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Some of the figures for housing and SNF beds in the table 
"System-wide Requirements, 1989-1993" are incorrect. The 
correct figures are: 

Services 
Housing Units 
SNF Beds 

1989 
1,280 

310 

1990 
1,590 

380 

1991 
1,930 

460 

1992 
2,280 

550 

1993 
2,640 

630 
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121 WORTH STREET 
NI:W YORK. N.Y. loon 

To the Citizens of New York City: 

On behalf of the New York City AIDS Task Force, I am pleased to present the "New 
York City AIDS Task Force ReporL" This Report is the culmination of a 15-month 
effort on the part of public and voluntary health leadership in New York City to 
develop a framework ofresponse to the HIV epidemic over the period 1989-93. 

Ever since the epidemic was recognized in 1981, New York City has been its epicenter, 
with more people diagnosed with AIDS than any other city in the nation, or for that 
matter, the world. The "New York City AIDS Task Force Report" represents a broad 
consensus concerning the magnitude of the HIV epidemic, what services are required 
to meet the need, and what they will COSL The Report is unique in that it represents 
the views of public and voluntary service, labor and management groups which most 
often have diverse, even divergent, agendas. Working together, these groups reached 
strong consensus on what actions need to be taken. 

Given what we know about the HN epidemic today, the report is a realistic appraisal of 
where we are, where we are heading and what resources are needed to provide the 
necessary services to the HIV-infected. In spite of the short time-frame in which much 
of the work was done, the analyses and projections were performed with great 
sophistication thanks to extraordinary efforts on the part of Task Force and work 
group members. Special thanks is due to Task Force Director Glenna Michaels and to 
her staff. 

Now that the report is complete, no more time should be spent simply fine-tuning 
estimates of cases, service, and costs. The needs are so urgent, and the task so great, 
that it is critical that we get on with the work of creating sufficient services in order 
that prevention can be accelerated, and that the increasing number of HIV-infected 
persons can be provided with the care they need. As I have said many times in the past, 
we need to worry much more about the fiTSt 500 additionally needed beds, than about 

thelas/SOO. ~\....Qb~ 

Stephen C.Joseph, M.D., M.P.H. 
Commissioner of Health, New York City 
Chairman, New York City AIDS Task Force 





New York City 
AIDS Task Force Report 
Executive Summary 

T HE New York City Aids Task Force was 
formed in March 1988 under the sponsor­
ship of the Health Systems Agency of New 
York City. Its mission was to project the 

course of the AIDS epidemic in the City of New York 
and to develop a plan of care for people with 
AIDS/HIV infection. 

Over a 15 month period, Task Force members and 
other invited individuals from labor and management 
in the public and voluntary sectors worked together 
to produce six separate reports: 

1. The Data Report which, identifies the projected 
incidence and prevalence of AIDS in New York City 
through 199~; 

2. The Models of Care Report, which describes what 
HIV-related services need to be available and how 
they should be organized and provided; 

~. The Needs Assessment Report, which identifies 
the volume of services needed through 199~; 

4. The Cost Assessment Report which identifies the 
cost of providing these services through 199~; 

5. The Health Care Personnel Report, which 
analyzes what effect the epidemic has had and will 
have on health care workers; and 

6. The Prevention and Education Report which 
discusses the the importance of AIDS prevention and 
education programs and ways to enhance them in 
New York City. 

These reports reflect current views on how the 
HIV I AIDS epidemic is impacting the City of New 
York, what the present and future service needs are 
and what the financial impact might be. 

Data Report 
The Data Work Group was the first work group to 

convene. They worked with the New York City 
Department of Health to re-evaluate the number of 
HIV-infected persons in New York City. In July, 1988, 
with the support from members of the Data Work 
Group, the estimated number of HIV-infected 
individuals in the City was reduced from 400,000 to 
200,000. 

The Data Report emphasized that there might be 
significant under-reporting of AIDS cases and 
undercounting of HIV-related illnesses, especially 

~ 

among substance abusers. If these concerns are valid, 
projections of future cases are more likely to be too 
low rather than too high. 

Since the HIV epidemic is very much a moving 
target and incidence and prevalence data are 
constantly being revised, the Data Report contains 
the incidence and prevalence projections that were 
available in the summer of 1988 and an addendum 
with the incidence and prevalence projections that 
were available in February 1989. According to these 
latest projections, by the end of 199~ about 64,000 
New Yorkers will have been diagnosed with AIDS. Of 
these, about 14,000 will be alive and require services. 
In accordance with the recommendation of the 
"Report of the Expert Panel on HIV Sero-prevalence 
Estimates and AIDS Case Projection Methodologies" 
(New York City Department of Health, February 19S9, 
p.~l), incidence projections for each year were 
adjusted upward by ~O to 40 percent when projecting 
service needs to take into account those who are HIV­
ill, but do not have CDC-defined AIDS and who are 
major consumers of services. 

Models of Care Report 
The Models of Care Report outlines what services 

should be available to the HIV-infected and how they 
should be organized, without taking into 
consideration whether the services exist or how 
difficult or costly it might be to establish them. The 
report states that the full spectrum of services that are 
needed by the HIV-infected should be provided 
throughout the entire course of their HIV illness, 
from the earliest asymptomatic stage forward. These 
services should be appropriately allocated based on 
degree of illness and need. To meet the urgent needs 
of the increasing numbel'" of HIV-infected, the report 
stresses that there will have to be fundamental 
changes in the way health care is delivered and the 
changes would have to occur rapidly to avert a health 
care and social crisis. Existing services must be 
expanded and new and innovative ones developed. 
These services must also be coordinated into a multi­
tiered, integrated system. However, the report stresses 
that for the most part it is better integrate HIV-related 
services into existing medical delivery systems rather 
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than create HIV / AIDS-specific programs or dedicated 
facilities. The model also proposes that HIV-related 
services, as far as possible, should be provided in non­
institutional, community settings or in individuals' 
homes. This is to enable the HIV-ill to maintain the 
highest level of independence in the least restrictive 
environment. 

The report also provides a detailed description of 
what the elements of a comprehensive service model 
for HJ¥.infected individuals ought to be and identifies 
the special service needs of several population groups. 

Needs Asse&maent Report 
Building on the service model outlined in the 

Models of Care Report, the Needs Assessment Work 
Group determ~ed the volume of some of the major 
services that need to be put in place to care 
adequately for HIV-infected individuals in New York 
City through 199~. Before the actual projections were 
developed, sub-work groups inventoried trends in 
society that might influence the course of the HIV 
epidemic and developed methodologies for five 
major, high-impact services-acute care, long-term 
care, housing, home health care services and 
ambulatory physician visits. 

Because of time constraints and lack of sufficient 
data, the work group was unable to project the need 

~ for many other important services such as inpatient 
and outpatient pediatric services, substance abuse 
treatment, mental health services, dentistry and HIV 
counselling and testing. Nor was the work group able 
to address the additional demand for non-clinical 
HIV-related programs such as community-based 
support services, transportation services, research and 
epidemiological studies, prevention and education 
programs, legal and anti-discrimination services and 
administrative and coordinating activities. These are 
all important areas that are closely interwoven with 
the HIV epidemic and must be available if there is to 
be an adequate response to it. The Needs and Cost 
Assessment Work Groups as well as the members of 
the New York City AIDS Task Force strongly urge that 
additional studies be conducted to determine the 
magnitude of demand for these services and their 
cost. 

The epidemic is evolving rapidly and each month 
new statistics become available. The incidence and 
prevalence data used by the Needs Assessment Work 
Group to develop its projections was the most current 
available as of December 1988. This data base 
produced the following estimates of resources needed 
in New York City through 199~: 

Services 

Acute Care Beds 
Housing Units 
SNFBeds* 
HRFBeds** 

System- ide equirements 
1989-199~ 

End of: 
1989 1990 1991 

2,420 ~,O20 2,940 
1,250 1,590 1,9~ 

~10 ~80 480 
~ ~60 4~ 

Home Health Care 
verage Daily 

Enrollment 1,670 2,080 2,520 

1992 199~ 

~,470 4,020 
2,280 2,840 

550 6~ 

510 590 

2,980 5,450 
MDVIlir.. 9M,480 958,840 979.%50 995.9401,005,820 

• Skilled Nunilll FlCility 
•• Health Related FlCility 

he me 0 ogtes use to pro uce ose esUmates 
are included in Appendix 4 of the Needs Assessment 
report so that these projections can be updated on a 
regular basis. The above estimates assume that an 
adequate supply of various alternate level of ~are 
services will be developed during the forecast penod. 
Should this not occur, the need for acute care and 
long-term care beds will far exceed that ~hown in the 
table above. Additionally, the report pomts out that 
these estimates are based on the historic utilization 
patterns of mainly gay, white men. As the epidemic 
unfolds, the population is growing poorer and 
includes more minorities, women and children. many 
of whom are substance abusers. This, in conjunction 
with more aggressive intervention and treatment 
modalities, will probably produce much greater 
resource consumption per HIV-infected person than 
in the past. 

Cost Assessment Report 
The Cost Assessment Work Group produced cost 

estimates of the five major services (acute care, long­
term care, housing, home health care and physician 
visits) that had heen projected by the Needs 
Assessment Work Group. In addition, it calculated the 
cost of providing prophylactic pharmaceuticals (AZT, 
pentamidine or drugs with similar costs) to the 
majority of HIV symptomatic individuals. To develop a 
unit cost for each type of service, the group compared 
actual costs to the prevailing reimburse-ment rates. In 
those instances where . the reimburse-ment rates were 
deemed adequate, the group chose to use those as the 
unit cost. In other instances, such as home health 
care, a new methodology had to be developed to 
establish a cost per enrollment day. . . 

The analysis revealed that the cost of provl.dmg 
these selected services over the next five years will be 
over $7 billion. The breakdown by year and service is: 



Summary of Coats for ~ ,. 'cted Services, 1989-1993 
($ millions) 

Services 1989 1990 1991 1992 1993 Total* 

Acute Care $628 $782 $955 $9!8 $1,105 $4,409 
SNFCare** 21 26 26 75 87 235 
HRFCare*** - 6 11 53 61 1!O 
MDVllits 88 94 99 105 111 496 
Home Hlth.Care 70 88 121 161 194 6M 
Sup.Housing 2 3 41 86 100 233 
Proph. drugs 172 176 181 184 186 899 
Be blood tramf. 
Total* $980 $1,17& $1,435 $1,60% $1,844 $7,036 

• Totals do not add due 10 rounding 

The Cost Report estimates that the burden of 
paying for these HIV-related services will be 
distributed across third-party payors as follows: 

Federal Government 30% 
New York State Government 16% 
New York City Government 17% 
Private Insurers 26% 
Others 11% 

100% 

In addition, there needs to be a major influx of 
capital funds to support the renovation and 
construction of additional health care and housing 
facilities. The initial capital requirements are 
estimated to be $712 million: 

Initial Capital Outlay Requirements, 1989-1993 
($ thousands) 

Long-term Care 
Acute SNF HRF 
Care Care Care Housing Total 

NewConst. $293,942 $50,661 $61,776 $165,490 $571,869 
Renovation 140,473 140,473 

Total $434,415 $50,661 $61,776 $165,490 $712,34% 

Table is exdUli-.e oCinllereJt payments. 

The Health Care Personnel Repart 
New York City has been particularly hard hit by the 

short supply of health care workers because many 
factors know to affect recruitment, such as a high cost 
of living and the lack of affordable housing, are 
exaggerated in the City. Aggravating the problem are 
the unprecedented high occupancy rates in acute 
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care hospitals which causes heavy work loads . In 
addition, over the last few decades many training 
programs for nurses and other health care workers 
have been scaled back or eliminated altogether in 
New York City. 

The Health Care Personnel Report examines 
whether the HIV epidemic has contributed to the 
shortage of health care workers and found a need for 
further study. Some dedicated AIDS units have been 
difficult to staff, but so have many other specialty 
units such as intensive care and emergency 
departments. Some residency training programs at 
teaching hospitals with high AIDS census have had 
difficulties filling their training programs. But there is 
some indication that this problem might be hospital­
specific and not a general rule. The conclusion of the 
report is that health care personnel who work in 
hospitals in New York City which are treating people 
with HIV illnesses must be provided with the training, 
protection and psychological support they need to 
carry out their duties safely and efficiently. 

The AIDS Prevention and Education Report 
The Prevention and Education Report stresses that 

high risk behavior rather than risk group should be 
the focus of all AIDS education and prevention 
efforts. To reduce high risk behavior and thus, the 
transmission of the AIDS virus, it is not enough to 
increase an individual's general knowledge of AIDS. 
Rather there must be group and community pressure 
to actively encourage certain behaviors and 
discourage others. For this to occur, there needs to be 
broad community awareness and involvement in AIDS 
as well as substance abuse issues. Community leaders 
and local service organizations should spearhead 
these efforts since they are well connected in their 
communities and can identify and reach those who 
are at high risk. The report recommends that local 
groups be provided funding and technical assistance 
to set up and conduct these services. It all calls for 
greatly expanded funding to support AIDS prevention 
and education programs. Finally, the report suggests 
several approaches that might be taken to reach 
target audiences. 





Dedication 

This report of the New York City AIDS Task Force is dedicated to the memory of Rafael 
Tavares, M.D., a Task Force member who died suddenly in November of 1988. He was a rare 
person who generously used his knowledge to improve the lives of others. He was wise and 
funny, dedicated and irreverent. His life enriched all of us. He is greatly missed. 
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Executive Summary 

C URRENT planning for meeting the health 
care, housing, and other needs of persons 
infected with human immunodeficiency 
virus (HIV) in New York City has been 

based, in part, upon a set of assumptions and 
projections about the numbers of persons ill with 
CDCdefined AIDS in New York City and the nature of 
the disease process that leads to AIDS. These data 
have been combined with what is known about the 
service needs and resource utilization of persons 
diagnosed with AIDS and HIV infection to project 
what types and volume of services will be needed over 
the next four to five years. 

Nearly 17,000 cases of AIDS, and over 9,000 
resulting deaths, have been reported in New York 
City. The New York City Department of Health has 
estimated that by the end of 1991 there may be a 
cumulative total of 4~,OOO cases of AIDS in the city, 
with perhaps 31,000 cumulative deaths. It has been 
projected that 8,000-11,000 new cases of AIDS will be 
diagnosed in 1991 and that there will be 10,000 living 
persons with AIDS at the end of that year. A 
significant number of additional persons will have 
HIV-related illnesses. 

The Data Work Group has examined existing 
planning assumptions and projections of the future of 
the AIDS epidemic in New'York City and reports the 
following conclusions: 

1. For purposes of needs assessment and services 
planning, the most important figures about the AIDS 
epidemic are estimates of future case incidence-that 
is, the number of new cases of AIDS (using the CDC 
definition) that occur over any given period of 
time--since most treatment resources will continue to 
be devoted to symptomatically ill persons. To date, 
projections of future caseloads based on statistical 
models have proven to be remarkably accurate. 
Concern has been expressed, however, that there may 
be a significant under reporting of AIDS cases and 
undercounting of HIV-related illness and mortality, 
especially among intravenous drug abusers. If these 
concerns are valid, projections of future cases may be 
increasingly unreliable. Further, there is reason to 
suspect that if case projections are erroneous, they are 
more likely to be too low rather than too high. 

2. Estimates of future service needs--for inpatient 
hospital beds, long-term care and residential beds, 
home care, outpatient services, and so forth-have 
been based largely on current use rates applied to 
estimates of future cases. To the extent that estimates 
of future cases are too low, so will be needs 
projections. More importantly, even if current 
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projections of future case loads prove to be accurate, 
the services that will be needed in the future appear 
likely to far exceed our currently projected capacity to 
provide them. 

3. Considerable attention has been focussed in 
recent months on estimates of the number of persons 
infected with HIV in New York City, that is, on the 
prevalence of infection. It is now generally believed 
that a very high proportion of all persons infected 
with HIV will eventually develop AIDS, although many 
will remain asymptomatic for a decade or more. 
Efforts to make estimates of the prevalence of HIV 
infection are importan t and worthwhile for at least 
three reasons. First, they can increase understanding 
of the likely future trajectory of the AIDS epidemic. 
Second, the increasing likelihood of the development 
of treatment methodologies for asymptomatic, HIV­
positive persons means that all HIV-infected persons 
will be appropriate candidates for targeted services, 
whether or not they have developed symptoms of 
AIDS. Third, HIV infection prevalence estimates are 
useful to planning preventive strategies. 

On the other hand, it is important to emphasize 
that, for purposes of service needs assessment and 
resource planning over the next three to five 
years-for services such as inpatient hospital beds, 
residential care, home care, and outpatient 
treatment-projected cases of HIV disease, rather 
than the number of infected persons, are still the key 
variable. Even relatively large differences in estimates 
of the number of infected persons produce relatively 
small changes in projected case loads in the near 
term, although the effect of differences in estimation 
is magnified over longer time periods. 

The Work Group has reviewed with care and 
debated the revised estimates of prevalence of HIV 
infection recently produced by the New York City 
Department of Health, and finds them more 
consistent than earlier estimates with the data on 
reported cases to date. Specifically, given what is now 
known about the time period between initial HIV 
infection and the diagnosis of AIDS, earlier estimates 
of the prevalence of HIV i!1fection produce projected 
case numbers far in excess of what has been reported. 

While the Work Group is aware that the New York 
City Department of Health's prevalence estimates 
explicitly make no estimate of the number of persons 
in the risk group of men who have sex with other 
men, and finds plausible the methodology on which 
the estimates are based, it is also cognizant of the 
implicit estimates of the size of the city's 
homosexual/bisexual population implied by that 



methodology, and shares some of the skepticism that 
e!Otimate has engendered. The Data Work Group 
emphasizes that it is high-risk behavior, rather than 
membership per se in a so-called "risk group," that 
determines individual risk for HIV infection. 
Moreover, patterns of sexual activity are no more 
uniform among homosexual/bisexual men than 
among their heterosexual counterparts; as a result. 
neither is risk for HIV infection nor the rate of 
infection among members of this group. The actual 
overall seroprevalence of HIV among homo­
sexual/bisexual men in New York City is unknown. 

More importantly, the Work Group recognizes the 
extremely limited data on which the city's" revised 
estimates have been based, although it also recognizes 
that earlier estimates were based on at least equally 
limited data. In that context, the Work Group wishes 
to reemphasize its central conclusion: that the most 
important statistics for service planning are those 
involving case projections in the relatively near term. 

4. While the data are extremely limited and 
difficult to interpret. it appears that persons with 
AIDS are surviving longer, from diagnosis to death, in 
part due to more effective treatment, including the 
use of AZT (Zidovudine), and in part due to earlier 
diagnosis. There appears to be wide variance in 
survival times across risk groups and ages. 

