ARC. or at risk for AIDS. 
four had no detectable antibody to 
LAV/HTLV-III even though LAV/HLTV­
III virus was grown from their blood.' 
This represents a detection failure rate 
greater than four percent among people 
who could potentially transmit the 
disease. At this rate. among the one to 
two million people exposed to date. 
40.000-80,000 would escape detection. 

The presence of antibody to HTLV­
III does not provide that the HL TV -III 
virus is present: it just means that 
exposure has occurred. Additionally. 
more than two thirds of individuals who 
have been exposed to the HL TV-III virus 
show no evidence of AIDS or any AIDS 
related disease. There would be no dif-

'''Blood B~nks Give HTLV-III Test Positive 
Appraisal ~t Five Months." JAMA. Vol. 2504. No. 
13. p. 1681. 
·5;JI~huddin. S.Z .. Markh.m. P.O.; Redfield. R.R .. 
et .1 .. "HTL V·III in Symptom-Free Seroneg.tlve 
Persons." Lancec. p. 10418-10420. 1984. 

ference in the treatment that any indi­
vidual would receive based upon the 
results of this test. If virus were present 
then the individual has the potential to 
transmit the disease. 

For these reasons, HTLV-III antibody 
testing should not be performed in 
prisons or jails. The diagnosis of AIDS or 
AIDS Related Complex is made by clini­
cal evaluation. not by this test. We have 
found on Rikers Island that a combina­
tion of the White Blood Cell (WBC) 
count which is less than 3500 and an 
anergy screen which is negative to 4 
antigens does identify individuals who 
have severely depressed T-cell ratios. 

AIDS is not casually transmitted: it 
can only be spread in a jailor prison 
through sexual intimacy or sharing of 
needles. There is no reason to segregate 
inmates based upon the results 0 f this 
test. Because intravenous drug use is a 
common experience for inmates prior 
to their incarceration. targeted educa­
tional efforts about the spread of AIDS 
through sharing of syringes can be very 
productive for this population. Similarly. 
education about safe practices should be 
provided to all inmates. Since consensual 
homosexual sex occurs in prisons and 
jails, just as it does everywhere in our 
society. condoms should be provided to 
help prevent the spread of AIDS within 
correctional facilities .• 

Dr. Cohen is the Director of the Montifiore 
Rikers Island Health Services in New York 
City. 

Expert Negotiation Brings 
New Approach to Prison 
Litigation in Hawaii 
Ted janger 

The details of the Hawaii settlement 
and consent decree were reported in the 
Fall 1985 JOURNAL. "Hard Fought Settle­
ment Reached in Hawaii Case." 5 NPP 
JOURNAL at 3. 

When a legislature or bureaucracy 
fails to meet its Eighth Amendment obli­
gations. it falls to the judiciary to deter­
mine the scope and meaning of the 
words "cruel and unusual punishment." 
and to formulate a remedy. Fiss. The 
Forms of justice, 93 Harv. L.Rev. I 
(1978): Fletcher. The Discretionary Con­
stitution: Institutional 'Remedies and judicial 
Legitimacy. 91 Yale L.J. 635 (1982). 
That judges are well qualified to deter­
mine the meaning of constitutional 
values has deep roots within our juris­
prudence. but once constitutional liability 

has been established. remedying the defi­
ciency is often a process which carries 
judges well outside their accustomed 
role as settlers of disputes. Chayes. The 
Role of the judge in Public Law Litigotlon, 
89 Harv. L. Rev. 1281 (1976). As a 
result. prison reform litigation is some­
times criticized for turning ludges into 
prison wardens. 

Expert negotiation was developed 
as a child of necessity. 

During the early years of prison liti­
gation thiS criticism carried some weight. 
When the novel issues of liability for 
conditions of confinement first reach the 
courts. the judge and parties are forced 
to pick their way through preViously 

• 

• 
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AIDS'in Prisons and Jails: 
Issues and Options 

Acquired Immunodeficiency Syn-
• drome (AIDS) has rapidly become one 

of the most difficult and complex 
public health issues facing the United 
States. Since AIDS was first identified 
in this country in 1981, over 17 .. 000 
Americans have developed the disease. 
The rapid increase in cases, particularly 
in the past 2 years, and the continued 
uncertainties as to the future course of 
the disease's spread have led the 
President to term AIDS "the Nation's 
number one health priority:' 

In the correctional context, dealing 
with the problem of AIDS may po~e 

From the Director 

Acquired Immunodeficiency Syndrome 
(AIDS) represents a serious challenge 
for American correctional systems. 

Recognizing that many inmate popula­
tions contain a high concentration of 
individuals at risk for the dbease­
primarily because of histories of 
intravenous drug use and. to a lesser 
degree. homosexual behavior-correc­
tional administrators are concerned with 
developing effective policies to ensure 
the health and safety of both inmates 
and stafr. 

Often already copmg with crowded 
institutions and limited budget~. they 
face difticult decisions iegarding 
prevention. institutional management. 
and the identification and treatment of 
inmates with AIDS :These decisions are 
rurthercomplicated by a range oflegal 

Theodore M, Hammett 

even more difficult problems since 
inmate populations may include high 
proportions of individuals in AIDS risk 
groups. particularly intravenous drug 
users. Correctional administrators 
must formulate policies that allow 
them to manage their institutions 
effectively, while dealing with a 
serious health problem that may cause 
fears among staff and inmates. Ad­
ministrator; face difficult decisions 
concerning prevention, housing. and 
the provision of medical care. decisions 
which are frequently complicated by 
legal and cost issues. 

issues, the high costs of medical care. 
and the need to control fear and misin­
formation throughout the institution. 