5. Better data is urgently needed on infection rates 
and clinical patterns among persons engaged in 
different "risk behaviors" and in different geographic 
areas of New York City. These data are best obtained 

by anonymous sero-surveys. 
6. The lack of any sophisticated methodology for 

projecting needs for services other than acute care 
hospital beds hampers planning for outpatient care 
and for services in non-hospital residential or institu­
tional settings. Efforts must be undertaken as soon as 
possible to develop andrefme such methodologies. 

7. Regardless of the techniques employed for 
estimating service needs, the Work Group is 
concerned that development of needed services will 
continue to lag badly behind demand. This is most 
dramatically true in housing for persons with AIDS, 
ARC, and other HIV-related conditions, given the 
overall housing crisis in New York City. The Work 
Group, while charged with focussing on data issues, 
thus urges that attention be concentrated, not on 
arguments about necessarily imprecise numbers, but 
on service development. 

8. Finally, it is clear that the HIV epidemic is very 
much a moving target, information and knowledge 
about which are continually increasing. The Work 
Group thus urges continued monitoring of data and 
scientific developments to permit continual 
refinement of incidence and prevalence estimates, 
and the associated service needs determinations. In 
that regard, better information will increasingly 
permit planners to think beyond the very short-term 
future. This epidemic shows no signs of ending in 
1991, and planning activities will need increasingly to " 
take longer-term issues into account. 
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Report of the Data Work Group 

MISSION 

• To evaluate existing planning assumptions and 
methodologies used to project future prevalence of 
AIDS, ARC, and HIV seropositive cases in New York 
City. 

• To recommend the planning assumptions to be 
used and project the prevalence of AIDS cases by 
relevant categories through 1992, using existing 
sources. 

Introduction 
By October 1988, nearly 17,000 cases of AIDS, and 

over 9,000 cumulative deaths due to AIDS, have been 
reported in New York City. The New York City 
Departtnent of Health has estimated that by the end 
of 1991 there will be a cumulative total of 43,000 cases 
of AIDS and 31,000 cumulative deaths in the city. 
Beyond 1991, the number of cases and deaths is 
expected to continue to climb until the epidemic 
plateaus sometime later in the 1990s. 

Current planning for meeting the health care, 
social service, housing, and other needs of persons 
infected with human immunodeficiency virus (HIV) 
in New York City has been based, in part, upon a set 
of assumptions and projections about the number of 
persons with CDCdefined AIDS in New York City and 
the nature of the disease process that leads to AIDS. 
These data are combined with what is known through 
experience about the service needs and resource 
utilization of persons with AIDS (PWAs) and with 
what has been called AIDS-related complex (ARC), to 
project what will be needed in terms of both types 
and volume of services over roughly the next four to 
five years. 

Because this planning process is so closely tied to 
estimates of future cases, the Data Work Group has 
examined both current estimates and projections 
about the AIDS epidemic and assessed their validity as 
a basis for planning. 

Projections about the HIV epidemic are based on 
current knowledge about HIV-related disease. But 
this knowledge and the assumptions on which the 
related projections are based will undoubtedly change 
as the epidemic unfolds. In the course of the eleven 
years since the epidemic is thought to have begun 
here, ideas about it have changed continually as the 
knowledge base has increased. At first, the disease 
was thought to be an illness confined to 
homosexual/bisexual men in the United States, and 
possibly caused by their sexual practices. We now 
know that we are confronted with a worldwide 
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pandemic caused by a (possibly new) transmissible 
retrovirus, identified only in 1984, and affecting 
persons without regard to sexual orientation. This 
process of developing knowledge and information will 
and must continue; there is still much to be 
discovered about the AIDS epidemic and its· 
sociomedical outcomes. 

In planning, it is important that we not focus on 
planning only for AIDS-a narrowly defined clinical 
diagnosis that thus far applies to only a small 
percentage of the estimated one to 1.4 million 
Americans, including those thousands of New 
Yorkers, who are thought to be infected with HIV. As 
the 1988 report of the Presidential Commission on 
the Human Immunodeficiency Virus Epidemic points 
out, HIV "is actually responsible for human infection 
with a wide range of consequences," not all of which 
may yet be known. In projecting health care needs, it 
is important to be aware of the range of persons who 
will need services-from those who constitute the 
uninfected "worried well" to those in terminal stages 
of HIV-related illness. This is a critical concept that 
should be kept foremost in mind as we consider what 
the present and future of the HIV epidemic look like 
and how accurate our perceptions and projections 
are. The planning process must take into account the 
entire breadth of the HIV epidemic. 

The Existing AIDS Caseload in New York City 
As of October 12, 1988, there had been a 

cumulative total of 17,090 cases of clinically diagnosed 
AIDS, fitting the CDC case-definition criteria, 
reported to the New York City Health Departtnent's 
AIDS Surveillance Office. These included 16,741 
adult/adolescent and 349 pediatric cases. There were 
9,4~9 known dead (56%), and more than 7,000 living 
persons with AIDS. Because PWAs may leave the city 
and die elsewhere, the number who are alive may not 
be as large as simple arithmetic would indicate. Lags 
in reporting, which may range from six to twenty-four 
months, also may result in undercounting both active 
cases and deaths. Of the 349 children diagnosed with 
AIDS in New York City, 2~6 (65%) are known to have 
died (New York City Department of Health 1988a). 

The New York City Health Department has 
estimated (New York City Strategic Plan for AIDS, 
1988) that there may be as many as 100,000 persons 
with some manifestation of HIV-related illness in the 
city, but since this is nol reportable, there is no way of 
knowing the actual incidence of illness or to What 
extent this component of the population needs or 
consumes medical and other resources. Earlier in the 
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epidemic, it was said that for every diagnosed AIDS 
patient there were ten people with ARC; however, the 
ratio of ARC to AIDS cases appears to be decreasing 
with lengthening duration of endemic infection, as 
the CDC case defmition becomes more inclusive, and 
as increasing numben of infected persons progress to 
AIDS diagnosis. 

The distribution of reported adult and adolescent 
AIDS cases by transmission/exposure category is 
summarized in Table 1; cumulative cases through 
October 12, 1988 and cases reported since January 1. 
1988 are shown. What is perhaps significant is that, 
since the beginning of 1988, the percentages of new 
reported AIDS cases involving intravenous (IV) drug 
abuse and those involving men who have sex with 
men (homosexual/bisexual males) are roughly equal, 
with new cases being reported at a slightly higher rate 
among IV drug abusers (IVDAs) than among 
homosexual/bisexual men. Heretofore, 
homosexual/bisexual men accounted for the higher 
proportion of new cases. Possible causes for this shift 
are 1) the revised CDC case definition for AIDS may 
have a greater effect on diagnosis among IVDAs than 
among homosexual/bisexual men, 2) a decreasing 
incidence of AIDS among homosexual/bisexual men, 
and ~) an increasing incidence of AIDS among 
IVDAs. It is too early to determine whether the shift 
is temporary or will continue, or what it signifies for 
the future demographics of HIV disease in l':ew York 

~ City. 

Distribution of AIDS Cases by Age, Sex, 
Race/Ethnicity, and Borough of Residence 

The current distributions of reported New York. City 
AIDS cases by age, sex, race/ethnicity, and borough of 
residence are summarized in detail in Tables 2 
through 5b. Of the adolescent and adult cases, 88% 
are males and 12% are females. About 48% of both 
male and female cases are in persons ~0.~9 years of 
age, 24% in the 40-49 age range, 16% among those 
20.29, and 10% of PWAs are over 50 years orage. 

Racially/ethnically, 41% of reported adult/ 
adolescent PWAs in New York City are white, ~2% are 
black, and 26% are Hispanic: Of AIDS cases reported 
to be linked only to men having sex with men, that is, 
among self-identified homosexual/bisexual males, 
6~% are white. 19% are black, and 17% are Hispanic. 
Thirty-four percent of male PWAs who identify as 
homosexual/bisexual men and IV drug users are 
white, ~6.5% are black, and 29% are Hispanic. 
Among AIDS cases linked to IV drug abuse alone, 
about 44% of those PWAs are black, 41 % are 
Hispanic, and 15% are white. Among women with 
AIDS, 52% are black, ~~% are Hispanic, and 15% are 
white. Among pediatric cases, about three-quarters 

are reported to be related to perinatal HIV 
transmission due to intravenous drug abuse by one or 
both parents; 58% of mothers of infants with AIDS 
are black, 52% are Hispanic, and 10% are white. 

Geographically, of the adolescent and adult 
AIDS patients whose place of residence is known to be 
in the city, 50% are from Manhattan, 21 % from 
Brooklyn, 15% from the Bronx, 1~% from Queens, 
and 2% from Staten Island (due to rounding, these 
percents do not total 100). 

High./Wk Populations and Infection RDtes 
in New Yorlt City 
Planning for AIDS and HIV disease begins with 

projections of anticipated caseloads. There has been 
debate about the accuracy of the New York City 
Department of Health's surveillance of, and 
projections for, AIDS cases in the city. The 
Department's own estimates have been revised 
periodically as data have accumulated and been 
analyzed and as more is learned about HIV-related 
illnesses. Estimates of HIV-related deaths among 
IVDAs, for example, have been revised upward within 
the last year on the basis of a retrospective study of 
death certificates that suggested an undercounting of 
IVDA deaths from HIV-related infections that did not 
meet the CDC case criteria for AIDS. Analyses of 
excess mortality among IV drug users in New York 
City suggest possible adjusted AIDS cases 50-150% 
more numerous than those currently shown for this 
group (Drucker 1988; Stoneburner et al. 1988). 
Indeed, Stoneburner et al. report 2,520 excess deaths 
among IVDAs between 1982 and 1986 that are 
believed to be HIV-related but that were not 
recognized as AIDS or reported to AIDS surveillance. 
Adding these 2,520 excess deaths to the 1,873 AIDS­
related deaths in IVDAs that were reported to AIDS 
surveillance suggests that AIDS mortality among 
IVDAs was at least 154% greater during 1982-86 than 
AIDS surveillance data alone indicates (Stoneburner 
et al.). Taking account of these deaths not only raises 
the reported toll of the epidemic, but should also 
raise our consciousness about the range of needed 
medical and social services for persons with HIV­
related illness that may be catastrophic without being 
strictly classified as AIDS. 

Current New York City and New York State Health 
Department estimates of future cases and service 
needs have been based largely on statistical modelling 
of the epidemic, based on extrapolation of reported 
cases, a methodology fundamentally similar to that 
employed by CDC. To date, these projections have 
proved relatively accurate. In order to assess the 
validity and plausibility of such estimates, the Work 
Group also explored both alternative projection 



methodologies and some of the assumptions on 
which such methodologies might be based. 

One issue involves estimating the number of 
persons in New York City currently infected with HIV. 
Here the Work Group explored two estimation 
methods. The first method, employed by the New 
York City Department of Health, begins with estimates 
of the size of the major population groups at risk for 
infection and with data on prevalence rates within 

. those groups. An alternative method begins with 
reported cases, and employs assumptions about 
seroconversion rates and progression from infection 
to active-case status to extrapolate backwards to 
estimates of the size of the infected population. This 
latter method, however, is only as good as the 
knowledge of conversion rates and incubation periods 
on which it is based. That knowledge is still very 
limited and is derived from three relatively small 
studies. 

In New York City, the situation is further 
complicated by a large and heterogeneous population 
with varying degrees of risk for HIV infection. While 
it should be emphasized that it is high-risk behavior, 
rather than membership per se in a so-called "risk 
group" that determines individual risk for HIV 
infection, AIDS cases in New York City clearly occur at 
higher rates among some population groups than 
among others. More is known about some of these 
population subgroups than about others, and high­
risk behavior-and, subsequently, HIV infection­
varies widely within and across such groups. In such a 
population, it is impossible to know precisely how 
many persons in New York are at risk for HIV 
infection or are already infected. In late 1987 and 
early 1988, estimates of the number infected in New 
York City ranged as high as 400,000 persons, but more 
recent estimates by the l'ew York City Department of 
Health (1988b), based on more refined epidemio­
logical and surveillance data and methodological 
approaches, have lowered the number of those 
thought to be currently infected to about 200,000 
individuals, with a range of between 149,000 and 
226,000 (Table 6). This range of figures is more 
consistent with the number of AIDS cases reported to 
date than is the previous estimate of the size of the 
infected population. 

IntraWflOW Drug Abwns (/VDAs)-Ma/4 andFemaJe 
Current estimates are that there are 60-90,000 HIV­

infected drug abusing males and 20-~O,OOO infected 
female IVDAs (40-60% of an estimated total 200,000 
IVDAs in New York City). The assumption that there 
are approximately 200,000 intravenous drug 
abusers--about 75% of whom are male-in the city is 
based on methodology developed by the New York 
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State Division of Substance Abuse Services in 1976 
(Frank et ;>1 , 1978) and appears to be a reasonable, 
though admmedly "soft," figure. The total number of 
IVDAs is believed to be relatively stable, but there is 
some fluidity to the cohort. Some IVDAs die and 
some stop using drugs in the course of a year but 
others, new IVDAs and relapsers, also enter the pool. 
We clearly need to know more about these ne\\' 
entrants. This number does not mean that there are 
200,000 people shooting drugs in New York every 
single day, but includes persons who are occasional, 
but regular, "shooters," those addicts who inject 
themselves several times a day, as well as those who do 
not share needles. 

Recent studies of IVDAs entering drug treatment 
programs in New York indicate that about 55-60% are 
already infected with HIV and that HIV infection is 
still spreading within this group. The level of 
infection for IVDAs recruited for testing in street 
settings has been found to be slightly higher-6~% 
seroprevalence (Kleinman et aJ. 1988). Although 
seroprevalence among IVDAs appears to be stable, 
the recent incidence of seroconversion has been 
about 5-7% per year, reflecting some turnover in this 
group. There is some evidence that risk reduction 
programs and practices are now having some impact 
on reducing the rate of new infections. The entry of 
new members into the cohort, however, indicates that 
the numbers of infected may continue to grow among 
IVDAs unless more effective preventive interventions 
and education programs are implemented. 

Homosexual/Bisexual Males 
Another large group affected by relatively high rates 

of HI V infection in New York is that of men who have 
sex with men, that is, sexually active homosexual/ 
bisexual men. No one knows with any degree of 
precision the total number of homosexual/bisexual 
men in the city. Studies among some cohorts of self­
identified homo-sexual/bisexual men in New York 
City have suggested that ~5-50% may be infected with 
HIV, but these cohorts may not be said to be 
representative of the New York City homosexual/ 
bisexual population as a whole. Moreover, patterns of 
sexual activity are no more uniform among 
homosexual/bisexual men than among their 
heterosexual counterparts; as a result, neither is risk 
for infection nor the rate of infection among 
members of this group. The actual overall sero­
prevalence of HIV among homo-sexual/bisexual men 
in New York City is unknown. 

A study conducted at the New York Blood Center 
indicated that HIV infection grew fairly steadily 
among a cohort homosexual/bisexual men between 
1979, when 6.6% were HIV antibody-positive, and 
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1984, when 41590 were positive. Between 1979 and 
1984, the annual incidence of new HIV infections 
ranged between 5% and 8%. The rate of new 
infections has since fallen dramatically. In 1987, the 
incidence was below one percent per year. Com­
bining these prevalence and incidence data gives a 
total prevalence of HIV infection in this cohort of 
about 50% by the end of 1987 (Stevens, Taylor, lang 
et al. 1986; Stevens, Taylor de Cordoba et al. 1988). 
Most of the cohort subjects were volunteers for a 
hepatitis B vaccine study and may have had elevated 
risk. for HIV infection. 

In June 1982, patients entering the central 
Manhattan office of a general internist over four days 
were invited to participate in a small cohort study of' 
homosexual/bisexual men in New York. City (Goedert 
et al. 1984). The presence of HIV antibodies was 
detected in l55 (5l590) of the 66 individuals who were 
tested at the time. Four additional subjects had 
seroconverted when tested a year later. Because these 
men came from the private practice of a single 
physician known to serve homosexual/bisexual men, 
however, they, too, may have been selected towards 
the higher risk category within the homosexual/ 
bisexual population and cannot be said to be 
representative. 

A study of a much larger sample of 745 New York 
City homosexual/bisexual men, conducted by John 
Martin, Columbia University School of Public Health, 
found M% seroprevalence in a subset of the cohort 
tested in early 1986. In subsequent testing, 
seroprevalence was found to have increased at an 
annual rate of 2.l5% in 1986 and 0.04% in 1987 
(Martin 1989). 

While the incidence of new infections has clearly 
been decreasing in homosexual/bisexual men in the 
last three to four years, this declining incidence 
should have not effect on the number of AIDS cases 
until at least fIVe to six years in the future, given the 
incubation pcriod from infection to AIDS. Studies in 
New York, San Francisco, Baltimore, Chicago, and 
Los Angeles have shown this general slowing in the 
spread of HIV infection particularly among white 
homosexual/bisexual men. Declines reported in rates 
of rectal gonorrhea among white homosexual/ 
bisexual men at sexually-transmitted disease (STD) 
clinics in New York. and San Francisco in recent years 
also indicate a reduction in high-risk sexual activity in 
this group. However, there is no evidence of this 
decrease in other risk groups. The rate of rectal 
gonorrhea has not shown a similar decline among 
black and Hispanic homosexual/bisexual men in New 
York, and sexual HIV transmission may have 
continued longer and may still be continuing at a 
substantial rate in these two subgroups (Fordyce et al. 
1988). 

Both the time course and other characteristics of 
the AIDS epidemic among gay/bisexual men in New 
York and San Francisco suggest that the epidemic is 
similar in these groups in the two cities (Drucker 
1988; Osmond and Moss 1988). The ratio of the 
annual incidence of AIDS cases among homosexual/ 
bisexual men in New York and San Francisco, for 
example, has been approximately 2:1 since 1982. 

While the size of the homosexual/bisexual 
population and its proportion of the total population 
in New York. City are unknown, with a gross 
population ten times greater than that of San 
Francisco, New York. could reasonably expect to have 
currently accumulated far more diagnosed AIDS cases 
among homosexual/bisexual men than have been 
reported to date. As of October 1988, the cumulative 
number of cases reported in this risk group in New 
York (8,705) is less than twice the number reported in 
San Francisco (4,609). The 5,456 AIDS cases 
reported cumulatively among white homo­
sexual/bisexual men in New York City is only 40% 
higher than the l5,907 cases reported in the same 
group in San Francisco (San Francisco Department of 
Health, AIDS Monthly Surveillance Report, 
September l50, 1988). The reasons for this disparity 
are as yet unknown, but the lower than expected 
number of cases among homosexual/bisexual men in 
New York City may reflect a lower infection rate than 
in San Francisco. 

Other comparisons and extrapolations from 
current case loads and ratios of diagnosed AIDS cases 
to the number in infected pools also argue for either 
lower numbers of sexually active homosexual/ 

, bisexual men or lower infection levels in New York 
City than previously supposed, or both. Although the 
number of homosexual/bisexual men in New York is 
not known (and cannot be extrapolated from any 
available AIDS or HIV infection data), studies and 
surveys in San Francisco have produced estimates of 
roughly 4l5-70,OOO such individuals in that city, with a 
mean of approximately 56,000. A recently published 
report by the San Francisco Department of Public 
Health (1988) suggests that about 50%, or roughly 
28,000 (range 22,500-!5,500), of homosexual/ 
bisexual men in the city may be infected with HIV; 
this is a reduction from previous estimates of !l5-
l55,OOO infected. With 4,600 reported cumulative 
AIDS cases in this group, the ratio of AIDS cases to 
infected individuals would be roughly 1:6 (range 1:5-
1:7). Given the apparent similarities in the epidemic 
among the respective homosexual/bisexual 
populations of New York and San Francisco, if we 
assume a comparable ratio of diagnosed cases to 
infected homosexual/bisexual men-one to six 
(1:6)-in New York City, a rough, round-figure 
estimate of the number of HIV infected homo-

• 



sexual/bisexual men in New York would be about 
51,000, with a range of about 4~60,OOO, reasonably 
close to the New York City Department of •. !alth's 
estimated range of 46,000 to 70,000, as shown in 
Table 6. 

It must be emphasized that the relationship 
between the number of AIDS cases and total current 
HIV infections in any risk group is not a constant and 
may differ for different risk groups. For example, 
early in the epidemic, the ratio of total HIV infection 
to AIDS cases had to be very high because very few of 
the infected would have passed through the 
incubation period to AIDS diagnosis. In a group with 
very few new infections, such as homosexual/bisexual 
men, the ratio should gradually decrease, eventually 
reaching 1:1. 

If the epidemics of HIV infection in homosexual 
men in San Francisco and New York are parallel, it is 
probably not unreasonable to base projections/ 
estimates on data from San Francisco. However, the 
same kinds of projections may not apply to other risk 
groups, such as intravenous drug users, because of 
differences in the epidemic and continuing spread of 
infection. Therefore, the ratio of AIDS to HIV 
infection may differ for different risk groups and the 
ratio for one group may not be applicable to another 
group. 

Since the revised HIV-infection estimates show a 
larger number of infected IVDAs (80-120,000) than 
infected homosexual/bisexual men (46-70,000) in 
New York City, the disparity between the number of 
AIDS cases reported in homosexual/bisexual men 
(8,705) and those reported among intravenous drug 
users (5,651) has raised questions about the accuracy 
of the infection estimates. Just as the larger general 
population of New York argues for a substantially 
greater number of cases among gay/bisexual men 
than reported thus far in San Francisco, so too the 
larger population of infected IVDAs argues for a 
greater number of AIDS cases in that group than the 
number reported among the smaller population of 
infected gay/bisexual men. While it is possible that 
IVDAs became infected in large numbers later than 
homosexual/bisexual men, the data seem to suggest a 
similar time course for infection in the two groups, 
with most infections occurring between 1982 and 
1986 (Drucker 1988), but with infection already 
present in both groups as early as 1978. The more 
likely reason for this apparent disparity lies in unde .... 
reporting and under-counting of AIDS/HIV-related 
illness and deaths among IVDAs, as mentioned above. 
More than 85% of AIDS cases among gay/bisexual 
men are reliably believed to be reported to AIDS 
surveillance, but AIDS surveillance may have greatly 
underestimated the impact of AIDS on IVDAs in New 
York City (Stoneburner et al.). 
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Womm of Childbearing Age 
Based on screening programs and seroprevalence 

studies of pregnant women and newborns, the city 
and state health departments have estimated that 
there may be about 2~,OOO HIV seropositive women 
among the 1.67 million women of childbearing age in 
New York City (Table 7). Many of these seropositive 
women are either IVDAs themselves or are the sex 
partners of male IVDAs. Although more studies of 
seroprevalence are being conducted, there is no 
current evidence to support higher numbers in this 
group. 

CIaildrm under 1 J 
At statewide study of neonates in November 1987, 

produced evidence that, citywide, 1.64% of infants 
were born with antibodies to HIV, with rates varying 
by city borough, from 2.34% in the Bronx to 0.76% in 
Staten Island (Table 8). About 40-50% of infants with 
antibodies to HIV are found to be actually infected 
with the virus itself by about 10 months of age. It is 
estimated that as many as 3,000 children under age 1~ 
may be infected with HIV. 

A factor that will have a continuing impact on the 
number of HIV infected children and newborns is IV 
drug abuse. Nearly 80% of AIDS in children in New 
York City is linked to IV drug abuse by one or both 
parents. Moreover, in recent years, births to drug­
abusing mothers have been growing. There were 794 
reported births to substance-abusing women in 1980, 
and the total reported on birth certificates increased 
to 2,069 in 1986; this is considered to be an 
undercount. 

Adolescents 
While a significant amount of data has been 

collected about HIV seropositivity and antibody 
prevalence among newborns in the city, less is known 
about older children. According to the New York 
State Department of Health Bureau of Biostatistics, 
there are in the city 906,000 young people between 
the ages of 10 and 19. There have been relatively few 
cases of AIDS reported among adolescents, who 
account for about O.~% of total cases in New Yorkers 
age I! and older. However, the long incubation 
period of the disease may mask a larger problem of 
infection in this group, ana some of the cases of AIDS 
seen in the 20-29 age group in the city probably 
reflect infection that occurred during adolescence. 
Among males in New York City, 16% of AIDS cases 
have occurred in the 20-29 age range (the majority 
among gay or bisexual men); among females, 29% of 
cases are found in that age range (80% of which are 
linked to personal drug abuse or sex with men at risk 
for HIV infection). 

There are thought to be as many as 10,000 homeless 



~ . NEW YoRK QJY AIDS TASK FORCE 

youths living on the streets of New York City. Many of 
these youths, male and female, support 
themselves-and, not infrequently, drug habits-by 
engaging in street prostitution; among males this 
means predominantly homosexual prostitution. 
Although many of the males self-identify as 
heterosexuaUy-oriented, their homosexual behavior 
and drug use places them at a higher risk for HIV 
infection than that of adolescents in general. 

Although no systematic seroprevalence survey of 
adolescents has been completed citywide, an official 
of the Covenant House crisis center for runaway 
teens, in the Times Square area of Manhattan, 
estimates that at least 10% of teenaged runaways 
there, and perhaps more, are infected with HIV. In 
the fint fIVe months of 1988, about 50 teenagen with 
AIDS, ARC, or HIV antibody seropositivity have 
reportedly been identified at the projecL Only one 
such teen was identified in all of 1987. Because many 
of these teenagers may be involved in prostitution, 
they are at elevated risk for HIV infection. Only one 
of the seropositive teens at Covenant House was 
identified as an IVDA. The Covenant House crisis 
center currently provides nightly shelter to 250 to ~oo 
homeless teens, a fraction of the total number known 
to be in the area . . 

It is thought that "crack" use is widespread among 
adolescents and young adults in some areas of the 
city, and that trading sex for drugs may be a frequent 
activity not only for male and female street youth 
engaged in prostitution but also particularly for 
females in so-called "crack houses," where sex with 
multiple partners is reported to occur. A study 
conducted in the Bronx indicated that adolescents 
there continue to engage in a range of behaviors that 
put them at increased risk for HIV infection (Hein 
1987). Under these sets of circumstances, the 
potential for future spreading HIV infection and the 
development of HIV disease may be significant 
among street youth and some groups of adolescents 
in the city .. 

Hmwphili4CS and Tro.nsfusWn IUcipimts 
Data about hemophiliac males is thought to be 

fairly accurate because members of this risk group are 
largely known to the medical establishmenL There 
are estimated to be 475 hemophiliac males in New 
York City. Many of them became infected with HIV 
before 1985, when the blood products they depend 
on for clotting factor began to be treated to kill HIV. 
SeroprevaJence is estimated to be 72 percent in this 
group. 

There appear to be no precise estimates of the 
number of persons in New York who might have 
received transfusions of contaminated blood before 
screening of donated blood for HIV antibody began 

in 1985, so the size of this risk group and its level of 
infection remains unknown. Thus far, transfusion­
and blood-product-related AIDS cases in the city 
constitute less than 1 % of the total. 

Prostitutes 
Because prostitution is illegal in New York City, 

collection of data about levels of HIV infection among 
prostitutes, many of whom support drug habits 
through prostitution, has not been sufficient to arrive 
at estimates of overall seroprevaJence with any degree 
of certainty. The number of prostitutes in the city is 
unknown. 

Non-lVDA HeterosDt:U4l Population 
Most heterosexual transmission of HIV appears to 

be among IV drug abusen and their sexual partners 
in minority communities of the city. In the United 
States, 90% of known heterosexually-linked AIDS 
cases involve male-ta-female transmission. Most of 
these cases are among the female sexual partners of 
male IV drug abusers. More than half of the female 
sex partners of IV drug-abusing malt!s do not use IV 
drugs themselves. In the Bronx, for example, 25% of 
AIDS patients are women, 60% of those are IV drug 
abusers themselves, and most of the remainder are 
sex partners of IVDA males (E. Drucker, personal 
communication). 

Female-ta-male HIV transmission is known to occur, . 
bu t to date appears to accoun t for a very small 
number of reported cases in the city. Thus far, 
secondary or tertiary heterosexual transmission of 
HIV beyond the IVDA community does not seem to 
have been widespread. But it is known from studies 
done in Africa that there is a correlation between 
other sexually transmi tted diseases (STDs), 
particularly chancroid and genital ulcers, and HIV 
transmission. Furthermore, increasing rates of SIDs 
such as syphilis, gonorrhea, chancroid, chlamydia, 
and genital ulcers have been seen in recent years 
among New York City heterosexuals, suggesting the 
possibility that HIV transmission and the level of HIV 
infection may be increasing slowly in the larger 
"general" population. Tests of clients with these 
diseases at STD clinics reveal a high rate of HIV 
seropositivity. Since infectivity appears to increase 
over time in infected persons, the slow spread of HIV 
among heterosexuals to date may not remain the 
same in the future as the population contains more 
infected persons who have been infected for longer 
periods of time. 

The rate at which bisexual men may be spreading 
HIV infection to their wives or other female sex 
partners is unknown. Such spread is known to occur, 
however, and 10-20% of female AIDS cases involving 



sexual transmission are in women who have had 
bisexual male partners, ... :It, to date, only four of the 
~49 reported AIDS cases in infants born in the city 
have been linked to mothers with bisexual partners. 
Because there is virtually no precise data on the 
numbers of bisexual men in the city or on their 
patterns of sexual behavior, which may vary widely, 
neither reasonable assumptions nor projections can 

. be made about their contribution to the spread of 
HIV infection in the non-IVDA heterosexual 
population. 

Projections cf Future AIDS Incidence 
and Prevalence 
As noted above, projections of AIDS incidence-the 

number of new cases diagnosed each year-and 
prevalence-the number of patients alive during the 
year-have to date largely been based on statistical 
extrapolations from historical data on the AIDS 
epidemic. While there are good reasons to question 
the degree of confidence one should have in such a 
methodology, it has proved quite reliable to date, and 
is not inconsistent with other emerging data. 

The city's Strategic Plan fOT AIDS projects that the 
incidence of AIDS cases in New York City will increase 
from 5,614 new cases in 1988 to an estimated 8,8~~ 
new cases in 1991, with a range for 1991 of between 
7,876 and 11,2~2 cases, and a cumulative total of 
about 4~,OOO cases by the beginning of 1992 (Table 
9). It is estimated that there will be more than 10,000 
living PWAs in the city in 1991. It is believed that 
these numbers will hold despite the lower estimate of 
infected persons. 

The future incidence and prevalence of AIDS in 
New York will be affected by the level of infection in 
individual, but occasionally overlapping, groups of 
people whose behavior puts them at high risk for 
infection, by the rate of progression of infected 
individuals in these groups to AIDS diagnosis or other 
HIV-related illness; and by the rate of individual 
survival from diagnosis to death. Current infection 
levels among various population groups in the city 
have already been discussed; the level of infection in 
the future will be determined at least in part by the 
aggressiveness and success of programs of AIDS 
education and prevention in stemming the rise in 
new infections. 

Propssion &us 
Since AIDS was first identified as an infectious 

disease, estimates of the median incubation period 
from infection with HIV to AIDS diagnosis and of the 
percentage of infected individuals who ultimately 
develo~ AIDS have been continually revised upward. 
Once It was though t that most infected persons 
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developed AIDS within two years of infection and that 
only 20-~0% of the infected would actually develop 
CDC-defined AIDS, most of those within five years 
after infection. It is now believed that the risk for 
AIDS and other clinical manifestations of HIV 
infection increases with the duration of HIV infection 
(Hessol et al. 1987). While researchers disagree on 
whether 100% of infected persons eventually progress 
to AIDS, recent studies in San Francisco suggest that· 
about 50% of the infected will develop AIDS within 
10.8 years of infection and 75% (range: 65% to 
100%) may have full-blown AIDS after 16 years (Lemp 
et al. 1988). In late 1987, the CDC published a range 
of progression rates based on some of these studies in 
San Francisco; rates in the "most likely" category are 
comparable to those more recently reported (Table 
10). 

Progression to HIV-illness and AIDS may vary 
among groups and individuals at risk for reasons not 
yet known. While the progression rate in newborn 
infants is high, the progression rate in teen-aged 
hemophiliacs, for example, is slower than in older 
ones. The influence of a variety of suspected 
cofactors in the progression from HIV infection to 
full-blown AIDS is not fully understood. More 
knowledge about progression rates and possible 
cofactors for progression is needed. 

SuTVivalRates 
Data about the survival of AIDS patients is still 

limited, but studies indicate widely varying rates and 
patterns of survival across patient populations. While 
there are a few persons who are known to have 
survived from ~ to 5 years from the time of an AIDS 
diagnosis, only about 40-50% of persons diagnosed 
survive for more than one year after diagnosis. In a 
study of a cohort of 5,8~~ patients with AIDS 
diagnosed in New York City through December 1985, 
the number of subjects surviving at one year was 
2,494; at two years, 754; at three years, 2~~, at four 
years, 77; and at five years, 16 (Rothenberg et al. 
1987). 

In New York. females with AIDS appear to have 
significantly shorter survival times than males, for 
reasons that are not fully understood; likewise, IVDAs 
show shorter survival limes than homosexual/ 
bisexual men. Apparent differences in survival rates 
from group to group may be in part artifacts of 
different times of diagnosis. IVDAs are often 
diagnosed later in the course of their illness and 
therefore survive for shorter times thereafter. 
Homosexual/bisexual men and others who seek 
medical care earlier in the disease process show 
longer survival times that may merely reflect earlier 
diagnosis, not a more favorable long-term prognosis. 
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Moreover, homosexual/bisexual men who present 
with Kaposi's sarcoma as a first diagnosis have been 
found to survive longer than those presenting with 
Pneumocystis carinii pneumonia or other opportun­
istic infections. Kaposi's sarcoma as an AIDS diagnosis 
has been rarely reported in IVDAs or in women. Age 
at diagnosis is an additional factor predictive of 
survival, with patients greater than 40 years of age 
having shorter survival times. More studies of survival 
with AIDS are needed to improve our understanding 
of factors affecting patient longevity. 

Survival time for PWAs appears to be increasing, in 
part, because of more effective medical management 
of HIV-related diseases and the expanding use of AZT 
and other therapies and prophylaxes, such as aerosol 
pentamidine, and in part because of earlier diagnosis 
and treatment.' Overall, guarded optimism around 
treatment for AIDS and HIV-related illness is 
warranted, but it is unclear whether increased survival 
times will result in more resource utilization per 
patient or merely spread the same amount of 
resource utilization over a longer time frame. AZT 
may succeed in at least some cases in substituting non­
institutional for institutional costs, but barring a 
dramatic reduction in the cost of AZT, it may not 
result in significant savings. It may, indeed, result in 
greater lifetime costs per case, spread over a greater 
period of time. 

It is thought that ~0-50% of PWAs on AZT increase 
their survival time by eight or more months. Since 
this observation applies to persons who begin AZT 
therapy after AIDS diagnosis, the administration of 
AZT earlier in the disease process, before progression 
to full-blown AIDS, may be even more effective. The 
long range impact of AZT therapy on survival time 
and mortality will not be known until more time has 
elapsed for study. The total number of persons 
getting AZT therapeutically or as prophylaxis in New 
York City is unknown, but the New York State AIDS 
Drug Assistance Program (ADAP) reportedly has 
funded AZT prescriptions for about 1,200 persons--
90% of whom are said to be New York City residents­
since the program began in September 1987. In 
September 1988, the New York City Health and 
Hospitals Corporation was supplying AZT to about 
895 persons. Fifty-eight of the HHC AZT recipients 
have been approved for the ADAP program, and 
another 118 have applications pending. Other PWAs 
get AZT through Medicaid or the Veterans 
Administration, but their numbers are unknown. 

Effect cf the Revised CDC 
AIDS Case Dtfinition 
The implementation of the CDC's revised case 

definition for AIDS, in September 1987, will increase 

the number of AIDS cases reported in the future to 
some undetermined extent over previous projections 
based on the old case definition. In addition, the 
effect may be disproportionate in certain risk 
categories, especially IVDAs. In March 1988, the 
proportion of new cases attributable to the revised 
case definition was said to equal 29% of all new cases 
reported to the CDC, up from 22% in November 1987 
(Curran and Morgan 1988). This complicates efforts 
to evaluate the performance of previous projections 
and epidemiological models, and the long-term effect 
on case projections remains to be determined. Many 
patients may be diagnosed with AIDS earlier, and 
survival rates from diagnosis to death may appear to 
increase, but the absolute numbers of persons 
needing care will not be affected by the revised case 
definition. 

Resource Needs Projections 
A cute co.re beds 
Several projections of bed needs have been 

formulated based on what is known or thought to be 
known about the extent and nature of HIV infection 
and illness in the city at the present and what is 
expected in the coming years. 

In October 1988, New York City voluntary and 
municipal hospitals reported an average daily census 
of about ] ,60~ AIDS and suspected AIDS cases, up 
50% from March 1987, when the average daily census , 
was first reported (Greater New York Hospital 
Association 1988). The New York State Department 
of Health has projected the average daily need for 
inpatient beds for AIDS patients in the city to increase 
to about 2,700-2,900 beds in 199] (Table 11). The 
Strategic PltJn of the Interagency Task Force on AIDS 
has projected inpatient bed needs to grow from] ,527 
in 1988 to 2, 70~ in ] 991. The most conservative 
estimates are that] ,200 to 1,~OO additional acute care 
beds will be needed (New York State AIDS Advisory 
Council 1988). 

Thus far, the projections of the city and state health 
departments of actual numbers of AIDS cases appear 
to be holding up, although it not unreasonable to 
assume that almost any estimate of future needs is 
likely to turn out to be an underestimate in this 
complicated disease. 