Recognizing the potential scope of 
these problems. many correctional 
administrators have expressed interest 
in receiving information that can help 
them in formulating policies on AIDS. 
To address this need. the Natiunal 
Institute of Justice and the American 
Correctional Association jointly spon­
sored the development of a report 
entitled AIDS in Correctional Facil­
ities: Issue.l· alld Optiolls. 

Given the urgency of the need. the study 
was an intensive effort. conducted over 
a 4-month time period. In addition to 
the dedication of the project director. 
Theodore M. Hammett. the cooperation 
of the National Institute of Correct ions. 
the Association of State Correctional 
Administrators. the Centers for Disease 

In response to urgent information 
needs expressed by corrections profes­
sionals. the National Institute of 
Justice and the American Correctional 
Association sponsored a study entitled 
AIDS ill Correctional Facilities: IsslIes 
and Optiolls. The study was based. in 
large part, on responses to a national 
mail questionnaire from all 50 State 
correctional departments, the Federal 
Bureau of Prisons, and 33 large city 
and county jail systems. The responses 
were received between November 
1985 and January 1986. 

Control. and the American Correctional 
Association should be recognized. 

This Rest!arc/z ill Brie/summarizes the 
major findings and conclusions of the 
full report. Like the full report. it is 
intended to be informational rather than 
prescripti ve. 

Certain principles. such as the impor­
tance of inmate and staff education on 
AIDS. are indisputable. StH!. there are 
many other issues and policy 4uestillns 
that continue to spur debate both within 
and between the correctional and 
medical communities. 

By outlining these debates and provid­
ing the most current information 
available. the National Institute of 
Justice and ACA hope that correctional 
administrators will be better e4uipped 
III deal with the problem of AIDS. 

James K. Stewart 
Director 
National Institute of Justice 



The study summarizes the latest 
medical information on AIDS. presents 
statistics on the incidence of AIDS in 
correctional facilities. and enumerates 
the key issues and options facing 
correctional administrators as they 
formulate policy responses to this 
complex problem. This Research in 
Brief summarizes the major findings 
and conclusions of that report. 

Cause and transmission 
of AIDS 

AIDS is a serious communicable 
disease that undermines the human 
body's ability to combat infections. In 
1983 and 1984. the prohable cause of 
AIDS-variouslv called human t-cell 
lymphotropic virus type III (HTL Y -III) 
and lymphadenopathy-associated viru~ 
(LAY)-was idemif:ed. Thus far. 
most cases in the United State~ have 
been amon!! homosexuab and intrave­
nous drug ~husers. with ca!-les primarily 
concentrated in large metropolitan 
areas on the east and west coast~. 

End-sta!!e AIDS b aimost alwa\'~ fatal. 
Howev;r. a ranue of milder fl;rms of 
illness. sometin;e~ called AIDS­
Related Complex (ARC). may also 
appear among tho~e infected with the 
AIDS virus. 

Infection with HTL Y -III i~ transmitted 
throu!!h contaminated hlood and 
!o.eme~. primarily during !o.exual activity 
and needle-sharinu related to intrave­
nou~ drug ahu~e. The virus i~ difficult 
tn transmit and there i~ ahsolutel\ no 
evidence of its transmi!o.sion throu!.!h 
casual contact. such a!o. couuhin!!. ~ 
huu!.!inu. handshakin!!, sharin!! catin!.! 
ana~drinking utensib: or using the ~ 
same toilet faci'ities. 

In 1985, a test was developed and 
made widelv available to detect the 
presence of antibodies (evidence of the 
body's attempt to fight offan infection) 
to HTL Y -II!. While the test does not 
detect the presence of the virus itself. 
seropositivity (i.e, presence of anti­
bodies) means that an individual has 
heen infected with the AIDS virus at 
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some time. although the body may 
have subsequently fought off the 
infection. 

The likelihood that HTLY-lII 
seropositivity means current infection 
with the virus is considered much 
greater for individuals in identified 
AIDS risk groups (e.g .. homosexual 
or hisexual males. intravenous drug 
ahusers). Nevertheless. seropositive 
individuals may never develop any 
symptoms. let alone develop end-stage 
AIDS. 

may be able to transmit the infection 
to others. even if they never develop 
symptoms themselves. Exhibit I 
summarizes the relationships among 
exposure. infection. seropositivity. 
ARC, and AIDS. 

AIDS in the correctional 
population 

Current Iv. the Centers for Disease 
Control (CDC) estimate that 5 to 6 
percent of seropositive individuals will 
develop end-stage AIDS while another 
25 percent will develop ARC. How­
ever. recent research suuuests that the 
percentage of serorositi~e individuab 
who will develop AIDS may he 
somewhat hi!!her, Moreover. CDC 
cautions that\eropositive individuab 

Responses to the study questionnaire 
reveal that. since 1981. there. have 
heen a cumulative total of 455 con­
firmed AIDS cases in 25 State and 
Federai prison system~. Twenty large 
city and county jail systems reported 
311 cases of AIDS among inmates. 
These figures represent c~I1lIlI(l{i\'{.' 
total cases since the responding juris­
dictions began keeping records. 

As of the period Novemher 1985 to 
January 1986. there were 144 cases of 

StaJ!e 

Intection 

Sempo,ltlvity 

ARC 

AIDS 

Exhibit I 

Relationships among exposure, infection. 
HTLV -III seropositivity, and development of ARC or AIDS 

MeaninJ! 