Ou.tpatimt and AlUrnate Uzre Servia Projections 
The lack of methodology fot projecting the need 

for services other than acute care beds hampers 
planning for outpatient care and services in alternate 
care settings. Patients with HIV-related conditions are 
said to make an average of 16 outpatient visits per 
year, with some making as many as 26 visits (Strategic 
Plan, 0.1, page 8). The Strategic Plan estimates that 



the average number of patients currently enrolled in 
1'\'l\lOicipal and voluntary hospital outpatient services 
fOI HIV-related care is roughly five times the number 
of HIV inpatients. If effective anti-HIV therapies are 
developed and prescribed for the infected, 
asymptomatic population, the number of outpatient 
visits will increase dramatically. 

Housing and Long-Term Care. Housing for PWAs 
and people with ARC and other HIV-related 
conditions will continue to be a problem in the 
epidemic and, given the general crisis in housing in 
New York City, almost by definition housing for this 
population will run behind needs, exacerbating acute 
care inpatient caseloads. The State Department of 
Health estimates a need for an additional 200-MO 
HRF beds in the next year. Meanwhile, the New York 
City Health and Hospitals Corporation projects that 
the need for sub-acute extended care beds for PWAs 
will grow from 460 in the second quarter of 1988 to 
over 1,000 beds by 1991. 

Compliazticms in Planning/or AIDS and 
lHV-related mness 
Our health care system clearly needs to be able to 

diagnose HIV disease earlier, to intervene sooner in 
the disease process. This will involve expanded 
voluntary testing and increased outreach to high-risk 
populations, with scrupulous attention to 
confidentiality as a necessary precondition. More 
information is needed on progression of HIV disease 
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from infection to symptomatic illness in order to 
improve early in terven tion. As more medical 
complications of HIV are discovered, service needs 
may change and new models of care delivery will be 
needed in order to respond effectively. 

Because of the potential for the development of 
new chemotherapies, similar and even more effective 
than AZT, which may substantially slow or even 
prevent progression to illness altogether, models of 
care for delivering maintenance medication and 
monitoring its effect on large numbers of people will 
need to be developed. Organizing the delivery of and 
paying for such medications may be very complicated 
and require substantial program development and 
support. It is possible that such a development 
appearing suddenly might result in a surge in 
demand for services beyond any currently envisioned. 

There is a substantial lack of information on 
numbers of homeless PWAs and infected persons, and 
where they are in New York City. While the numbers 
of PWAs in hospitals can be counted, an unknown 
number of others are believed to reside in shelters for 
the homeless or on city streets. 

Finally, although the AIDS epidemic will, like other 
epidemics, eventually plateau and slowly subside, how 
effectively we can intervene to prevent further HIV 
infection will be a significant factor in determining 
the shape of the future AIDS epidemic in New York 
City for the next decade and even into the next 
century. 
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Table 1 

AIDS Cases Reported in New York City, through 12 October 1988 
" - -. 

Cumulative Totals Since Januar~ 11 1988 
Adolescents & Adults 
Transmission Category Number Percent Number Percent 

HomosexuaVBisexual Male 8,705 52.0% 
Intravenous Drug Abuser 5.651 33.8% 
HomosexuaVBisexuai IVDA 728 4.3% 
Persons from countries 

where risks are unclear 327 2.0% 
Sex partner of person at risk- 485 2.9% 
Transfusion 79 0.5% 
Blood products 32 0.2% 
No identified risk" 83 0.5% 
Other--- 651 3.9% 

TOTAL 16,741 100.0% 

Total Male 14.710 87.9% 
Total Female 2,031 12.1 % 

Pediatric 349 

TOTAL 17,090 

-Heterosexual transmission 
--Not reported since January 1988. 
--·Includes persons who died before interview, who refused Investigation, 

or whose doctor refused, persons still under investigation for risk, 
and possible transfusion-associated cases awaiting verification. 

"Number since 12123/87. 

1.187 
1.249 

74 

43 
116 

1 8 
6 
0 

220 

2,913 

2,453 
478 

102 " 

3,033 

SOURCE: New York City Department of Health, AIDS Surveillance Update, 26 October 1988. 
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40.7%' 
42.9% 

2.5% 

1.5% 
4.0% 
0.6% 
0.2% 

7.6% 

100.0% 

84.2% 
16.4% 



Table 2 

. Distribution of Adult and Adolescent AIDS Cases by Age and Sex: 
New York. City. October 1988 

. PQePalge 
13-19 
20-29 
30-39 
40-49 
50+ 
Age Unknown 

TOTAL** 

All Adult/Adolescent Cases 
,Number", .. ' . Percent 

32 0.2% 
2,626 15.7% 
8,086 48.3% 
4,083 24.4% 
1,747 10.4% 

167 1.0% 

16,741 100.0% 

Males 
Number Percent* 

23 0.2% 
2,123 14.4% 
6,991 47.5% 
3,807 25.9% 
1,611 11.0% 

155 1.1% 

14,710 87.9% 

Females 
Number Percent· 

9 0.4% 
503 24.8% 

1,095 53.9% 
276 13.6% 
136 6.7% 

12 0.6% 

2,031 12.1% 

." ' *Percentsinmale and female columns are percents 0.1 male and female cases, ' 
except in TOTAL row. 

~ ; ~ , ~·Percents: in TOTAL" row are male and""female percentages, · ~respectively~~,:oHotal · 'case's'~A~' -" -.: - ~ . : 

.SOURCE:.New. York City Department.of Health, AIDS Surveillance Update, 
October 26,1988 
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Table 3 

. . Distribution of AdulVAcJolescent AIDS Cases and Total Population 
by Race/Ethnic Group: New Yorlc City, October 1988 

Percent of All AIDS Cases Male AIDS Cases 
Group NYC Population', .... Number Percent Number Percent 

,-" -

White 52.6% 6,828 40.8% 6,530 44.4% 
Black 23.9% 5,380 32.1% 4,322 29.4% 
Hispanic 18.9% 4,377 26.1% 3,713 25.2% 
Other 4.5% 156 0.9% 145 1.0% 

TOTAl.. 16,741 100.0% 14,710 100.0% 

Female AIDS Cases 
Number Percent 

298 14.7% 
1,058 52.1% 

664 32.7% 
11 0.5% 

2,031 100.0% 

SOURCE: New York City Department of Health, AIDS Surveillance Update, October 26, .1988 
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Table 4 

Distribution of Reported AIDS Cases by Borough and Sex: New York City, October 1988 

Percent of Adult/Adolescent AIDS Cases· 
Borough Clt~ POI!. Males Females Total AlA Cases 

Number Percent Number 
Bronx 16.1% 1,883 13.7% 501 
Brooklyn 31.5% 2,677 19.5% 577 
Manhattan 20.0% 7,201 52.6% 585 
QJeEIlS 27.0% 1,708 12.5% 273 
Staten Island 5.3% 234 1.7% 37 

SUBTOTAL 13,703 100.0% 1,973 

Residence Other 
or Unknown··· 1,007 6.8% 58 

TOTAL 14,710 2,031 

·Percents are percent of an male or female cases respectively. 
··Excludes transfusion-associated cases. 
···Percents of Other/Unknown are percent of total cases. 

Percent Number 
25.4% 2,384 
29.2% 3,254 
29.7% 7,786 
13.8% 1,981 

1.9% 271 

100.0% 15,676 

2.9% 1,065 

16,741 

SOURCE: New Yom City Department of Health, AIDS Surveillance Update, October 26, 1988 

Percent 
15.2% 
20.8% 
49.7% 
12.6% 

1.7% 

Pediatric·· 
Number Percent 

100 29.9% 
104 31.1% 

81 24.3% 
40 12.0% 

9 2.7% 

334 100.0% 

15 4.3% 

349 



Tab1e5.A 

Distribution of Reported N9W Yorlc City AdulVAdo/escent AIDS Cases by Sex, Exposure Category, 
and Race/Ethnic Group; October 1988 

Race/Ethnic Groue· 
Sex and Exeosure Cat!D0~ Total Cases White Black HIs2anic Other 

Number Percent Number Percent Number Percent Number Percent Number Percent 
Male, Sex with Men at Risk 8,705 52.0% 5,456 62.7% 1,684 19.3% 1,470 16.9% 95 1.1% 
Female, Sex with Men at Risk 478 2.9% 64 13.4% 187 39.1% 224 46.9% 3 0.6% 
Male, Sax with Women at Risk 7 0.0% 2 28.6% 4 57.1% 1 14.3% 0 

Male, Sex wI Men & IV Drug User 728 4.3% 246 33.8% 266 36.5% 213 29.3% 3 0.4% 
Male, Intravenous Drug User 4,445 26.6% 660 14.8% 1,932 43.5% 1,838 41.3% 15 0.3% 
Female, Intravenous Drug User 1,206 7.2% 171 14.2% 653 54.1% 378 31.3% 4 0.3% 

Male, Country where Risk Unclear 250 1.5% 1 0.4% 249 99.6% 0 0 
Female, Cntry where Risk Unclear 77 0.5% 0 77 100.0% 0 0 

Male, Transfusion 51 0.3% 25 49.0% 14 27.5% 11 21.6% 1 2.0% 
Female, Transfusion 28 0.2% 10 35.7% 13 46.4% 4 14.3% 1 3.6% 

Male, Blood Products 29 0.2% 22 75.9% 1 3.4% 6 20.7% 0 
Female, Blood Products 3 0.0% 1 33.3% 2 66.7% 0 0 

Male, No Identified Risk 53 0.3% 1 1 20.8% 17 32.1% 23 43.4% 2 3.8% 
Female, No Identified Risk 

4 
30 0.2% 7 23.3% 15 50.0% 8 26.7% 0 

Male, Other 442 2.6% 107 24.2% 155 35.10/0 151 34.2% 29 6.6% 
Female, Other 209 1.2% . 45 21.5% 111 53.1% 50 23.9% 3 1.4% 

TOTAL 16,741 100.0% 6,828 40.8% 5,380 32.1% 4,377 26.1% 156 0.9% 

RaclaVEthnlc Group Percent of 
Total New York City Populatlon- 52.6% 23.9% 18.9% 4.5% 

·Percent In theSQ columns Is percent of exposure category cases. 
··1985 population estimates (National Planning Data Corporation) 

SOURCE: New Yol'1t City Department of Health, AIDS Surveillance Update, October 26, 1988 



Table 5.B 

Distribution of Report9d New Yorlc City AdulVAdo/escent AIDS Cases by Sex, Rac8lElhnic Group, 
and Exposure CalegOTY; October 1988 

Race/Ethnic Groul!* 
Sex and EXl!osure Catego!:! Total Cases White Black Hlsl!anlc 

Number Percent Number Percent Number Percent Number P~rcent 
Male. Sex with Men at Risk 8.705 52.0% 5.456 79.9% 1.684 31.3% 1.470 33.6% 
Female. Sex with Men at Risk 478 2.9% 64 0.9% 187 3.5% 224 5.1% 
Male. Sex with Women at Risk 7 0.0% 2 0.0% 4 0.1% 1 0.0% 

Male. Sex wI Men & IV Drug User 728 4.3% 246 3.6% 266 4.9% 213 4.9% 
Male. Intravenous Drug User Ii 4.445 26.6% 660 9.7% 1.932 35.9% 1.838 42.0% 
Female. Intravenous Drug User 1.206 7.2% 171 2;5% 653 12.1% 378 8.6% 

Male. Country where Risk Unclear 250 1.5% 1 0.0% 249 4.6% 0 
Female. Cntry where Risk Unclear 77 0.5% 0 77 1.4% 0 

Male. Transfusion 51 0.3% 25 0.4% 14 0.3% 1 1 0.3% 
Female. Transfusion 28 0.2% 10 0.1% 13 0.2% 4 0.1 % 

Male. Blood Products 29 0.2% 22 0.3% 1 0.0% 8 0.1% 
Female~ Blood Products 3 0.0% 1 0.0% 2 0.00/0 0 

Male. No Identified Risk . 53 0.3% 11 0.2% 17 0.3% 23 0.5% 
Female. No Identified Risk 30 0.2% 7 0.1% 15 0.3% 8 0.2% 

Male. Other 442 2.6% 107 1.6% 155 2.9% 151 3.4% 
Female. Other 209 1.20/0 45 0.7% 111 2.1% 50 1.1% 

TOTAL 16.741 100.0% 6.828 1'00.0% 5.380 100.0% 4.377 100.0% 

-Percent In these columns Is percent of raciaVethnlc group cases by exposure category. 
--1985 popLilatlon estimates (National Planning Data Corporation) 

SOURCE: New York City Department of Health. AIDS Surveillance Update. October 26. 1988 
t ·· ", 

Other 
Number Percent 

95 60.9% 
3 1.9% 
0 

3 1.9% . 
15 9.6% 

4 2.6%. 

, 0 
0 

1 0.6% 
1 0.6% 

0 
0 

2 1.3% 
0 

29 18.6% 
3 1.9% 

156 100.0% 



Table' 
New York City Department of Health Current Estimate 
of HIV-Infected New York City Adults 
uly 1988 

Risk Category Estimated Number Infected 

• Intravenous drug-abusing men 

Men who have sex with men 

Intravenous drug-abusing women 

Non intravenous-drug-abusing women 

Non intravenous-drug-abusing heterosexual men 

TOTAl 

60,000-90,000 

46,000-70,000 

20,000-30,000 

13,000-20,000 

10,000-16,000 

149,000-226,000 

SOURCE: 1'11_ York City Department or Health; Working Paper. July 1988: Estimate or HIV·lnrected 1'11_ Yorkers. 

Table 7 
Seropositivity in Pregnant Women/Women of Childbearing Age in 
New Yone City, by Borough, November 1987 . 

....... """"." ............... 

Borough 

New York City 

Bronx 
Brooklyn 
Manhattan 
Queens 
Staten Island-

SOURCE: New York Stare Department or Health 

Table 8 
Seropositive Infants Born in New York City, by Borough, 
November, 1987. 

New York City 

Bronx 
Brooklyn 
Manhanan 
Queens 
Staten Island 

SOURCE: 1'11_ York State Department or Heahh 

Percent 

1.37 

2.25 
1.49 
1.91 
1.02 
0.00 

Percent 

• 

1.64 

2.34 
1.74 
1.96 
0.81 
0.76 



Table 9 

Actual and PlOjscted Annual 1nc1d9nc8 of AIDS Cases by Selected Risk Groups: 
New York City, 1981-1991 

POl!ulatlon Groul!* 1981 1982 
GaylBlsexual Non-IVDA 105 278 
IVDA 31 151 
Female 10 38 
Ages 13-24 2 16 

Total Annual Incldence·~ 142 499 
Actual Cases Reported 
as of 12 October 1988" 142 499 

Note: Categories are not mutually exclusive. 

SOURCES: NYC Interagency Task Forte on AIDS 
·Strateglc Plan, Figs. 4-7 
··Strateglc Plan Ag. 3. 

1983 1984 1985 
587 1,037 1,450 
330 572 940 
101 154 253 

41 62 90 

1,010 1,759 2,633 

1,010 1,759 2,633 

"NYC Department of Health AIDS Surveillance Update, October 26, 1988 

1986 1987 1988 1989 1990 1991 Total 
2,094 2,522 3,121 3,720 4,319 4,918 24,151 
1,303 1,537 1,887 2,237 2,587 2,937 14,512 

432 576 771 965 1,159 1,354 5,813 
176 253 359 466 573 679 2,717 

3,641 4,542 5,614 6,687 7,760 8,833 43,120 

3,641 4,103 2,913 



Table 10 

Est/mated Progmsslon to AIDS Diagnosis from Year ollnlectlon with HIV 
(Cumulative percent having developed AIDS by the end olesch year) 

Year 
Slud~/Model 0 1 2 3 4 5 

from Infection 
6 7 8 9 1 0 1 1 

CDC Slowest Prog.· 0.0% 0.0% 0.0% 0.0% 2.0% 5.0% 9.0% 17.0% 21.0% 26.0% 31.0% 36.0% 
CDC Most Likely Prog. 0.0% 0.0% 0.0% 2.0% 5.0% 10.0% 15.0% 24.0% 30.0% 36.0% 42.0% 48.0% 
CDC Fastest Prog. 0.0% 0.0% 0.0% 4.0% 8.0% 15.0% 21.0% 31.0% 39.0% 46.0% 52.0% 58.0% 

San Francisco·· 0.0% 0.0% O.Oro 4.0% 9.0% 14.0% 22.0% 34.0% 38.0% 42.0% 48.0% 

fn.Rm 
·USPHS. Centers {fn Disease Control, "Human Immunodeficiency Virus Infection In the United States: 
A Review of Current Knowledge"; Morbidity and Mortality Weekly Report, Vol. 36 (1987). Supplement 8-6; p41. 

**Hessol. NA •• G. W. Rutherford. A. R. Ufson, P.M. O'Malley. L. S. Doll, W. W. Darrow. 
H. W. Jaffe. D. Werdegar. 1988. The natural history of HIV Infection In a cohort of 
homosexual and bisexual men: A decade of followup. Abstract No. 4096. Program and Abstracts. 
IV International Conference on AIDS, Stockholm. June. 



Table 11 

AIDS Patient Acute Care Bed Needs Projections: 
New York City,. 1988-1991 

Year 
1988 
1989 
1990 
1991 

s:u:ces: 

... ".!;. ~.~.C: .• 
1.675 
1,884 
2,266 
2,648 

N.V.C:. 1988 
Str.teglc Plan 

1.527 
1.918 
2.306 
2,703 

*New York State AIDS Advisory Council projections. assumes 
a 10% reduction In needs 1989 onward. based on alternative 
care delivery. 

N.V.!;. D.O.H.·· 
1,675 
2,093 
2,518 
2,942 

-New York State-Department of Health. Assumes no adjustment for · 
alternative care. 

AIDS in New Yorlc State through .1987. . New York State Department of Health • . ' 
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Addenda of February 22, 1989 

1. New AIDS Cue Projections. New projections of 
AIDS incidence, prevalence, and mortality through 
199~ in New York City have been issued by the New 
York City Department of Health. These projections 
supersede those previously presented in Table 9 of the 
Data Work Group Report (Revised, November 1988) 
and are shown in Table A.l, attached. 

2. Symptomatical1y m Penona. In addition to those 
already diagnosed with AIDS, among the estimated 
200,000 New Yorkers thought to be infected with HIV 
as of July 1988, ~O,OOO to 60,000 are estimated to be 
symptomatically ill, as of February 1989, with HIV­
related illnesses or disease that does not yet meet 
CDC criteria for AIDS diagnosis. These persons, it is 
now generally recognized, are currently using or need 
health care services. Moreover, as the epidemic 
progresses, the number of symptomatically ill HIV­
infected persons without CDCdefined AIDS can be 
expected to increase in proportion to the number of 
AIDS cases. 

Thus, for purposes of projecting service needs, 
incidence projections have been adjusted upward by 
~Or0-40%, to compensate for undercounting of HIV­
symptomatic non-AIDS cases, in accordance with the 
recommendation of the Report of the Expert Panel 
on HIV Seroprevalence Estimates and AIDS Case 
Projection Methodologies (New York City 

Distributed in October, 1988 
Aldrich. M.R. and]. Mandel. 1988. A spreadsheet for estimating 

IVDUut ri..k for AIDS. DrafL 18July 1988. 

Drucker. E. 1988 AIDS estimate. in New \brk City: Working paper. 
25 September. 

Stoneburner, R. L.. D. C.DesJarlais. D. Benezn. T. Singh. L. 
Gorelkin.J. L. Sotherna. S. R. Friedman. G. S. Ross. W. Ewing. M. 
Marmor, D. Mildvan. R. Maslanaky. 1988. Increasing mortality 
among narcotic ulen In New York City and iu relationshIp to the 
AIDS epidemic Evidence for .a larger spectrUm of _re H1V-I 
related diJeue. N_ &.gItmd.J-mD.l of M.aua- In prell. 

Department of Health, February 1989, p.~l). These 
adjusted projections are shown in Table A.2. 

s. HIV Infection among Non-Intravenous Sut.tance 
Abusers. In addition to the estimated 200,000 
intravenous drug abusers in New York City, of whom 
60% are believed to be already infected with HIV, 
the Division of Substance Abuse Services estimates 
that there are ~OO,OOO other heavy non-narcotic 
substance abusers and 200,000 regular substance 
abusers, including users of crack (a cocaine 
derivative), residing in the city. A substantial number 
of these additional substance abusers may engage in 
behaviors which put them at elevated risk for HIV 
infection. However, there is insufficient data to 
estimate either the level of seroprevalence or the 
number who may be currently infected with HIV in 
these last two groups. 

4. Newly Infec:ted Per.ona. The New York. City 
Deparnnent of Health estimates that the number of 
HIV-infected persons in the city increases annually at 
an average rate of about 2% of the existing HIV­
infected pool. 



Table A.1 

AIDS Surveillance Projections: New York City. 1988-1993* 
(Adult Cases Diagnosed Through 29 February 1988. Reported Through 30 June 1988.) 

Prevalence Incidence Mortality Cumulative 
Year as of Jan. 1 During Year During Year Incidence 

1988 4,963 5.324 4,173 19,333 
(4,963-4,963) (5,246-5,520) (4.154-4,221 ) ( 19,254-19,529) 

1989 6,056 6,418 5,083 25,751 
(5,985-6,234) (6,095-7,227) (4,949-5,418) (25,349-26,756) 

1990 7,371 7,671 6,153 33,422 
(7,103-8,042) (7,097-9,106) (5,839-6,939) (32,446-35,862) 

1991 8,844 8,924 7,330 42,346 
(8,310-10.176) (8,099-10,986) (6.813-8,624) (40,545-46,848) 

1992 10,378 10.177 8,492 52,522 
(9,535-12,485) (9,101-12,865) (7,7404-10,374) (49,6461-59,713) 

1993 11,985 11,429 9,725 63,952 
(10,820-14,896) (10,104-14,744) (8,726-12,224 ) (59,750-74,457) 

*Lower and upper limits are given in parentheses. 
NOTE: 
Prevalence is the number of persons alive with a diagnosis of AIDS on Jan. 1 of the given year. 
Incidence is the number of new cases of AIDS that will be diagnosed and reported during 

the calendar year. 
Mortality is the number of people who will die of AIDS during the calendar year. 
Cumulative figures are since 1981, through end of calendar year .. 

SOURCE: New York City Department of Health; December 1988. 

Cumulative 
Mortality 

13,373 
(13,354-13,421 ) 

18,456 
(18,303-18,839) 

24,610 
(24.142-25,778) 

31,940 
(30,955-34,402) 

40,432 
(38.695-44,776) 

50,157 
(47,420-56,999) 



Table A.2 

Adjusted AIDS and HIV-Related Disease Incidence Projections: 
New York City, 1988-1993* 
(Based on Adult Cases Diagnosed Through 29 February 1988, 

Reported Through 30 June 1988.) 

Projected Incidence Adjusted by 
Year During Year 30% 

1988 5,324 6,921 

1989 6,418 8,343 

1990 7,671 9,972 

1991 8,924 11,601 

1992 10,177 13,230 

1993 11,429 14,858 

Adjusted by 
40% 

7,454 

8,985 

10,739 

12,494 

14,248 

16,001 

* Applying correction factor of 30%-40% recommended (for service 
planning purposes) for calculating the number of individuals with 
severe HIV-related disease, including those who do not meet the 
Centers for Disease Control case definition for AIDS. 

SOURCE: New York City Department of Health; 
Report of the Expert Panel on HIV Seroprevalence Estimates and 
AIDS Case Projection Methodologies, February, 1989. 
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Executive Summary 

I F it is to meet the urgent needs of the ever­
increasing number of HIV-infected persons, the 
health care system in New York City cannot 
continue to function as if it were business as 

usual. There will have to be fundamental changes in 
the way health care is delivered and the changes will 
have to occur with some speed to avert both a health 

. care and social crisis. The health care and social 
service systems in New York City must be developed in 
three ways by a) expanding existing services, b) creat­
ing new services, and c) coordinating these programs 
and services into a multi-tiered, integrated system 

The service model for HIV-infected persons 
presented in this report was developed by the Models 
of Care Work Group of the New York City AIDSTask 
Force. The service model describes the HIV care and 
services that should be available, recognizing that 
they will be costly to implement and will require a 
significant increase in government funding. From the 
beginning, the work group was keenly aware of the 
need to balance the enormous demand for services 
with the recognition that there will probably always be 
insufficient resources committed to address that 
demand. Therefore, the group believes that services 
such as primary care and mental health services 
should be available to everyone from the time of HIV 
infection, whereas other services such as social 
support services, home care, housing and long-term 
care should be appropriately allocated based upon 
degree of illness and need. 

The main points of the service model are that: 
I.HIV-related services should be provided in a 

community-based setting, as much as possible . 
They should help persons with HIV illness to 
achieve the most independent level of living of 
which they are capable. 

2.Services for the HIV-infected should be main­
streamed into the general medical and social 
service delivery systems, whenever possible.No 
service delivery model for the HIV-infected can be 
developed without recognizing the severe lack of 
drug treatment services in New York City. 
Moreover, the HIV epidemic will increasingly be 
centered around substance abusers, their sexual 
partners and offspring. Therefore, the service 
model proposed urges a rapid expansion of drug 
treatment services of all types. The health care 
sector and traditional substance abuse programs 
must work collaboratively to attract the majority of 
substance abusers into treatment programs and 
provide them with the coordinated drug treatment 
and primary care services they need. 
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Primary Care 
The cornerstone of the proposed service model is 

ambulatory care. The main source of routine care for 
the HIV-infected should be provided by neighbor­
hood primary care centers, private practitioners, 
substance abuse treatment programs and hospital­
based clinics. These programs need to provide a 
coordinated range of medical and psychosocial 
support services and be able to link the HIV-infected 
to other service organizations. 

Acute Care 
Whenever possible, the focus of HIV-related care 

should be shifted away from the acute care sector to 
alternative care settings. However, the number of 
hospitalized patients with HIV disease will probably 
continue to increase as the number of persons with 
the disease rises. The need for establishing additional 
HIV-related acute care bed capacity should be closely 
monitored. 

Long-term Care and Residential Alternatives 
Persons with HIV illness should be supported in 

their efforts to live independently in the community. 
To this end, programs that enable these persons to 
remain in their current housing arrangements need 
to be expanded. 

For homeless persons with HIV illness, several types 
of residential options need to be greatly increased 
such as scatter-site apartments and congregate 
housing. 

To enable persons with HIV illness to receive care at 
home, the volume of home health care and 
homemaker services will have to be expanded further. 
In addition, medical services provided in the home, 
e.g. infusion therapy and total parenteral nutrition, 
need to become more available. 

Respite care (both institutional and in the home) 
and adult day care must be developed in all boroughs. 
Both of these programs provide caregivers short-term 
relief and help those with HIV disease to remain at 
home. 

The current institutional long-term care capacity 
for persons with HIV disease is practically non­
existant and needs to be greatly expanded through­
out the city. 

Although the concept of hospice care is unac­
ceptable to some patients with HIV disease, others do 
choose the program. Hospice services need to be 
made available to all who wish to choose this type of 
care. 
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Social Services 
The HIV-ill require assistance with a broad range of 

psychosocial and human services to enable them to 
live and function with their disease. Examples of these 
services are: mental health counseling, peer support 
groups, concrete social services, transportation, 
nutritional counseling, food programs and buddy 
services. These wide-ranging services are needed to 
maintain persons with HIV illness in the community. 

Cue Management 
In our fragmented service delivery system, the HIV­

ill often require the help of case managers to obtain 
the services they need. Case management is the "glue" 
that will link the various inpatient, out-patient and· 
community-based services to each other. Case 
managers at various public and private agencies and 
health care facilities will have to work closely together 
to ensure that those with HIV disease receive the 
services they need and to which they are entitled. 

CoUD.leling and Testing 
HIV-antibody testing and counseling services must 

remain accessible to all New Yorkers. However, testing 
may only be performed after explicit written consent 
has been given. Strict confidentiality of test results as 
provided under the New York State AIDS confiden-
tiality statute must also be observed. . 

Special Population Groups 
In addition to the basic services that all HIV­

infected persons need, there are certain HIV-related 
services that should be developed for special 
population groups such as adolescents, gay/bisexuals 

and lesbians, minorities, persons with developmental 
and/ or chronic psychiatric disabilities, prisoners, 
substance abusers and women and children. These 
groups require additional or modified HIV-related 
services. 

Fmancing 
The economic impact of the HIV epidemic on the 

City of New York is and will continue to be enormous. 
Most HIV-infected individuals are in age groups that 
traditionally have had low rates of health care 
utilization and expenditure. Consequently, most HIV­
related costs are additions to, rather than reallo­
cations of, total health care dollars. 

The Federal government must increase substantially 
its fmancial support for AIDS services. For example, 
it should provide block grants to those areas hardest 
hit by the HIV epidemic, reduce the 24-month waiting 
period for Medicare eligibility and provide funds to 
pay health insurance premiums for those HIV­
infected persons who are unable to continue to work 
and who cannot afford to pay their health insurance 
premiums under COBRA. 

The report concludes by urging the public and 
private sectors to develop innovative approaches to 
financing the cost of HIV-related services. A proposal 
for how this may be done is presented. 

Although the recommendations in this report are 
geared toward providing a rational network of 
services for persons who are HIV-infected, it is the 
belief of the work group that, if implemented, they 
will improve the health care delivery system to the 
benefit of all New Yorkers. 



Introduction 

The AIDS epidemic has harshly exposed the many 
weaknesses that are inherent in our health care 
system. It is a fragmented system which emphasizes 
acute inpatient care and where primary, acute care 
and long-term care are usually provided by different 
organizations. This degree of specialization has 
produced some services of high quality, but 
sometimes at the expense of availability, access and 
continuity of care. 

Early in its deliberation it became apparent to the 
Models of Care Work Group that with the prospect 
oOarge numbers of HIV-infected persons needing a 
complex array of services within the next few years, 
the health care system could not continue to function 
as if it were "business as usual." There would have to 
be fundamental changes in how health care is 
delivered and the changes would have to occur with 
speed to address the wide-ranging needs of those 
affected by the epidemic. 

As the work group investigated the resources 
available to the HIV-infected, it discovered that many 
home-grown programs and services exist and are 
functioning well in spite of tight budgets, shortage of 
staff and lack of alternative care settings. The work 
group would like to see these efforts expanded and 
duplicated on a much larger scale and integrated into 
a coordinated, multi-tiered system. 

In planning for the medical and social service 
needs of the HIV-infected, one must look at the full 
spectrum of services that are needed through the 
whole course of illness. The Presidential Commission 
on the Human Immunodeficiency Virus Epidemic 
put it aptly in their in their report: "The term AIDS is 
obsolete. 'HIV infection' more correctly defines the 
problem. The medical, public, health, political, and 
community leader-ship must focus on the full course 
of HIV infectionrather than concentrating on later 
stages of the disease (ARC and AIDS). Continual 
focus on AIDS rather than the entire spectrum of HIV 
disease has left our nation unable to deal adequately 
with the epidemic." 

The Institute of Medicine, National Academy of 
Sciences also endorses this broader definition of the 
disease. For their statement, see Appendix A. 

Given this definition of the disease, it is important 
to balance the enormity of need with the recognition 
that there will probably always be insufficient 
resources committed to address that need. It is the 
view of the work group that certain services such as 
primary care and mental health services should be 
available from the time of HIV infection. Other 
services such as social services, home care, residences 
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and long-term care should be appropriately allocated 
based upon an individual's degree of illness and need. 

People infected with the AIDS virus have complex 
medical and psychosocial needs that require many 
different types of services that traditionally have not 
been provided within the health care system. When 
the services do exist, they are often difficult to access 
in a coordinated fashion. Services for HIV-infected 
persons need to be integrated into a well-defined 
network where individuals can easily be referred from 
one medical or service agency to another, and where 
prevention and intervention are integrated into the 
medical and social services rendered. 

Although HIV disease is not yet curable, many of its 
clinical manifestations are treatable or even 
preventable. It is important that persons engaging in 
high risk behavior and those who perceive themselves 
at risk be encouraged to enter the health care system 
early for appropriate assessment and primary care. 
For this to occur, the health care system must be 
structured in such a way that persons can easily access 
it. Early assessment and primary care can also 
promote behavioral changes to reduce risk behavior, 
allow for early medical intervention, have a positive 
impact on health and reduce the risk of spreading the 
disease to others. 

Many consider the state of being HIV ' positive as 
terminal without realizing that it can be many years 
before symptoms appear and several more years 
before the diagnosis of AIDS is made. Even after that, 
approximately l~ percent live beyond two years. HIV 
disease can, therefore, be viewed as a subacute or 
long-term condition rather than a terminal illness. 
This means that persons who are HIV positive must 
learn how to live with their condition. To help 
individuals lead normal and fulfilling lives in their 
communities for as long as possible, a variety of 
services must be available throughout the disease 
process. The services needed in the early stages of the 
infection tend to be primary care and psychosocial 
services, while in the later stages acute medical 
services, home care and long-term care are more 
commonly needed. 

A major obstacle to obtaining appropriate medical 
treatment and services for HIV-infected persons is 
discrimination. The severity of HIV-related fears 
which often lead to bias and discrimination should 
not be underestimated and must be addressed 
directly and forcefully. It is necessary to meet the 
often unique and complicated health care and service 
needs of the HIV-infected without compromising 
their human rights. Where discrimination impedes or 
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bars access, it must be remedied through education 
and backed up, when necessary, by decisive legal 
action. 

The service model that the work group has 
designed for HIV-affected persons is comprehensive 
and the services are coordinated by case managers. If 
the proposed community-based model is put into 
place, the work group believes that several outcomes 
will result. First, it is likely that with appropriate 
alternatives available, the length of hospital stays will 
be reduced. Second, with a flexible range of options 
available to meet demand,resources will be allocated 
in a more cost-effective manner. Third, the quality of 
services will improve, since these services·will be 
tailored to match individual need. And finally, 
persons with HIV illness will remain productive 
members of society longer than they would in the 
absence of these services. 

The model of care developed by the work group is 
based on the following principles: 
I.The care of HIV-infected persons should be 

integrated into the general health and social 
services systems to the fullest extent possible. 

2.Services should help persons with HIV illness to 
maintain the most independent level of living of 
which they are capable. 

!.Persons with HIV illness spend most of their time in 
the community and outside of the hospital setting. 
Therefore, the major emphasis should be on the 
development of community-based services. 

4.Early intervention should be an integral part of the 

health care and social services systems for HI V­
infected persons. Early primary care can change the 
course of the disease, extend wellness and help to 
avoid hospitalizations. Early identification and 
resolution of social problems can also keep families 
intact and prevent loss of housing. Therefore, early 
intervention both improves quality of life and is 
cost-effective. 

5.Since early intervention relies on HIV-infected 
persons coming forward willingly for diagnosis and 
treatment, persons with HIV illness must be 
guaranteed protection from all aspects of 
discrimination. 

6.Case management is vital if HIV-ilI individuals are to 
gain access to multiple services in a coordinated 
fashion. At every stage of HIV illness an individual 
should have access to a case manager who is 
accountable for the management of care and 
services provided. 

7.Health and social service programs should be 
tailored to meet the special needs of population 
subgroups, for example, IV drug users and 
children. 

8.Services should be provided in ways that are 
culturally sensitive and that take into account the 
variety of family structures and lifestyles of the HIV­
infected. 

9.The responsibility for providing and paying for HIV­
related services should be shared by the private and 
public sectors. 



. Service Components 

Pri11UlrY Care 
Three year from now, in 1991, it is expected that 

New York City will have one third more persons alive 
with diagnosed AIDS (11,000 vs. 7,~00) and maybe 
100,000 persons with varying degrees of HIV-iIIness. 
Our hospitals, clinics and social services agencies are 

. already strained to the limit and many HIV-infected 
persons are not receiving adequate care. How is the 
system going to manage in the future? 

Primary care is the centerpiece of the model of care 
the work group has designed. Ideally, it should be the 
main entry point for the HIV-infected into the health 
care system. It is clear that the ambulatory services 
currently available must be greatly expanded if this 
model to become a reality. 

Our model of primary care includes the following 
components: a multi-disciplinary medical approach, 
psychosocial support services (individual and group 
counseling and self-help groups), dental services, HIV 
prevention and education, nutritional counseling and 
concrete social services (e.g., help with accessing 
entitlement programs, receiving emergency food, 
drug and rent assistance). 

Finding out that one is HIV positive may cause an 
individual to become deeply depressed, anxious and 
alienated from society. It is important that the 
primary care system provide integrated, multi­
disciplinary support during this stressful period. HIV­
infected persons should be linked into supportive 
environments early in the disease process, preferable 
while they are still asymptomatic. Early intervention 
for persons who face long-term stress is likely to be 
more effective and result in greater emotional well­
being. Therefore, mental health services are 
particularly important, not only for those with HIV 
illness but also for their families and significant 
others. 

Community-based primary care is underdeveloped 
in many areas of the City, particularly in poor 
neighborhoods. Very often, people in these 
communities rely on hospital emergency rooms for 
their routine care because there are few or no 
primary care physicians practicing there. Due to 
insufficient numbers of health care professionals the 
Federal government has declared several areas of the 
City to be Health Manpower Shortage Areas. 

Neighborhood primary care centers are well suited 
to be the main source of routine care for most 
persons, regardless of their HIV status. They are 
usually conveniently situated and ethnically and 
culturally sensitive to their communities' needs. 