Inuivluual ha~ contact with 
HTL V ·111 In a wu\' thm Illake~ 
trum,IllI~~lon po~'ij,le {c.g. 
,exual l'ontact or nceule­
~haring activit)) 

Inulviuual " infccted with 
HTLV-IIt. Intel'lIon l1Ia~ oc 
perl1lanent or oou~ may ,uc­
ce~~full~ COlllout the y Iru ... 

IndiVidual ha, :Jntioodie, to 
HTLV-IIt. tnfecllon ha~ OC' 

curred at ,omc time in the pa\t. 
out uatc ollnft:clIon or whether 
Individual remain~ Infected 
~annlJt oe deternllned. 

A comoinallon of condillon, 
that together give evidence of 
Infection with AIDS viru... 

IIlne" characteri7.cd bv one or 
l1Iore npponunl,tic Inlccllon, 
at lew,t moderatel\' indicative 
01 underlvinl! ccllular 
Il1Il11unod'ef'iC:lency 

Relationship Itl 

previ()u, staJ!et s) 

L'nkn\lwn. altoough I1IlIllIplc 
cxpmurt:, prooaol) Inl'rCa', 
the ri .. k of Inlectlon 

CDC' con\ldt:r, the HTI.V-1I1 
antibody tt:\t a rt:lmolc InUll'ator 
that infection ha, o~currcd at 
,ollle lII11e Rt:peat and l·un· 
tirmatorv te,tlnl! inl'rea~c 
reliabilil). -

About :25 percent of ,eropmltlvc 
individuab will pmbabl) 
develop ARC (CDC e~tlmatel 
Th" eMllllate i, uncenain due 
to the lengthy Incuballon period. 

Aoout 5 to 6 percent 01 ,em· 
po,ltive inuividllab Will 
probaoly develop AIDS. tCDC 
eSlIlllate). Recent ,lUdiC, place 
the fraction a, hil!h a, one-third. 
Again. all eSliniatt:~ an: uncer· 
tain due to the lenuth\ Incuoa· 
tion period. --
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AIDS among State and Federal inmates 
in 19 systems and 35 cases among city 
and county inmates in II systems. 

No known AIDS cases have occurred 
among correctional staff as a result of 
contact with inmates. Questionnaire 
respondents reported nine cases of 
AIDS among current or former staff. 
but none of these individuals had been 
involved in an incident with an inmate 
in which transmission of the AIDS 
virus might have occurred. Indeed, 
most were known or suspected to have 
been in AIDS risk groups. 

The distribution of AIDS cases across 
correctional systems is highly skewed 
(Exhibit 2). Fifty-one percent of the 
prison systems have had flU cases and 
80 percent have had fewer than four 
cases. Among responding city and 
county jail systems, 39 percent have 
had no cases and 70 percent have had 
fewer than four cases. 

At the other extreme, two State prison 
systems and only one of the responding 
city and county jail system~ have had 
more than 50 cases. The regional 
distribution i~ also highly uneven. 
Over 70 percent of the cases, both in 
State prison systems and in city and 
county jail systems, have occurred in 
the mid-Atlantic region, with all other 
parts of the United States contributing 
much smaller percentages. 

The vast majority of correctional AIDS 
cases. particularly in jurisdictions with 
large numbers of cases. are believed to 
be associated with prior intravenous 
drug abuse. There is substantial debate. 
but -little hard data. on the t!xtent to 
which the AIDS virus is being transmit­
ted within corrt!ctional institutions. 
The two primary means of transmission 
are prohibited behavior in all correc­
tions systems. However. logic and 
common ~t!nse SUggt!st that. even in 
the best-managed -c~>ITectional 
facilities. there may be at least some 
transmission of the infection occurring 
amllng in matt!s. 

Correctional policy issues 
and options 

Tht! major policy an!as involved In tht! 
correctional response to AIDS are 
c.:ducation and training: HTLV-1I1 
antibody tt!sting: am(medical, legal. 
and correctional management issut!s. 

Exhibit 2 

Distribution of cumulative total AIDS cases 
among inmates, by type of system 

Range of total State/Federal 
AIDS cases prison systems 

n n 
systems % cases 

0 26 519f- 0 

1-3 15 29 2~ 

~·IO 5 10 30 

11-:25 :? ~ ~2 

26-50 2 33 

51·100 2 liS 

• 100 I , 231 

TOTAL 51 100'; ~55 

SUlIft'C', Nil .\(,:\ 4uc"IuonnJIn: n:'pofbc, 

, 1)1I~ III munulIlg 

Education and training 

Because there is no vaccint! or cure for 
tht! disease. education and training 
programs are the cornerstone of eff~rts 
to curb the spread of AIDS in prisons 
and jails. as well as in the population 
at large. Education and training pro­
grams also providt! the opportunity to 
counteract misinformation. rumors. 
and fear concerning the dist!ase. For 
t!xample. tht! majority of systt!ms 
responding to tht! qUt!stionnaire re­
ported that inmates and staff wOITit!d 
about the possibility of contracting 
AIDS: many responses referred to fear 
of casual contact or typt!s of contact 
not actually associated with transmis­
sion of tht! virus. 

As a result. man v correctional adminis­
trators feel ~tron!,dy that t!ducation and 
training art! not options but absolutc 
requirements. Ninety-three percent of 
tht! responding jurisdictions currenlly 
offt!r or are dt!veloping AIDS educa­
tional programs for staff: lB percenl 
offer or are dt!vt!lopi ng such programs 
for in matt!s. 

Among respondt!nts whose t!ducalional 
programs havt! opt!ratcd for some lime. 

City/county 
jail systems 

n n 
% ~ ~b cases % 

()c,.( 13 39<7( () Oq 

5 In 3D If> 5 

7 7 21 43 I~ 

9 3 12 ~ 

7 3 ~() 13 

21 () II Il 0 

51 I 3 20() f>~ 

IO()I; ,II 9"1';" 311 Ii)()' ; 

the vast majority bt!lit!\,t! these pro­
grams to be et'ft!ctivt! in reducing Ihe 
fears of staff and inmates. Sevt!;al 
jurisdictions reported that limt!ly 
t!ducational effort~ had SUl:l:t!ss full v 
avt!rtt!d threalt!ned job aClions by . 
correctional slaff union~. 

Expt!rit!nct! suggt!sts Ihat Iraining and 
t!ducation programs should bt! insti­
tutt!d bd'ore dt!ep-~cated ft!ars have 
developt!d. and rept!att!d pt!riodically 
so that the lalt!st medical information 
can bt! prt!st!n!t!d and new stuff and 
ininates can ht! reached on a timel\' 
basis. . 

Effeclive education programs may 
indudt! liVt! prest!n!ations by training 
leUlllS. printt!d materials. and vidt!ll­
tupt!s. Program curricula .\"d matt!rial:-. 
should ht! brid. clear. and straight­
forward and tailored III lhe part[;:ulur 
knowledge gap~ ,lI1d CllnCl.!l'l1S llf tht! 
audienl..·t!. Tht!v should discuss tht! 
means of transmission of the AIDS 
virus and t!mphasile e\'erYllnt!'~ rt!­
sponsibility to avoid behaviors known 
to bt! associatt!d wilh Iransmi~silln. 
Thev should also guard against t!n­
couraging a fulse ~ense l)f :-.ccuritv in - - . 



any group. At the same time. programs 
should not create needless fear by 
advocating unnecessary precautionary 
measures. 

HTL V -III antibody testing 

There is substantial debate. both in 
corrections and in society at large. 
surrounding the uses of the HTLV-III 
antibody test and the meaning of the 
test results. The most controversial 
testing application in corrections is 
mass screening: the testing of all 
inmates or all new inmates ~ regardless 
of the presence of symptoms~ or other 
clinical indications. 

Correctional policies on HTLV -III 
antibody testing. Only four State 
correctional systems (Nevada. Col­
orado. Iowa. and Missouri) have 
implemented or plan to implement 
mass screening programs for inmates: 
no city or county systems responding 
to the questionnaire have illstituted or 
planned such programs. However. 
almost 90 percent of the responding 
jurisdictions do emr.loy testing for ~ 
more limited purposes. These include 
testing of risk-group members. testing 
in support of diagnoses of AIDS or~ 
ARC. testing in response to incidents 
in which the AIDS virus might have 
been transmitted. testing on ~inmate 
re.quest. and festing carried out as part 
of anonymous epidemiological studies. 
Exhibit 3 summarizes studv findings 
on correctional testing policies. ~ 

Mass screening: the debate. The 
debate over mass screening for anti­
body to HTLV-I11 in corre~ctional 
institutions involves the following 
major questions: ~ 

• Should correctional sYStems take 
steps !lOt being taken in tlie community 
at large? 

Proponents of testing argue that rates 
of HTLV-1II seropositivity are higher 
among inmates and that the virus is 
likely to be transmitted within institu­
tions: they believe that screening is 
necessary to identify infectious indi­
viduals and to target prevention pro­
grams. 
Opponents argue that there is no proof 
of higher rates of HTL V -III transmis­
sion in prison and therefore there is no 
legitimate reason to screen. 

Exhibit 3 

Summary of responding jurisdictions' 
HTL V -III antibody testing policies for inmatesU 

Policy cate~ory 

· Mas~ ~crecnlng (all or all new inmates) 

• Scret!ning of ri~k grnup~ 

• Te~ting OIlIY fnrdiagno~e~, incident 
respon~e .llr t:pidemiological studi!!s 

• Tcstinglllll,' on inmate request 

· No testing 

TOTAL 

State/Federal 
prison s~'stems 

n % 

-I H'i( 

2 -I 

39 77 

2 

5 10 

51 10 I r,fh 

City/county 
jail systems 

n % 

0 O'i( 

7 21 

20 111 

3 

5 15 

33 IOO',; 

"Induue, actual anu planncu pollcle' Th" I' a hlcrarchlcal calcgortlallon. Thul IS • .IUrtSuI<:lIon, that UO O1a" 
,creenmg arc placcu In that categnry. rcgurulc" 01 whether the) abo do le,lIng lor other purpose,. )Un-uK'tlon' 
that un screen~~g of ali 111emncrs nl allea" "IIlW rtS~ group', hut nn Illa" ,creenmg. Jre pluceu 10 the ",,:reemnc 
01 m~ grnup' ,'alegor) regarulc" of whether Ihe~ ai'll do te'ling for ulagno,,,, IOcluent rc'pon'c. or epiuemll~1t 'U\ 
...lUt.JII.~~ "". 

hDw .. • tn rounding 

• What are the policy implications of 
identifyin~ seropositil'e imiil'idllais? 

Proponents of ~creening argue that 
seropositive individual; mtTst be 
identified so they can be given special 
supervision. counseling. and other 
programming. 

Opponents argue that mass identifica­
tion of seropositives would serve no 
purposes not better addressed by 
educational programs and would. in 
fact. create significant correctional 
~anagement problems-particularly 
It large numbers of seropositives were 
identified and there was irresistible 
pressure to segregate them. 

• How wo1l1d mass screenin~ affect 
education and prevention programs? 