The City'S Health and Hospitals Corporation has 

established three primary care centers for HIV-related 
care (the Community Health Project in Manhattan, 
the Belvis Center in the Bronx and the Bushwick 
Center in Brooklyn). While these clinics provide 
much needed care, the work group believes that, in 
general, services for HIV-infected personsshould be . 
integrated into existing ambulatory care programs . 

In the future, it can be expected that the demand 
for preventive care will expand rapidly as therapeutic 
interventions that can greatly delay or even prevent 
the onset of symptomatic HIV infection become more 
available. This will make early intervention even more 
important than it is today. Not only new drugs, but 
high technology therapeutic procedures will change 
the course of the disease. In fact, this has already 
started. Those HIV-positive individuals who can afford 
it are receiving a wide variety of prevention and 
intervention services. The challenge for the future is 
to ensure that these services be made available to all 
persons with HIV illness who can benefit from them. 
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Constraints 
The work group identified the following constraints 

to expanding primary care services for HIV-infected 
persons: 
a. The health care system has traditionally given low 

priority to health prevention and primary care 
services. 

b.Physicians working in primary care clinics often 
have difficulty obtaining admitting privileges at 
local hospitals which makes continuity of care and 
referral arrangements difficult. 

c. Due to low reimbursement rates, it is estimated that 
only 15 percent of private practitioners accept 
Medicaid which causes access problems for those 
who depend on Medicaid to pay for medical 
services. 

d.For a variety of social, legal, discriminatory and 
financial reasons, certain populations do not always 
have access to primary care services. 

e. Medical and social services are not always provided 
in a manner that attracts high-risk populations. 

f. As the New York State reimbursement system is 
currently structured, only ambulatory services 
affiliated with Designated AIDS Centers are 
reimbursed at a higher rate for services rendered to 
HIV-infected persons. This may discourage some 
ambulatory centers from providing HIV-infected 
patients with the full range of services they need. 

g. HIV-infected persons have difficulty obtaining 
dental services. 
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Recommendationa 
Both institutional and community-based primary 

care services must be greatly expanded in the City of 
New York to better take care of those who have HIV­
related illnesses as well as to relieve hospitals of some 
of the patients currently receiving care in emergency 
rooms and in acute care beds. To enable this to occur, 
the work group supports the following recommen­
dations: 
l.Neighborhood Family Care Centers (which are 

under the auspices of the Health and Hospitals 
Corporation) are located in areas which have high 
incidence of HIV infection. These primary care 
centers should greatly increase their HIV-related 
services. 

2.New York City has 19 federally-funded Community 
Health ainic~ and four state-funded diagnostic and 
treatment centers scattered around theboroughs of 
the Bronx, Brooklyn, Manhattan and Queens. Most 
of these health centers are uniquely qualified to 
provide primary care and treatment services to 
persons with HIV infection and are for the most 
part an untapped resource. State and Federal funds 
should be allocated to enable HIV-related services 
to be provided at these centers. 

3. New York State Department of Health should 
develop incentives to encourage acute care hos­
pitals to establish neighborhood primary care 
centers which would also provide services to HIV­
infected persons. Due to the urgent need for these 
centers, the certificate-<>f-need approval process for 
their establishment should be expedited. 

4. More substance abuse treatment programs should 
develop formal agreements with primary care 
centers. This will improve access to health care for 
substance abusers. For the same reason, primary 
care centers should link-up with other community­
based service organizations such as alcohol and 
substance abuse programs, youth programs and 
child day care centers. 

5. Hospitals must linkup more closely to community­
based primary care services. They should provide 
staff appointments and admitting privileges to those 
physicians working in primary care settings who 
meet qualification standards. 

6. In general, outpatient services to HIV-infected 
persons are more resource intensive than routine 
primary care. Therefore, primary care programs 
should receive an enhanced reimbursement rate 
for providing HIV-related services. Formal AIDS 
Center designation or affiliation with such a center 
should not control access to enhanced reimburse­
ment for these types of services. 

7. To reduce hospital admissions, the HIV-infected 
should be provided with outpatient services such as 

infusions, diagnostic services and therapeutic 
procedures. Appropriate reimbursement rates 
should be negotiated for these services. 

8. Dental care should be integrated into the primary 
care treatment plan for HIV-infected persons. 

9. Private practitioners are significant providers of 
health care services to the HIV-infected. They 
should be encouraged to continue to expand their 
clinical knowledge of the treatment of HIV-related 
illnesses, and be discouraged from ofT-loading HIV 
patients onto public or institutional providers. 

10.Efforts to provide outreach and follow-up of high 
risk populations should be made in a manner that 
is sensitive to race, gender, ethnicity and sexual 
orientation. 

ll.Information concerning the legal rights of the 
HIV-infected should be made available to all health 
care providers and community-based organizations 
that are involved in providing HIV-related services. 

Acute Care 
In New York City, the acute care sector is bearing 

the brunt of caring for persons with HIV disease. As 
of Septem ber 1988, approximately 1,700 hospital beds 
are filled each day with AIDS and HIV-infected 
patients and by 1991 New York State Department of 
Health estimates than an additional 1,200-1,400 acute 
care beds will be required in the City to meet the 
needs of patients with HIV disease. 

In keeping with the principle of helping individuals 
to stay as independent as possible, persons with HIV 
disease should receive as much of their treatment and 
care as possible on an outpatient basis and only when 
alternative care options do not suffice should they be 
admitted to ahospital. The focus of care for persons 
with HIV disease needs to be shifted from the acute 
care sector to alternate treatment sites. Neverthe­
less,the need for acute care beds for patients with HIV 
illnesses will become even greater over the next few 
years regardless of any expansion of primary care and 
alternative care services mainly because the number 
of persons AIDS will continue to increase and because 
the hospital will often remainthe only acceptable 
place to care for certain patients with HIV disease. 

With an insufficient number of inpatient beds to 
take care of the current volume of HIV-i11 persons,it is 
in the best interest of the City's health care system to 
ensure that no hospital has an overload of HIV-related 
cases and that the cases be distributed throughout the 
boroughs in such a manner that hospitals can 
continue to provide a full range of services to non­
HIV patients. Providers who have unused acute care 
capacity should be identified and urged to use this 

. space for HIV-related services. 
Since it is possible that New York City hospitals 



might have an average daily AIDS census of 2,900 
patients or more by 1991, some have suggested the 
need for dedicated AIDS hospitals. In light of the 
current shortage of health care workers, such facilities 
would be difficult to staff. In addition, because 
persons with HIV-related illnesses require the full 
range of high technology services of an acute care 
hospital, there would be no cost savings in developing 
dedicated AIDS hospitals. Instead, the work group 
recommends that AIDS services be mainstreamed 
into the acute care services of all hospitals. However, 
the issue of creating single purpose hospitals for HIV­
infected persons will need to be re-examined 
periodically as the epidemic evolves. 

The work group also examined two models of 
inpatient care--clustering HIV-infected patients on 
dedicated nursing units and scattering them among 
other units. Advocates of clustering believeit to be an 
efficient use of staff and a way to help patients 
support one another emotionally. Supporters of 
scattered beds believe that HIV-illness should be 
treated like any other disease and that scattering will 
reduce staff burnouL The work group believes that 
either setting can providegood quality care and that 
the decision of which model to choose should be left 
to each hospital. 

The work group supports the Designated AIDS 
Center concept developed by the New York State 
Department of Health as an innovative approach that 
facilitates access to and insures quality of services to 
HIV-infected persons. However, it should not 
represent the only model for providing acute care 
services to HIV-infected persons. If hospitals meet the 
standards of care required for designation as an AIDS 
Center, they should apply for designation under the 
State's program. However, equitable and adequate 
inpatient DRC rates for HIV-related cases must also be 
assured regardless of AIDS Center designation in 
order to encourage facilities to continue to treat 
individuals with HIV illnesses. Securing adequate 
reimbursement for HIV-related services will 
provideincentives for facilities to expand treatment 
capacities in these areas. 

CoMtraints 
The work group has identified the fonowing issues 

and constraints as they relate to the acute care sector: 
a. The acute care system is already stressed and 

overcrowded because there is a dearth of alternative 
care options for all in-patients, Home health care is 
currently the only program that relieve hospitals to 
anyextenL 

b. There is a severe shortage of housing and 
residential alternatives, particularly for the home­
less with HIV illness, resulting in difficulties in 
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discharging these patients and causing long 
hospital stays. 

c. Labor shortages make it diffic l.:<U to expand the 
volume of HIV-related services. 

d.There is a lack of treatment programs for HIV­
infected persons who have severe psychiatric 
disorders and/or who are substance abusers. 

e. Many hospital staff are not sufficiently familiar with 
how to treat substance abuse on an inpatient basis. 

Recommendations 
1. Hospitals in New York City must take a responsible 

stand and develop appropriate strategies to share 
the burden of the HIV epidemic. 

2. The State Department of Health should develop an 
expedited certificate-of-need process to approve the 
expansion of HIV-related services. 

3.Inpatient reimbursement rates should continue 
torecognize the increased costs associated with the 
treatment of HIV-related diseases including,but not 
limited to, the costs of pharmaceuticals, supplies, 
therapies and staffing. 

4.The New York State Department of Health 
togetherwith the New York State Office of Mental 
Health should develop a medical/psychiatric 
certified bed category. This would facilitate the 
treatment of patients, including those who are HIV­
infected, who have severe concomitant psychiatric 
and medical disorders. 

5. Hospitals should develop more comprehensive 
treatment programs for HIV-infected substance 
abusers. 

6. Upon admission, hospitals should identify and 
attempt to resolve disposition problems that may 
prevent or delay timely discharge. 

7. Unused inpatient capacity at New York City 
hospitals, including Veteran Administration 
hospitals, should be evaluated to determine if it is 
suitable to use for HIV-related health care services. 

Long-Term Care and Residential Alternatives 
Just as primary care dominates the model in the 

early stages of HIV illness, long-term care and 
residential alternatives are critical to appropriate care 
in the later stages of the disease. 

The onset of HIV iIl.ness frequently makes it 
difficult for individuals to maintain their former 
housing arrangements. Some are physically able to 
remain in their homes, but require income assistance 
to be able to do so. Others need long-term care, 
which can be defined as the need for health care, 
social and other support services over an extended 
period of time. Traditionally, this has meant providing 
these services in a nursing home or if the patient is 
less debilitated, in the patient's home. 
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Individuals with HIV illness may need assistance 
with their housing arrangements for a variety of 
reasons: 
• Some lose their jobs and are unable to continue to 

pay rent; 
• Some have tenuous living arrangements with family 

and friends which dissolve once they become ill; 
• Some experience housing discrimination; 
• Some are homeless before the onset of the disease; 
• Some have homes but can no longer care for 

themselves; and 
• SoDie are in housing that does not meet minimum 

health and safety standards. 
To address these problems. the public and private 

secton have begun to develop a spectrum of services . .. 
from programs designed to support people living in 
their own homes to residences that provide more 
structured round-the .. dock care. However.if the over­
reliance on acute care settingsis to be reduced. two 
types of service development must occur. 

First; the supply of residential alternatives and 
institutional long-term care programs must be greatly 
expanded. In New York City there is a severe housing 
shortage, particularly for those with low or moderate 
incomes. In addition. elderly New Yorkers needing 
institutional care already face a shortage of long-term 
care beds. These problems are exacerbated for 
persons with HIV illness. The scarcity of housing and 
long-term care services causes backlogs of patients 
ready to be discharged from hospitals and delays the 
admission of othen waiting for hospital beds. . 

Second. persons with HIV illness will continue to 
experience housing crises and hospital stays that are 
longer than medically necessary unless their housing 
needs are identified when they are first admitted to 
the hospital. Through early intervention. existing 
housing arrangements often can be preserved and 
plans can be made for long-term care should it be 
needed. 

RENT SUPPORT. Rent support helps persons with HIV . 
illness to remain in their own homes. This type of 
financial assistance is provided to individuals who can 
no longer afford to pay their rent, often because the 
illness has caused them to, deplete their financial 
resources. Currently. approximately 800 persons with 
AIDS receive rent assistance. 

SCAT1ERSI7E APARTMENTS. Under contract with BRA. 
the AIDS Resource Center (ARC) maintains 18 
apartments for persons with AIDS. On average. the 
apartments cost $1.700 per month. including support 
services and maintenance. Although the program 
appears expensive. it is cost-effective compared to a 
hospital cost of $700 or more per day. In the future. a 
contract with Volunteen of America will expand this 
program by 20 units. However. the City must attract 

additional community organizations to manage this 
type of program if it is to expand further. 

S!NCU RooM OccUPANCY Harus (SRO's). Due to the 
acute housing shortage the City has helped some 
persons with HIV illness to find rooms in SRO's until 
more adequate housing is available.Since the 
buildings often lack elevaton, kitchen facilities and 
private bathrooms, SRO's are temporary housing of 
last resort. 

HOME CtRE. Home care is a relatively welkleveloped 
service for persons with HIV illness, currently serving 
an estimated 700 patients with HIV disease each day. 
Home care services can range in levels of care from a 
few houn of home attendant services per week to the 
around-the-clock nursing services of a registered 
nurse. Occasionally, these programs have difficulties 
meeting the needs of this population, since it is 
younger, more likely to be substance abusing and 
often has more intensive clinical needs than the 
average elderly recipient of home care. The relative 
difficulty of serving this population has exacerbated 
the problems of recruiting and retaining home care 
workers, especially those who h~ld entry level 
positions. 

Home care services cannot substitute for inpatient 
hospitalization, but they can reduce the length of 
hospital stays, sometimes significantly. However, 
except for Medicaid, most third party payors provide 
limited coverage for home care services. 

REsPI7E CARE AND ADULT DAY CARE. Respite care and 
adult day care are two services that enable some 
individuals to remain in their homes instead of 
moving to institutional settings. 

Respite care is provided to relieve the caregiver of 
responsibilities for a few hours or days. It can be 
designed as an inpatient services in a hospital or long­
term care facility, as periodic home care, or as a day 
care program. At present these options are not widely 
available in New York City. 

Adult day care provides therapeutic, counseling, 
social and rehabilitative services outside of the home 
for about eight houn a day, three to fIVe days a week. 
The Village Nuning Home operates a day treatment 
program for persons with HIV illness who are also 
affected by dementia or neuropsychiatric problems. 
This program is certified by the Department of 
Mental Health. 

(An Article 28, New York State Department of 
Hea1thlicense is also being sought.) In the City. there 
are no day care programs certified by the Department 
of Health that specifically serve persons with HIV 
illness. One reason for this is that the State 
Department of Health requires adult day care 
programs to be located on the campus of a hospital or 
long-term care facility. 



SUPPORTED CoNGREGAn: FAC1llTlES. For individuals who 
are unable to live independently, but who are 
ambulatory, specialized residences can offer a variety 
of services to support different levels of functioning. 
The aim of any residential care program should be to 
adapt the level and type of services provided to 
residents' physical status and needs. 

A congregate facility which serves as a model for 
future residences of this type is Bailey House. Funded 
by HRA and other organizations and managed by 
AIDS Resource Center, Bailey House is a 44-bed 
supervised residence located in the West Village. 
Occupants have their own bedrooms but share meals 
in a common dining room. The residence provides 
substance abuse counselors, social workers, 
recreational therapists, and a nurse. 

Another group of individuals with HIV illness who 
need innovative, congregate arrangements are those 
who have multiple service needs, (such as 
treatmentfor drug and alcohol abuse and mental 
health problems) in addition to behavioral problems. 
They require a more structured environment than 
Bailey House can provide. Although they may be 
regarded by some as individuals who reject services 
and present management problems to providers, they 
are often in severe crisis. Like many other persons 
with · HIV illness, this group requires creative, co­
ordinated residential/medical programs that our 
highly fragmented and specialized care delivery 
system is not yet equipped to provide. 

INsrrrurJONt\L LoNG-TERM CARE. There are two types 
of institutional long-term carefacilities in New York 
State. In a health related facility (HRF), the residents 
are ambulatory, at least upon admission, and need 
only a minimal amount of nursing and medical care. 
In a skilled nursing facility (S~F), residents need 
continuous and sk.illed nursing and medical care. 

The only long-term care facilities in New York 
Citythat currently accept AIDS patients are two 
municipal hospitals, Coler and Goldwater Memorial 
Hospitals. The level of services provided to these 
patients is similar to chronic care although New York 
State does not have such a service category. The 
reimbursement, which is exempt from the DRG 
payment system, is unique in that is is higher than a 
skilled nursing facility rate but less than an acute care 
rate. As the demand for long-term/chronic care for 
AIDS patients is great, additional long-term care 
capacity must be developed expeditiously throughout 
New York City. 

The clinical status of AIDS patients fluctuates more 
rapidly than that of the typical long-term care patient. 
Therefore, AIDS patients should not have to be 
transported to a hospital each time their condition 
worsens; Existing long-term care facilities will have to 
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make substantial outlays for staff and equipment 
before tht>y are able to serve AIDS patients 
appropriately. This high cost together with an acute 
shortage of long-term care beds has discouraged 
providers of residential health care facilities (RHCFs) 
from serving those with HIV illness. 

In response to this problem, the State Department 
of Health has recently increased the reimbursement 
rates and developed a new capital financing 
mechanism for RHCF's serving individuals with HIV 
illness. This is an important step toward making long­
term care available for those who need iL It remains 
to be seen whether these rates are sufficient to 
encourage long-term care facilities to accept persons 
with AIDS. 

HOSPICE CARE. Hospice is a mode of care that places 
particular emphasis on the psychosocial and spiritual 
needs of patients and their families. It can be 
provided on an inpatient basis or in a patient's home. 
To be accepted by a hospice program a patient must 
have a life expectancy of six months or less and agree 
to receive only palliative treatment. Due to their 
youth (5~ percent are ~0-~9 years old and 25 percent 
are 20-29 years old), many AIDS patients want to 
continue to receive aggressive medical intervention 
even during the end stages of the disease. Hospice 
care is therefore unacceptable to some individuals 
with HIV illness. 

Federal legislation enacted in December 1987 
removed one barrier to hospice care for those with 
HIV illness, namely the requirement that 80 percent 
of a person's hospice care be provided at home. 
However, this legislation did not remove the 
restrictions on medical intervention and the lengthof 
life expectancy. 

Hospice services are provided to those with HIV 
illness by three certified hospices in New York City. In 
addition, one supported care unit provides similar 
services without the formal hospice designation and 
another agency provides counseling on death and 
dying and other support services through its home 
care program, without imposing the requirements 
described above. 