Proponents argue that screening is 
necessary to inform and target educa­
tion and prevention programs. 
Opponents argue that !')creening need­
~essly and misleadingly divides the 
mmate popUlation into a stigmatized 
class and a "safe" class. thereby 
undermining the important educational 
message that everyone should be 
careful. 
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• 1.1' it possihle to del'elo{J (/ reliahle 
and cO!lfidellfial screening pro~ral/l:) 

Proponents argue that the antibouy test 
is reliable and that confidentiality of 
results can be maintained. 
Opponents argue that the test results 
are often unreliable and that real and 
rumored results would inevitably 
~ecome known to the inmate popula­
tIOn and others outside the institution. 
potentially subjecting actual or sup­
posed seropositives to threats and 
intimidation while in prison and to 
discrimination in housing. employ­
ment. and insurability after discharge. 

• What are the iegal implicatiol1s I!! 
screening? 

Propcr:e::~~ :!!'gue that mass screening 
is legal and proper and. in fact. that~ 
failure to conduct mass screening mav 
result in serious legal liabilities, -

Opponents point out that law~ and 
policies requiring subjects' informed 
consent for HTL V -III antibody testing 
preclude mandatorY mass screenin(l ~ 
and suggest that liability issues can be 
effectively managed, 

• 

• 

• 
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• What are the costs of mass screen­
ing? 

Proponents of screening argue that the 
test can be economically administered. 
Opponents argue that when the costs 
of repeat and confirmatory tests and 
the costs of separate correctional 
programming for seropositives are 
included. the total price could become 
prohibitive. particularly for large 
systems and/or those likely to identify 
large numbers of seropositive inmates. 

• Will mass screening allay or inflame 
fears? 

Proponents argue that screening could 
help to calm the concerns of inmates 
and staff if it found low rates of 
seropos i ti vi ty. Moreover. regardless 
of the seropositivity rates, failure to 
screen could cause serious public 
relutions problems. 
Opponents argue that mass screening 
\vill needlessly intlame fears. particu­
larly if the seropositivity rate is found 
to be high. 

• Are fheri: feasihle a/fl!/'IIat; \'(!.\' {(J 

scrl!l!ning? 

• Proponents ar.gue that screening is the 
best method of obtaining the necessary 
information on HTL V -III seropositiv­
ity and transmission. 
Opponents argue that there are better 
ways to identify high-risk individuals 
and diagnose AIDS and ARC that 
avoid the negative consequences of 
mass screening. These include astute 
medical surveillance and alternative 
laboratory work for diagnoses. 

In addition. anonymous epidemiologi­
cal studies may permit estimation of 
HTLV-III seropositivity and transmis­
sion rates while avoiding the correc­
tional management and confidentiality 
problems of mass screening. 

Implementation issues. Correctional 
administrators who decide to imple­
ment any mass or ~elective te~ting 
program face a range of issues. includ­
ing when and where to admini~ter the 
test. and whether testing should be 
voluntary. mandatory. or on request. 

In nO percent of the responding juris­
dictIons. all testing is either voluntary 
oroninmaterequest. In 15 percent of 
the jurbdiction~. all testing b manda­
tory. 

There are serious legal and ethical 
issues involving both whether inmates 
can be compelled to submit to testing 
and whether they have a right to testing 
on request. Laws in some jurisdictions 
(e.g., California and Wisconsin) 
prohibit HTL V -III antibody testing 
without the informed consent of the 
subject. 

Those who oppose mandatory testing 
argue that. because of the potentially 
serious negative effects of testing 
(e.g., discrimination in housing. 
employment, insurability), medical 
ethics require that there be a right of 
refusal. regardless of law or policy. 

Some also argue that correctional 
systems have an obligation to provide 
the test to any or all inmates who 
request it. However. if such testing is 
provided. many physicians believe that 
inmates should be fully and accurately 
informed of the potential personal and 
psychological effects of testing before 
they make any decisions and that those 
who are tested be counseled on the 
meaning and implications of the 
results. 

Medical, legal, and correctional 
management issues 

Correctional administrators responding 
to the challenging problem of AIDS in 
prisons and jails must balance medical 
considerations and medical advice 
a\!ainst complex correctional mana\!e­
n~ent factors. Decisionmaking is -
further complicated by legal and cost 
concerns. The following section 
discusses these issues. 

Medical issues. Perhaps the highest 
priority in the correctional response to 
AIDS is providing timely. profes­
sional. and compassionate medical 
care to inmates who become ill with 
the disease. As in society at large. 
prompt detection ami diagnosis are 
needed to minimize spread of the 
Jisease and alleviate the suffering of 
patients. 

Whether or not HTL V -III testing is 
used. appropriate diagnostic work ups 
are necessary to identify immuno­
suppression. ARC. and AIDS. Also. 
certain test~ may be able to detect early 
evidence of opportunistic infections 
typically seen in AIDS patients. 

Careful surveillanct> and regular 
followup are extremely important for 
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patients with AIDS, ARC, and HTLV­
III seropositivity, since life-threatening 
symptoms can develop very quickly. 
Because AIDS patients experience 
serious psychological as well as 
physical problems. counseling and 
support systems involving correctional 
staff and family members are also 
considered important components of 
care. 

Correctional management issues. 
Ironically. the medical treatment of 
AIDS patients may be the simplest 
issue confronting correctional adminis­
trators. Other questions-where to 
house and treat the inmate. how to 
prevent the spread of the disease. and 
how to pay for medical care-are 
likely to be even more difficult to 
resolve. 

HOllsing policies. One of the most 
critical and difficult decisions for 
correctional administrators is where to 
house and treat inmates with AIDS. 
ARC. or HTLV-III seropositivity. Of 
course. medical considerations dictate 
many of these decisions. Mostjurisdic­
tions place inmates with confirmed 
diagnoses of AI DS in a medical facility 
either within the correctional system or 
in the community. although the dura­
tion of such hospitalization varies 
considerably. 

Preventing the spread of AIDS within 
the prison and protecting affected 
inmates from intimidation and violence 
are important considerations. Other 
factors in treatment and housing 
decisions include availability a~d 
location of facilities able to provide 
appropriate care. costs of any new 
construction or renovations necessarY 
to prepare special units. and staffing' 
of any special AIDS units (correctional 
as well as medical). 

Correctional administrators have a 
number of options concerning treat­
ment and housing placements for 
inmates with AIDS. ARC. or HTL V­
III seropositivity. The key options are 
the following: 

I. maintaining inmates in the general 
popUlation: - -

2. returnin\! inmates to the \!eneral 
population 'When their illnesses are in 
remission: 

3. administrativelv scgregatin\! in­
mates in a separate unit ()r relying on 
single-cell housing: 



4. hospitalization; and 

5. case-by-case determination of all 
housing and treatment decisions. 

Exhibit 4 summarizes the housing 
policies of the responding systems. 
Two-thirds of the Federal and State 
systems. and 70 percent of responding 
city and county systems have written 
policies in place or in development for 
managing inmates with AIDS. ARC. 
and HTLV -III seropositivity. 

Most jurisdictions hospitalize or 
administratively segregate at least 
some of the three AIDS-related inmate 
categories. 

City and county jurisdictions are more 
likely to use segregation: 39 percent of 
responding city and county jail systems 
segregate all three AIDS-related 
inmate categories. as opposed to only 
16 percent of State and Federal prison 
systems. Almost one-third of all 
responding systems have basic policies 
involving case-by-case determination 
of treatment and housing programs. 

While Exhibit 4 indicates the wide 
variation in correctional policies on 
housing and treatment of inmates with 
AIDS. the four jurisdictions with 
almost 75 percent of the correctional 
AIDS cases (New York State. New 
York Citv. New Jersev. and Florida) 
all folloV: the ~ame ~t;mbination of 
policies: 

1. medical ~egregation of AIDS 
patients. but no segregation of inmates 
with ARC or HTLV-lIl seropo~itivity: 

2. careful evaluation and ongoing 
monitoring of inmates suspe~ted 'Of 
having ARC or AIDS; 

3. no mass :-.creening for antibody to 
HTLV-III: and 

4. extensive staff and inmate educa­
tional program~. 

All four of these systems report that 
equilibrium ha!> been reached on the 
AIDS issue. with no widespread fear 
among staff or inmate~ regarding 
transmis~ion of the viru!> within the 
institution!>. 

Precautionary measures. Correctional 
agencies have adopted a wide range of 
precautionary measure!> to control 
spread of AIDS within instituti6ns: 
many are based on Center!> for Disease 

Exhibit 4 

Summary of responding jurisdictions' housing policiesH 

for inmates with AIDS, ARC, and HTLV-III seropositivity 

State/Federal City/county 
Policy comhination prison systems jail ~ystems 

n 0/0 n % 
• Segregate AIDS cases: ARC ca~c~ and 

seropositives mainlllined in general 
population :I 6fi, :I 9q 

· Segregate AIDS and ARC .:ase,: 
seropositive, maintained in general 
population 10 :w 3 l) 

• Segregate all .:ategorie, l! 16 13 -II 

• No segregation or any categ(1ne~ 2 -I 0 0 

· No policy H 16 3 

· ComhinatlOn, involving ca,c·hy-ca,c 
dcterminution 16 :II 10 1() 

• Othet policy cnmhinallon, -I H 3 l) 

TOTAL 51 10 I ri ~ 33 It) I ri h 

"I'or thc purpmc, of thL' catcgori/utlllO. '~gregutlon mcan, that the /ll/l/( 

polit·) t, to ho'pituli/e (either within nr Ilut"de the corrcctionul 'Y'lem' or 
10 ,egr~gutc udlnlnlMrutlvely Ihe punlculur Cuteg(lry of InIlWle. regurdlc" 01 
whcth~r Ihc'c Inmutc, ure returned iiI Ihe generul populutlon when their 
'ympmm' ,uh"de SlI1glc-celling" ubo Included to ,egregatlllO 

"Due to founding 

Control guidelines for c1inkal staff. I 
The CDC guidelines advi!-.e clinical 
and laboratory staff "to use the same 
precautions when caring for patients 
with AIDS as those used for patients 
with hepatiti:-.-B virus infection ... Spe­
cifically .. patient-care and laboratory 
personnel should take precautions to 
avoid direct contact of skin or mucous 
membranes with blood. blood prod­
ucts. excretions. ~ecretions. and 
tissues of persons judged likely t,) have 
AIDS." 

S( ._.ul physicians interviewed forthis 
study believe thai. ";,, ....... he AIDS 
virus is less hardy and more difficult 
to transmit than the hepatitis-B virus. 
precautions designed to prevent tran~­
mission of hepatitis-B should more 
than suffice to prevent transmi:-.sion of 
AIDS. 

; CDC Morhltirll <llIti .~lrm"//I\ W,','kll R"/III/'f 
IHMWRI II)X1.'1 577-5KO. ,~~ aho ,tIMWR I')XS. 
'4 oX I -nLJ5 
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Some correctional al!em:ie~ have 
in!>tituted precuution'Ury mea~ure~ 
which go far beyond tho~e recom­
mended by CDC. Many of the~e 
measures are designed to limit expo­
sure under extremely unusual ci.r­
cumstances or to prevent cxp(l'.urc 
through casual contact. However. all 
evide~ce indicates that AIDS cannot 
be transmitted by a :-.ingle expo~urc of 
anv kind or through ca~ual ~ontaL·1. 
This b a major theme in mmt AI[)S 
education programs. 