Conmaint. 
The following constraints hamper the development 

of a full range of residential and extended care 
options for persons with HIV illness: 
a. Currently, no funding source exists for capital and 

operating costs of congregate housing models. At 
$426 per month for a single individual, SSI benefits 
are inadequate to cover the operating costs of most 
residential options. 

b.lt is difficult to attract community-based organi­
zations to manage housing units for persons with 



50 NEW YORK O'JY AIDS TASK FORCE 

HIV illness. Few organizations are experienced at 
both managing residential facilities and providing 
social and therapeutic services. 

c. Community opposition may make it difficult to site 
congregate housing for persons with HIV-illness. 

d.In New York City'S tight housing market, it is diffI­
cult to find suitable structures for congregate 
housing. 

e. Excluding Medicaid, few third party payors provide 
adequate coverage for long-term care and 
community-based HIV-services. 

f. Current funding streams for adult day care make it 
difficult to establish day care programs that meet 
the complex needs of those with HIV illness. 

g. There is a lack of appropriate physician suPervision 
of Medicaid patients in home care programs. This 
results in unnecessary emergency room visits and 
hospital admissions. 

h.Despite recent wage increases, low pay levels are an 
obstacle to attracting workers to the home care 
industry. 

i. Traditional long-term care providers remain 
reluctant to serve patients with AIDS. This is partly 
due to uncertainty about the adequacy of 
reimbursement rates, as well as the need to develop 
an array of complex services that they have not 
previously provided. 

j. Existing capital construction caps for residential 
health care facilities may be inadequate to cover the 
cost of the high level of technology that must be 
available to AIDS patien ts in long-term care 
facilities. 

Recommendations 
1. The State Legislature should continue the appro­

priation ofHRA's rent support program for persons 
with HIV illness. 

2. New York State and City should agree upon a model 
for congregate housing with social and medical 
support services for persons with HIV illness. This 
model should be used to revise existing regulations 
and to develop new regulations for congregate 
housing. 

The Federal Department of Housing and Urban 
Development together with the State and City 
should develop legislation for funding these 
facilities. The financing mechanism should be 
flexible enough to cover models that serve relatively 
independent persons with HIV illness, as well as 
those. with multiple medical and social service 
needs. 

~. The State and City should develop strategies to 
recruit community-based organizations to manage 
scattersite, congregate and other residential 
options. Some education and technical assistance 
may be required. 

4. New York State and City should ofTer tax incentives 
to real estate developers who set aside apartments 
for persons with HIV illness in new or renovated 
buildings. 

5.Persons with HIV illness should only be placed in 
SRO's temporarily as a last resort, while more 
suitable housing is being arranged. 

6. The Federal and State governments should develop 
innovative approaches for ensuring financing of 
home care, day care and respite care, particularly 
for persons ineligible for Medicaid. 

'.State, City and provider organizations should 
develop strategies to recruit and retain home care 
workers by improving the wage and benefits 
structures. 

8. The State Departments of Health and Mental 
Health and the Division of Substance Abuse 
Services should encourage community-based 
organizations to develop adult day care programs 
for persons with HIV illness by providing adequate 
reimbursement for these services. 

9. Hospitals, long-term care providers and community 
groups should develop respite care programs for 
caregivers, to assist persons with HIV illness to 
remain in their own homes. The reimbursement for 
HIV-related respite care should be increased. 

IO.To reduce unnecessary hospital utilization, a 
mechanism should be established to provide 
medical supervision of Medicaid patients in 
homecare programs. 

I1.The number of long-term/chronic care beds for 
persons with HIV disease should be expanded. As 
far as possible, these persons should be cared for in 
the communities in which they live. 

I2.The State Department of Health should waive caps 
on per-bed capital costs for long-term care facilities 
accepting AIDS patients, if all other cost estimates 
are reasonable and the need require-ments are met. 

I~.The new reimbursement rates for HRFs and SNF's 
should be monitored to determine whether these 
rates adequately cover costs. 

I4.Upon admittance to a hospital or enrollment intoa 
program, community-based organizations, social 
service agencies and hospital discharge planners 
should assess the housing and long-term care needs 
of person who are HIV-infected and if needed, 
intervene in order to prevent housing crisis. 

I5.Referral routes should be established to enable 
individuals with HIV illness on Medicaid to be 
admitted to long-term care facilities directly from 
their homes or residences rather than from an 
acute care facility his can be accomplished by 
developing the capacity to perform the necessary 
medical assessments in patients' homes. 

I6.Acute care facilities should be required to readmit 
HIV-infected patients transferred to long-term care 



facilities, when their condition requires it. 
17.Long-term care facilities should discharge HIV­

infected patients to community-based progL 15, if 
their condition improves sufficiently. 

Social Services 
HIV disease not only makes major demands on the 

health care system but also creates additional 
demands for social and human services. Persons with 
HIV-illnesses require assistance with a broad range of 
social and human services to enable them to live and 
cope with their situation. In the beginning of the 
epidemic, when the number of AIDS cases was 
relatively small, the needs of those persons ~ere taken 
care of by existing service organizations and emerging 
self-help groups. As the number of HIV-infected 
persons has increased, the service needs have become 
more varied and complex and more difficult to meet. 
It is now apparent that in order to care for persons 
with HIVdisease in their communities and to keep 
them out of institutional settings there must be a 
major expansion of social and human services. 

Persons who are HIV infected use programs that 
have been developed in direct response to HIV­
specific needs, as well as local, State and Federal 
programs that serve all persons in the City who qualify 
on the basis of their financial, medical or social needs. 

Many HIV-infected persons lose their jobs due to 
disability and discrimination. An increasing number 
are indigent even before becoming ill. Individuals 
who are disabled may qualify for SocialSecurity (SSI) 
or Social Security Disability Income(SSDI) depending 
on their work histories. Those who have CDC-defined 
AIDS receive expedited processing of their SSI 
applications, reducing the time between filing and 
the first paymenL Personswith AIDS may also qualify 
for Medicare, although the two-year waiting period 
that is currently mandated makes this program of 
little use since most persons with diagnosed AIDS do 
not live beyondtwo years. Low income individuals may 
qualify for Aid to Families with Dependent Children 
(AFDC) or Home Relief, depending on their financial 
and family status. In addition, many low-income 
persons or those who are indigent once their medical 
bills are taken into account qualify for Medicaid with 
expedited processing. 

Public agencies provide a range of social services 
for those who need them. Many persons with HIV 
illness have complicated medical and social needs and 
have difficulty accessing entitlements and social 
services for which they are eligible. Even when they 
are eligible, there can be long waiting periods before 
benefits begin. To address these problems, New York 
City'S Human Resources Administration (HRA) 
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created the Case Management Unit (CMU). It heIps 
eligible individuals obtain expedited entitlements, 
home care, housing and long-term care as well as 
supportive counseling. 

Important social services are also provided by 
HRA's Special Services for Children. This office 
administers the foster care program as well as services 
that are critical to keeping families together. 
Counseling, homemaking, and legal services are . 
among the services provided to families in which 
parents and/or children have HIV illness. 

Vital legal services are provided by both New York 
City's and New York State's commissions on human 
rights to those affected by HIV-related discrimination 
in employment, housing or in the provision of 
services. 

In the early 1980's, self-help groups sprang up in 
areas with the highest HIV infection rates to provide 
the social and emotional services that were needed. 
The groups existed mainly through donations and 
volun teer effort and laid the foundation for the 
community-based service organizations (CBO's) that 
now provide a range of HIV-related services. CBO's 
are particularly adept at reaching out into the 
communities they serve and being in touch with local 
needs. Their services, size and expertise vary, but they 
provide such programs as: a telephone hotline, buddy 
services, referrals to health care institutions and other 
social service agencies, case management, AIDS 
education, legal services and nutritional counseling. 
Some CBO's also provide food and cooked meals to 
the HIV-infected. 

The services offered by CBO's need to be expanded 
to all HIV positive persons. The epidemic is taking a 
great toll on people's emotions and private lives. 
Therefore, there need to be local neighborhood 
programs where the HIV-symptomatic, the asymp­
tomatic and the worried well can receive sympathetic 
support and counseling. 

Since more and more persons with HIV disease are 
being cared for in community settings, there is a 
growing need for additional food programs and 
transportation services. These programs require 
significant funding and coordination with other 
services. However, they are vital links in the chain of 
services that need to be available in order to provide a 
comprehensive ambulatory-based service model. 

CorwtraiDta 
a. Social service providers suffer from inadequate 

funding levels. This problem is exacerbated for 
CBO's whose funding is often uncertain and 
sporadic. Strained fmancial situations render many 
CBO's unable to make long range plans. 

b.Many social service providers lack formal linkage 
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agreements with health care providers, drug treat­
ment programs or other social service providers. 

c. The availability and funding for transportation 
services is limited for those non-institutionalized 
persons with HIV illness who need to access health­
related services. 

Recommendationa 
1. Governmental and private funding agencies should 

provide support to existing CBO's to expand 
and/or develop HIV-related social services. 

2. In areas which have high rates of HIV infection,but 
no appropriate organizations to provide HIV­
related social services, new community agencies 
should be established to meet this need. 

S. In addition to funding, community-based organi­
zations should be provided with other types of 
assistance to encourage expansion of services to 
those with HIV illness. For example, established 
CBO's that already provide a wide range of services 
could provide workshops that encourage other 
CBO's to begin or expand programs. Because 
existing CBO's are already experiencing funding 
problems, such projects would require new funds 
dedicated to this purpose. 

4.Funding agencies should negotiate multi-year 
contracts with established CBO's. 

5. Food programs such as "meals-on-wheels" should be 
expanded for those with HIV illness who are home 
bound. 

6. To enable home-bound persons with HIV disease to 
receive ambulatory care, transportation services 
should be expanded. Funding sources and 
reimbursement mechanisms for this service should 
be developed. 

7.Formal linkages should be developed between 
community-based social service agencies, health 
care providers and drug treaunent programs. 

Case MCUUJgmUmt 
Few diseases cause so much turmoil in a person's 

life as does HIV disease. The health and psycho-social 
needs are so complex and the effects of HIV illness 
are so debilitating that many persons are unable to 
cope with the bureaucratic realities of seeking social 
assistance and medical care. Experience has shown 
that special case management services are needed to 
help individuals obtain the entitlements for which 
they are eligible and to help them access the services 
they need. However, case management has become 
one of the most problematic issues in organizing HIV­
related services because there is little agreement 
about what it should entail and how it should be 
organized. It also requires a high degree of 
cooperation between institutions. 

In the decentralized service model that the work 
group advocates, case management is the coordi­
nating mechanism or "glue" that will link the various 
service components. Ideally, it will enable those in 
need to receive a broad range of services via an 
interconnected referral network. 

The case manager's responsibility is to determine 
the need for medical and psychosocial services, 
arrange for these services to be provided and 
determine how they should be paid for. The case 
manager also promotes efficient use of resources and 
cost containment by arranging for appropriate levels 
of care, preventing crises from occurring and 
reducing duplication of services. 

The stage of illness determines what specific case 
management services a person requires. In the early 
stages of HIV disease, before major symptoms appear, 
the needs of patients are predominantly driven by 
social and emotional concerns such as how to deal 
with the disease, how to change risky behavior, where 
to get emotional support and how to tell loved ones. 
Issues that case managers might become involved with 
during this period are: housing and financial 
concerns, discrimination and to some extent the 
provision of medical care. During the symptomatic 
and end stages of the disease process, case 
management is mainly concerned with coordinating 
medical care and arranging for needed social services 
and financing these services. Although the need for 
psychological support services may still exist, it is 
overshadowed by medical concerns. 

In most areas of the country a single organization is 
designated to perform the case managemen t 
function. For example, in New Jersey case manage­
ment is performed mainly by home care agencies. 
Nowhere in the country does there seem to be the 
number of case management services that there are 
in New York City. Here, some form of case manage­
ment is being provided by: Designated AIDS Centers, 
the Case Management Unit of the Human Resource 
Administration, home care providers, substance abuse 
treatment programs, commercial insurance 
companies, community-based organizations (such as 
Gay Men's Health Crisis) and primary care providers 
(such as the Community Health Project). 

One of the largest providers of case management in 
New York City is the HRA's AIDS Case Management 
Unit (CMU). Most referrals come from hospital social 
workers and discharge planners who want to ensure 
that when Medicaid-eligible AIDS patients leave the 
hospital they will receive appropriate care at home or 
in the community. Human Resources Administration 
is also developing a Family Unit that will coordinate 
services for the entire family of an individual with 
HIV illness, addressing foster care, risk reduction, day 



care, and other issues that families face, in addition to 
the services the CMU provides to all its clients. 

Given the current org.mization of case manage­
ment in the City and the large number of persons 
with HIV illness, the work group believe that, for the 
most part, it is not possible for one case manager to 
handle all the needs of an individual. Rather, it is 
better to have several case managers at different ser­
vice agencies connected to the same case. Together 

. they can coordinate the services needed and provide 
their special expertise when appropriate. Most 
medical and social needs are so varied that few case 
managers can effectively assist an HIV-infected patient 
on an inpatient and ambulatory basis over an 
extended period of time. 

This proposed multi-agency case management 
approach should have: 
• An established system within and between agencies 

to assure that people receive the services they need. 
• An agreement between agencies about methods of 

communication, documentation of services ren­
dered and authority to make decisions about the 
allocation of resources. 

• The ability to appoint a lead case manager in cases 
where several agencies are involved. 

• A formal process to evaluate, on a regular basis, the 
need for services and services rendered. 

• A method to document gaps in services, for use in 
planning and advocating for expansion of services. 

• Trained staff who are identified as "case managers" 
(nurses, social workers, counselors or others). 

• Flexibility in designing coordinated networks 
between agencies to reflect the changing needs of 
infected individuals. Such a system will improve 
access to services and provide quality and continuity 
of care. 

Conatrainta 
a. Case management services are rarely offered until a 

patient is diagnosed with CDC-defined AIDS. 
b.Case management services are usually not available 

to persons with HIV disease who seek care at non­
AIDS Centers. 

c.Community health centers that provide case 
management are not reimbursed for these services. 

d.Effective case management is hampered by an 
inadequate range of services to which persons with 
HIV disease can be referred. 

e. Communication channels between case managers 
and other service providers are not always well­
established. 

Recommendations 
l.Based on need and the degree of illness, case 

management services should be provided as early as 
possible. 
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2.Case managers and service providers should 
continue to improve their communication linkages. 

~. Reimbursement regulations should be restructured 
to encourage the provision of case 

Counseling and Testing 
HIV-antibody counseling and testing services are 

important components in the spectrum of HIV­
related services that need to be available to the 
citizens of New York City . 

There is considerable public debate and contro­
versy concerning when to recommend or require 
HIV-antibody testing. The work group believes that 
testing should only be performed after the person to 
be tested has given explicit informed consent 
inwriting as required by state law, except in the case of 
organ or body fluid donations. Access to appropriate 
health care should not be contingent on HIV testing 
or knowledge of a person's HIV sere-status. However, 
persons who engage in high risk behavior and those 
who perceive themselves at risk should be encouraged 
to have their HIV status evaluated. In addition, as 
prophylactic treatment of HIV infection becomes 
more available, it is likely that there will be an 
increased demand for HIV-testing in order to receive 
early intervention services. 

The work group wishes to underscore the need for 
strict confidentiality of HIV-test results and the need 
for the continued availability of anonymous testing in 
conformity with the AIDS confidentiality statute 
enacted by the New York State Legislature in the 
summer of 1988. 

All testing should be preceded by extensive pre-test 
counseling and be followed by counseling at the time 
the test results are given. The post-test counseling 
should be tailored to suit the person receiving the 
counseling. For example, the information given to an 
IV drug user regarding the prevention of the spread 
of the disease would be different from the 
information given to a gay male.Further, all 
counselors should be appropriately trained and 
receive adequate supervision and support to prevent 
staff burnout and to ensure that the counseling 
provided is of high quality. 

HIV testing and counseling services cannot be 
provided in a vacuum. For most persons, HIV 
counseling and testing causes great emotional turmoil 
and frequently individuals need not only follow-up 
medical services but further counseling and other 
support services. Counselors must therefore be linked 
into a referral network in order to offer a variety of 
medical, mental health and social services. Thus, 
counseling and testing programs greatly increase the 
demand for medical and support services. 
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Conatrainta 
a. There is an inadequate number of trained 

counselors. & a result, some counseling and testing 
programs are understaffed and inadequately 
supervised. 

b. There are insufficient funds for HIV counseling 
and testing services. 

Recommendationa 
l.Additional health counselors need to be trained in 

HIV counseling and testing procedures. Additional 
training programs need to be developed for 
physicians to provide counseling and testing 
services. 

2. Funding for counseling and testing services should. 
be expanded by Federal, state and local 
governments. 

3. Post-test counseling should also include what a 
person's legal rights are, how to deal with HIV­
related stigma and discrimination and where legal 
recourse can be soughL 

Oinictd Trials 
Since the beginning of the HIVepidemic in the 

early 1980's, clinical trials have been performed to 
determine what drugs or combination of drugs might 
be effective against the AIDS virus and its many 
associated infections. To date, only a few drugs have 
proven to be efficacious and have received prelimi­
nary or final FDA approval. Studies are also in 
progress to determine if drug interventions during 
the asymptomatic stages of HIVinfection might delay 
or prevent the onset of symptoms. However, most 
drugs that show promise are still in the experimental 
trial stages and their efficacy has not yet been fully 
determined. 

Usually drug trials take place in academic medical 
centers and research institutions. They have not been 
readily available to large segments of the HIV-infected 
population since many receive care in community­
based settings or community hospitals. Moreover, 
some clinical drug trials have specifically excluded 
certain population groups, such as women (due to 
potential for fetal harm), children, substance abusers 
and prisoners. It is important that experimental drugs 
be tested on all segments of the HIV population since, 
for example, substance abusers and children might 
react differently to a drug or a combination of drugs. 

The Community Reasearch Initiative (CRI) in New 
York City was formed to address this problem. It has 
developed its own institutional review board and 
protocols for community-based physicians to test and 
dispense experimental drugs in community settings. 
Most of these physicians do not categorically exclude 
certain population groups. For this reason, many 
formerly excluded HIV-infected individuals are now 
enrolled in experimental drug trials. 

To expeditiously· and adequately test the efficacy of 
a large number of drugs, clinical trials must be vastly 
expanded both in scale and scope. Only by including 
significant numbers from all segments of the HIV­
infected population can meaningful findings be 
produced. It is therefore necessary that many private 
practitioners become involved in assessing new drug 
therapies for HIV-related symptoms. 

Conatrainta 
a. Access to legitimate experimental drugs is limited 

to approved clinical trials which are most often 
conducted by medical research institutions. 
Consequently, many HIV-infected 'persons do not 
have access to the potential benefits these drugs 
might provide. 

b.Certain segments of the HIV-infected population 
such as women, children and prisoners have been 
categorically excluded from many clinical trials. 

c. Many community-based physicians treating HIV­
infected persons are not sufficiently informed about · 
experimental drug protocols and experimental 
drugs. 

Recommendations 
1. The model established by CRI for testing drugs in 

community-based settings should be expanded and 
supported by pharmaceutical companies and the 
Federal governmenL 

2. Pharmaceutical companies and the Federal govern­
ment should develop training to access health­
related services. 

3. The research community should conduct outreach 
efforts to widen the avilability of experimental drug 
treatments among minority populations. 