Precautionary measures addre~!'>inl! 
very rare or 'casual modes of ~ont71Ct. 
even if implemented in a good faith 
effort to reduce the fears of staff and 
inmates. may ultimately increase thosc 
fears by encouraging the view that the 
disease is spread by the very \ort llf 
unusual or casual contact~ the\ ~eek t\l 
prevent. Such a contlict bet\veen 
educational messages and practkal 
measures may not only increase fear 
within the institution. but abo ma\ 
foster suspicion of the correctionai 

• 

• 

• 



• 

• 

• 

system for. in effect, saying one thing 
about the transmission of AIDS but 
doing something else. 

Notification and confidentiality. 
One of the most difficult and sensitive 
issues regarding AIDS in corrections 
is who receives information on the 
medical status of inmates with AIDS. 
ARC. or HTLV-lII seropositivity, 
Decisions regarding who should 
receive HTL V -III antihody test results 
and who should be notified of AIDS 
or ARC diagnoses may be dictated by 
precise legal and policy standards such 
as requirements for written authoriza­
tion to release test results or other 
medical records, 

Two-thirds of State and Federal prison 
systems and 91 percent of responding 
city and county jail systems have 
general or specific confidentiality 
policies covering AIDS-related medi­
cal information, 

Some argue that decisions regarding 
uisclosure versus confidentiality of 
medical information in cases of AIDS 
or ARC should be based solely on legal 
retjuirements.-that is. no information 
should be reported to anyone unless it 
is required by law, This position is 
based on the premise that correctional 
systems should bear no greater respon­
sibility for notification than do institu­
tions in the community at large, 

Where law or policy allows any 
dbcretion. decisions regarding disclo­
~ure versus confidentiality in-7ariably 
raise the question of which should take 
precedence: the inmate's right to have 
medical information kept confidential 
or the correctional system's perceived 
legal and moral responsibility to 
protect its staff and other inmates. as 
well as the pUblic. from HTLV-JlI 
infection, 

There are valid claims on both sides, 
On the one hand are arguments that 
correctional staff have a ~ight to know 
when they are uealing w~h inmate~ 
who may be infectious or who have a 
seriou!o> communicable disease. anti 
that other inmates. spouses. or sexual 
partners have a right to know who may 
he carrying a sexually transmitted 
dbease. Notification to public health 
departments and inmates' former 
and/or subsequent correctional :-.ystems 
may abo be considered important to 
facilitate treatment. prevention meas­
ures. and contact tracing. Such disclo-

sures may also be designed to reduce 
or eliminate the correctional system's 
legal liability should a released or 
transferred inmate transmit AIDS to 
others. 

On the other hand. the most compelling 
reason for maintaining coniid~ntiality 
is that persons known to have AIDS, 
ARC, or HTL V-III seropositivity may 
suffer ostracism. threats, and possibly 
violent intimidation while in prison, 
and discrimination in employment. 
housing. and insurance availability 
after they are discharged. 

Because of their rapid population 
turnover rates. jails face even more 

. difficult policy decisions and logistical 
problems regarding disclosure and 
confidentiality of medical information. 

The most notable study finding regard­
ing disclosure is that a relatively small 
number of systems provide test results 
to inmates (31 percent of State and 
Federal systems and 52 percent of 
responding city and county systems). 
No State or Federal svstem and a small 
fraction of city-county systems ( 1<.) 
percent) uisclose results to inmates 
only. Seventy percent of State and 
Federal systems and 61 percent of 
responding city and county systems 
provide results to medical staff. 

No jurisdictions responding to the 
questionnaire specifically reported that 
spouses or sexual partners or prcvious 
correctional facilities of seropositive 
inmates are notified of test results. 

Costs of care and associated services. 
Questionnaire responses showed that 
correctional systems are almost univer­
sallv concerned about the costs ot' 
medical care and associated services 
for inmates with AIDS, Questions 
regarding range of costs elicited widely 
va~ying ~stin~ates. but all agrced that 
medical care for AIDS patients is 
extremely expensive. whether it is 
provided in a correctional medical 
facility. in another public medical 
facility. or in a hospital in the commu­
r.ity. particularly because correctional 
inmates are ineligible for Medicaid 
rcimbur!olement. -

Correctional systems should plan on 
spending anywhere from $40.000 to 
over $600.000 for hospitalization and 
associated medical costs of caring for 
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each inmate with AIDS, 1 The costs 
will vary depending on the amount of 
acute care required; they will also 
probably be higher if inmates are 
placed in hospitals in the community 
than if they are retained in correctional 
medical facilities or other public 
medical facilities. 

To the figures for hospitalization and 
medical care must be added costs of 
ancillary serv:,;',";~ ~'..!,;h as counseling, 
possible legal assistance. increased 
insurance (unless the system is self­
insured). and funerals. Obviouslv. 
medical care and associated serv·ices 
for inmates with AIDS could have 
serious budgetary implications for 
correctional systems. 

Legal issues. There is currently very 
little law specifically on correctional 
~ystem~' pol icie~ regarding AIDS 
cases. though several ca!'>es have been 
filed in Ne'W York and other States, 
Otherwi~e. ~pecific AIDS-related legal 
CllnCern!ol remain largely hypothetical. 
Still. there is substantial case law on 
correctional meuical care in general. 
which is important for administrators 
to con~ider in developing policie!'> 
regarding AIDS, 

Suits on the nualitv of correctional v . 
medical care' mav be brought on the 
basis of Federal constitutio~al stand­
ards. State law. or common la\l.', There 
are three constitutional principles 
relevant to correctional medical care, 

First. under the eighth amenument. 
inmates are entitled to a safe. decent. 
and humane environment. 4 Second. in 
Estel/e I'. GUllible. 5 "ueliberate indif­
ference to serious medical neeu" wa!o> 
held to violate the eighth amendment 
protection against "c~uel and ul'llisual 
punishment." Finally. the constitu­
tional guarantee of "etjual protection 
of the laws" applies to correctional 
medical care cases. anu particularly to 

:The I"" figure I' fWIII "Spe,lul Rcpnrt, rho "'-IDS 
Epl<iellll,," V,'I\ r:1I~/<llIdJ"I/I'lIitl,'f I/ .. dl< 111(' Il)X5: 
.112;)2.1: (he hH!h IU.!tm: l~ n;hcJ un ~ '~~lr'.It ~e\\ 
Yl1r~ ell) ',.lnnllJl e~lIl11ale ,'1 ":>.1!1(1,ln~) 'Ior pallon" 
n:4lllnng .H.·ut~ ,,:an: 

IThl' Jbc.:u"lon I' ha,cu l.lr!!t:I~ 1)(1 the prc'c.!t1IJlh)n 
nl ClulrCrtpe. by .. Ililhe hucr.1I Bllr<!Ju <>1 Pm.In, . 
• ll J Ilh!CI In I.! III Curn.·~tl\lO\tl <,\ll1tl1ll"hll1t!r ... \In AIDS. 
'p,'n,urcu 'b~ Ihe 'J.lllIlnul In'lIll1l~ \II (\IIT~c'll\ln', 
Allunla. G~\lrgla. :-;\I\~mh~r 11, ('IX; 

JSl!t!.l! g . Rh"i/t'\ \ ('ltd/UI/WI. -l~~t·S,'.'-'Il)XI) 

'.jl4 L'S 47 11'17111 



cases involving AIDS inmates. because 
of the segregation issues. 

Medical care in correctional institu­
tions is usually governed by the same 
State laws (e.g .. medical practice and 
nursing practice acts) that apply to care 
in the community at large. Finally. in 
some States. correctional medical care 
may be subject to suits for common 
law torts such as negligence. Medical 
malpractice suits are ~Iso a possibility. 

Existing caselaw on AIDS in correc­
tional facilities falls into the following 
three major categories: 

1. Equal protection. Cases filed by 
inmates alleging denial of equal 
protection based solely on the fact that 
they had AIDS (e.g .. Cordero I'. 

Coughlill). (, This case was decided in 
favor of the correctional department. 

2. Quality of care. Cases filed by 
inmates alleging inadequacie~ in 

"607 F Supp II IS.D.~ Y . I lIX-I I 

U.S. Department of Justice 

National Institute or Justice 

Wnshil1~/()I1. D C. 211531 

OffiCial Bustncs~ 

Penalt> for Prtvate Usc ~-,()(J 

medical care and associated services 
(e.g .. Storms I'. Coughlin).7 

3 . Failure to protect others from 
A.IDS. Cases filed ty inmates and 
potentially also by staff alleging 
inadequate protective measures and 
seeking additional steps such as mass 
screening of inmates and segregation 
of inmates with AIDS. ARC. or 
HTLV -Ill seropositivity (e.g .. Mtr La 
Rocca I'. Dalsheiml. H The La Rocca 
case was decided in favor of the 
correctional department; other cases on 
these issues are still pending. 

'Slrll'lll'< r C{ll/giJ/1/I wa, !"lIed In L'S. ()"Jrlct Coun 
I'm the Southern Di,Jrlet 'If New York Some of the 
,,,ue, may be mooted by new State regulation,. bUI 
the plaintiff', attorney believe, that there are a number 
or Inlponant qualny-or-care l,sUe, to litigate. See abo 
Thagard ". COIIII{\' {If' C{I{lk. unrepnned "Plnl!,": No 
X5 C 442'1 (N,D 111,. May 20. I'IH5) 

'120 MI'c 2d 697 (N Y IIJX3) See ab" H('rl'l/Ig " 
K('('nt'r (l'.S,D.C.. Oregon. med SepICmber 17. 
I'!H5 I:Sh('ppard 1'. K('('/I('\' tl'S.D,C . Oregon. tiled 
October 7. IIJXSI; Malporl' K('('/I(" (US,D.C . 
Oregon. med October II. I'!HS). T<''''/,(/<'I<l1 , K('<l1I 
('1 (ti Civil Actl(1n X5·17-12A( l' S D,C.. New Jer,eY. 
flied Ma~ I'IXSI . 

AIDS poses complex and difficult 
problems for correctional systems. The 
only certainty is that the problems will 
not disappear. Every correctional 
system should develop comprehensive 
policies and procedures for managing 
the AIDS problem in its institutions. 
The information provided here and in 
the full report can help correctional 
administrators consider the range of 
options available and the strengths and 
weaknesses of each. 

Theodore M. Hammell \\'(/.1' /)f"o}ecr 
directorjor Ahl As.wciale.I./llc .. ill 
Ihe Urttelll -+-mollih swdy that led to 
tltis C;lIldell.l'ed rL'f1orl. 'To learn 
ahol/l (ll'ailahiliry oj the full refum. 
call the Natiollai/llstilllte (!I'luslice 
NClRS at 800-K'i 1-3-+20 allc! gil'e 
Ihe title and identifyillg /lumher. NC 1 
f00126. (From Alaska. Maryland. 
and the Melr(lpolitan Wa.l'hi;,glo/l, 
D.C .. area. ('({II 30f-25f-5500.1 
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