4.Clinical trials should be made more readily 
available to women, children, prisoners, minorities 
and substance abusers. 



S~rvice Needs of Special Populations 
HIV-related services should be incorporated into 

the general provision of medical and psychosocial 
services. However, there are certain population 
groups for whom special services should be provided. 

Adolescents 
Once HIV infection is introduced into the sexually 

active teenage population it is likely to spread quickly. 
Currently only one percent of the total reported AIDS 
cases in New York City are among adolescents 1~19 
years of age. However, given theeight-to-ten-year 
average estimated latency from infection to disease, 
many of the people diagnosed with AIDS in their 20's 
(accounting for 21 percent of cases) were actually 
infected during adolescence. 

The profile of the epidemic in adolescents differs 
from adults. Heterosexual spread accounts for 52 per­
cent of female adolescent cases compared to only 22 
percent of adult female cases in New York City. The 
prevalence of HIV-infection in adolescents is un­
known. However, rates among Job Corps applicants 
and military recruits point to a higher female to male 
ratio than among adults and confirm the presence of 
the virus among adolescents under 21 years of age. 
Even from the crude measure of reported AIDS cases, 
there is evidence that I)HIV has entered the adoles­
cent population; 2) heterosexual spread is more 
common among teenage females than adults; and 3) 
given continued high rates of other sexually 
transmitted diseases (STD's) in adolescents, the num­
ber of asymptomatic but HIV-infected youths is likely 
to increase silently but quickly in the years to come. 

Contrary to the public's perception, most "street 
kids" in New York City are not runaways, but throw-a­
ways. According to Covenant House, 3/4 of the young 
people housed in their facilities here in the City are 
from the New York metropolitan area and most have 
been pushed out of their homes by their natural or 
foster care families. Thus, nobody wants them. To 
survive, many resort to pushing drugs or prostituting 
themselves. Either way they are at high risk of 
becoming HIV-infected and passing the infection on 
to others. 

Issues of consent for testing, partner notification 
and confidentiality are yet to be clarified for minors 
even where guidelines have been developed for 
adults. 

Adolescents pose special problems for health care 
and social service providers. If their families may not 
or cannot be contacted, there is no way to pay for 
their medical care since most do not have access to 
their parent's insurance and have no money of their 

own. With a few exceptions, adolescents below the age 
of 18 are not eligible for Medicaid and even when 
they are, it is extremely difficult for them to produce 
the documentation needed. 

Unique biological, psychological and social features 
distinguish adolescents from young children and 
adults. Therefore, special HIV-related treatment 
programs for adolescents need to be created. 

Constraint. 
Work group members have identified the following 

constraints to providing HIV-infected adolescents with 
the services they need: 
a. Health care facilities are usually organized to 

provide care for young children and adults. 
Adolescents are not well accommodated in either 
setting. The few existing adolescent health services 
do not have staff to accommodate new or additional 
HIV-related services. 
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b.Homeless adolescents and adolescents who want 
"confidential" medical care do not have access to 
public or private health insurance. Even when they 
are able to obtain medical care, they may be unable 
to afford pharmaceuticals and other medical 
necessities prescribed for them. 

c. Alienated youth are difficult to coax into treabnent 
programs given the difficulties they have in paying 
for services and their fears regarding confiden­
tiality. 

d.A few providers in the City are waiving their fees for 
treating adolescents. This cannot be expected to 
continue as the number of infected and sick youths 
increases. 

e. There is a shortage of housing options for homeless 
youths and HIV positive adolescents. 

f. Existing drug treatment facilities (such as 
methadone maintenance programs) usually 
exclude minors under 18 years of age. 

Rec:ommenciatioDli 
To address these constraints, the work group 

recommends: 
l.New York State and New York City should establish 

special funding for purposes of providing medical 
care and psychosocial support services to HIV­
positive youth. The programs should provide HIV 
risk reduction and education programs as well as a 
full range of coordinated medical and social 
services. Funding should also cover prescription 
drugs and medical supplies (e.g., crutches and eye 
glasses) for those without any financial means. 

2. Outreach must be expanded to bring adolescents at 
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high risk into caring and supportive youth 
programs. 

3.In order to provide appropriate medical and 
psychosocial care in communities with a large 
number of youths at risk, storefront clinics should 
be established. Transportation should be made 
available to link teenagers with hospital-based 
health programs. 

4. Increased fmancial support is needed for existing 
adolescent health programs so they can expand 
evaluation, treatment and follow-up of high risk and 
HIV positive adolescents. 

5. The Board of Education should explore innovative 
ways to provide primary health care services to its 
student population. 

6. Specific funds are needed to enable health care 
organizations serving adolescents to form links with 
other groups serving youths, such as the Board of 
Education, social service agencies and community 
groups. 

7. New York State and New York City should work with 
community-based providers to develop group 
homes for multi-problem, homeless youth (under 
18 years of age). Residences and shelters for 
homeless older youth (18 to 21 years of age) also 
need to be developed. 

Gay/Bisexutll and Lesbian Community 
Sexually transmitted diseases among gay white 

males in New York City has decreased significantly. 
However, the decrease in the gay black and Hispanic 
communities has been much smaller. In the gay 
community, special education efforts that have been 
included as part of the community-based service 
delivery system, have been extremely successful in 
changing high-risk behavior. However, they may not 
have had the same impact on gay/bisexual men of 
color, and gay and lesbian adolescents as they have 
had on gay white men. 

For gay/bisexual men of color, there is a need to 
incorporate educational outreach into the provision of 
primary care services so that high risk behavior can 
be reduced. In New York City, many gay/bisexual men 
of color live within their own ethnic communities and 
do not have access to appropriate HIV / AIDS 
education and information. 

There have been few efforts to address the special 
needs of HIV-infected gay and lesbian adolescents, 
especially those who are alienated from their families. 
They have limited access to health care and 
psychosocial support services and no access to 
housing. Gay and lesbian adolescents who remain 
with their families often feel alienated, isolated and 
secretive. Within school settings and community 
organizations, gay/lesbian sexuality is often a taboo 

topic. This often lowers self-esteem and contributes 
to high risk behavior. 

Some lesbians currently use or have a prior history 
of drug and alcohol abuse and some are bisexual. 
Both factors put lesbians at risk for AIDS. HIV / AIDS 
educational efforts for lesbians are almost non­
existent except in gay-identified community-based 
service organizations. There are also lesbians of color 
who remain invisible in their ethnic communities and 
who are unaware of their risk for AIDS. 

An additional health-related issue for the gay and 
lesbian community, besides AIDS, is alcoholism and . 
chemical dependency. It is well known that these are 
co-factors for transmitting HIV and speed up the 
progression of HIV disease. Few, if any alcoholism and 
drug treatment programs address the special needs 

Coutrainta 
a. Some service providers are not sufficiently sensitive 

to gay issues and do not understand the special 
needs of their gay and lesbian clients. 

b.Some men who have sex with men do not think of 
themselves as gay and therefore do not believe they 
are at risk for HIV infection. 

c. Some memben of the gay and lesbian community 
are economically impoverished which adds to the 
problem of accessibility to all types of services. 

Recommendationa 
1. Health care and social service programs should be · 

developed for the gay/bisexual and lesbian 
community and should include special AIDS 
education programs for hard-to-reach gays/ 
bisexuals and lesbians, particularly those of color. 

2. Service providers should be educated about the 
special needs of the gay/bisexual and lesbian 
community. 

3. Service providers should be sensitive to and accept 
the varied family structures of gays, bisexuals and 
lesbians. 

4. Educational efforts in schools should be responsive 
to the needs of gay and lesbian adolescents. 

5.Alcoholism and substance abuse treatment 
programs that are sensitive to gay and lesbian issues 
should be developed. 

6.Access to health care and psychosocial services for 
gay and lesbian adolescents should be greatly 
improved. 

7. Residences should be developed to meet the special 
needs of homeless gay and lesbian youth. 

Minorities 
In New York City the AIDS epidemic has hit the 

minority populations particularly hard. Approxi­
mately 24 percent of the city's population is black, but 



~2 percent of reported AIDS cases have been among 
blacks; 19 percent of the City's population is Hispanic 
but 26 percent of reported AIDS cases have been 
among Hispanics. In addition.90 percent of children 
and 85 percent of the women with AIDS in the City 
are either black or Hispanic. 

New York City AIDS surveillance data and sero­
logical studies in STD clinics suggest that AIDS and 
HIV infection among racial and ethnic minorities is 
still rising. whereas among the white population the, 
infection rate has stabilized, particularly among white, 
gay men. In the future. HIV illness is going to be 
increasingly linked to substance abuse which is most 
relevant among poor and minority populations. 
These are the same disadvantaged groups that 
historically have had little or no access. both finan­
cially and geographically. to health education and 
primary care services. Thus. they lack the necessary 
services and resources to slow the spread of the dis­
ease. This indicates an urgent need to establish effec­
tive prevention programs coupled with accessible 
primary care services in poor and minority 
communities. 

Cooatraints 
a Many minorities live in communities that are 

designated Health Manpower Shortage Areas and 
therefore have poor access to health care service. 

b.Many health and social services programs have not 
reached large segments of poor and minority 
populations they are supposed to serve. 

c. Because of poverty. many minorities at high risk of 
HIV infection cannot afford to pay for. or have 
difficulty accessing. health education and primary 
care services even when they are available. 

d.In proportion to their numbers in the population. a 
disproportionately low number of minorities are 
trained in the health care professions. 

e. The curricula of health care training programs do 
not sufficiently address the cultural and ethnic 
differences that affect medical and health 
perceptions and practices. 

Recommendation. 
l.High quality health education programs and 

primary care services should be established in 
neighborhoods that are Health Manpower Shortage 
Areas and that have a high incidence of HIV 
infection. 

2. In those communities that have a high incidence of 
HIV infection. the public and private sectors should 
support out-reach programs to engage those who 
are at high risk in health education careers in 
health care fields by offering assistance to 
financially disadvantaged students. 
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~. Whenever possible. staff for these programs and 
services should have ties to the communities they 
serve. 

4. The State and Federal governments should 
aggressively encourage minorities to choose careers in 
health care fields by offering assistance to financially 
disadvantaged students. 

5. The curricula of health care tTammg 
programs should cover cultural and ethnic differ- ­
ences in health care practicer. 

6. Health care programs and services for 
minority populations should be sensitive to cultural 
and ethnic differences. 

Persons with O&ronic Mental Disorders 
cuuJ/ar Developmental Difficulties 
Often overlooked in the HIV epidemic are those 

who have chronic mental disorders and/or are 
developmentally impaired. Many of these individuals 
reside in institutions. supervised small group homes 
or community residences. Some may live with their 
families. Some are intensely supervised while others 
receive minimal supervision. Many lead active and 
productive lives and are also sexually active. Most of 
them do not have the same access to AIDS infor­
mation as the general population. Since they often 
have impaired judgement and are vulnerable to 
abuse. they should be taught how to safeguard 
themselves from becoming HIV-infected. 

Constraints 
a. Persons with chronic mental disorders and/ or 

developmental disabilities must rely on others to 
provide them with the AIDS education and 
information they need. 

b.Staff working at group homes and residences are 
not always sufficiently aware of the sexual behavior 
and drug use of the residents to be able to identify 
those who might be at risk of becoming HIV­
infected. 

Recommendation. 
l.AlI staff and residents of residential facilities for the 

mentally ill or retarded should receive appropriate 
AIDS education. 

2. When individuals in group homes are found to be 
HIV positive. policies should be in place to ensure 
that their rights are not violated. confidentiality is 
enforced and that they are protected from 
discrimination. 

~.HIV-infected persons who have chronic mental 
disorders and/or who are developmentally disabled 
should have the same access to HIV-related 
programs and services as other HIV-infected 
persons. 
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Prisoners 
The Department of Correction (DOC) has 

experienced rapid growth in the number of inmates 
affected by the AIDS epidemic. Given the extent of 
intravenousdrug use among inmates prior to 
incarceration, the Department of Health estimates 
that 20 to 25 per-cent of the more than 110,000 
individuals admitted to DOC's custody each year are 
HIV positive. With this level of infection in the 
population, DOC projects that approximately 25,000 
HIV positive individuals will pass through its system in 
1988. In addition, a considerable proportion of the 
remaining inmate population will have engaged in 
other high risk behavior. 

The turnover in DOC's prisons is rapid. Half of the 
inmates stay less than two weeks and the average 
length of stay is 44 days. During this short period, 
DOC attempts to provide the inmates with AIDS 
services. All newly admitted inmates receive AIDS 
prevention and education information and upon 
release they are provided with AIDS kits which consist 
of drug treatment information, AIDS information 
brochures, a card with an AIDS hotline number and 
condoms. 

Health care services in DOC facilities are either 
provided by the New York City Department of Health 
or by acute care municipal hospitals. Inmates showing 
symptoms of HIV-related conditions are treated in 
prison clinics, general infirmary beds, in an AIDS 

• infirmary unit and on prison wardsin HHC facilities at 
Kings County, Bellevue, Elmhurst and Goldwater 
Hospitals. AZT treatment isalso available to inmates. 

In response to the rapidly rising number of HIV­
infected prisoners that are exhibiting symptoms of 
HIV infection, DOC and the Department of Health 
are expanding their HIV-related services in ambula­
tory, acute and long-term care. However, due to the 
rapid turnover rate, many HIV-infected inmates are 
not receiving the medical attention they need and 
there are often difficulties in transferring inmates to 
acute care facilities outside of the prisons. In addition, 
the linkages between medical services and the services 
that inmates will require in the community upon 
release are not well developed. The result is that for 
many inmates with HIV-related illnesses, the care 
provided is inadequate. 

Conmainta 
a. Due to the rapid inmate turnover rate and the rise 

in the number of HIV-infected inmates, the full 
spectrum of service needs of the HIV-infected 
inmates have not been met. 

b. The lack of suitable housing for homeless inmates 
who are terminally ill with AIDS often prevents 
inmates from being released early (compassionate 
release). 

c. The prison system is not sufficiently linked to 
community-based support and treatment programs 
thus making it difficult for many inmates to receive 
the services they need when released. 

d.Fear of and prejudice against HIV-infected 
prisoners may impact the provision of medical and 
human services. 

Rec:ommendatioD8 
1. Criminal justice and prison staff should receive 

ongoing training to sensitize them to issues related 
to HIV infection and to enable them to detect signs 
of opportunistic infections. 

2. DOC, together with the New York City Department 
of Health, should continue to expand HIV-related 
medical and social services. 

!. For those inmates with known HIV illnesses, DOC 
should provide referrals to community-based 
service agencies early enough so that the inmates 
can obtain the medical and social services they need 
immediately upon release. 

4.AIDS education programs for all staff and inmates 
should be continued and expanded. 

Substance Abusers 
Curbing substance abuse and particularly 

intravenous drug use (IVDU) must become a top 
priority for our city and nation if the spread of the 
HIV epidemic is going to be slowed and stopped. 

The New York State Division of Substance Abuse 
Services estimates that in New York City there are 
approximately 200,000 IVDU's of which 75 percent 
are men and 57-60 percent are HIV positive. 
Intravenous drug use is also the primary mode of 
transmission of HI V into the heterosexual population. 
Since April 1988, there have been morenewly 
diagnosed AIDS cases among IVDU's than there have 
been among gay/bisexuals. This trend is expected to 
continue. Further, it is known that drug use of all 
kinds leads to high risk sexual behavior that may 
spread the infection further into the heterosexual 
population. 

In the City of New York there are only about !5,OOO 
drug treatment slots for all types of substance abuse, a 
pitifully small number compared to the number 
needed. In some areas substance abusers have to wait 
months to enter a treatment program. There is also a 
severe shortage of drug detoxification beds and few 
outpatient detoxification services. 

According to the National Association of State 
Alcohol and Drug Abuse Directors, the yearly costs of 
substance abuse treatment range from S2,!00 per 
person for drug-free outpatient services to S!,OOO for 
methadone maintenance treatment. Long-term 
residential treatment programs which are designed to 
keep patients for 18 months can cost as much as 



$17,000 per year. These programs are cost-effective 
compared to the human and financial costs of 
allowing the AIDS virus to continue to spread. 

Substance abusers usually have a multitude of 
interrelated problems such as unemployment, poverty 
and lack of decent housing. A recent study conducted 
in five New York City hospitals of 174 IVDU's newly 
diagnosed with AIDS (Drucker, 1988) shows that: 
• IVDU's with AIDS have, on the average, one child 

under 18 yean of age (most under 10 years); 
• female IVDU's with AIDS usually have two or more 

children under 18 yean of age, half of whom are in 
their custody; 

• 40 percent of IVDU's at the time of their diagnosis 
with AIDS are homeless, precariously housed or 
living in shelters; and 

• 80 percent of IVDU's at the time of initial diagnosis 
with AIDS were not enrolled in any drug treatment 
program. 
This limited study points out not only the enormous 

number of services needed by substance abusers with 
AIDS but also the needs of their extended families 
who require family support and child care 
services,housing, financial assistance and possibly 
substance abuse treatment services. 

It is known that HIV infection among substance 
abusers causes a general deterioration in their overall 
health status even before the onset of AIDS, leading 
to increased incidence of tuberculosis, pneumonia, 
endocarditis and other opportunistic infections. To 
address these problems, as well as the general health 
needs of their clients, substance abuse programs 
should be integrated with or arrange easy access to 
medical and mental health services. A greater 
emphasis needs to be placed on addressing all of the 
problems of these persons, including their social and 
medical needs. Affected family members should be 
included in these services. 

Conmaints 
a. Many communities have lobbied strenuously against 

opening drug treatment programs in their 
neighborhoods. As a result, no new methadone 
maintenance treatment programs have opened in 
the City in the last 15 years. 

b.Substance abuse and alcoholism services have 
historically and administratively been separated 
from the provision of medical and mental health 
services making it more difficult to combine the 
services at one site. 

c. Reimbursement rates for substance abuse services 
do not allow for the inclusion of other services such 
as medical and mental health care. 

d.Most health care curricula and training programs 
do not adequately cover the treatment and care of 
substance abusers. 
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Recommendations 
1. The State must greatly expand drug treatment 

programs of all kinds throughou t the boroughs of 
New York City. A sufficient number of treatment 
slots should be developed to enable the immediate 
enrollment of every substance abuser who seeks 
treatment (treatment on demand), regardless of 
HIV status. 

2. Health professionals as well as public and private 
organizations should take an active role in 
educating the public on how these programs limit 
the spread of HIV infection and reduce the crime 
rate in communities. 

!. There should be a vigourous outreach program to 
encourage alllVDU's to enter treatmenL 

4. Substance abuse programs should be encouraged to 
develop linkages with medical and mental health 
programs and work with these providers. 

5. Reimbursement levels should be adjusted to enable 
substance abuse treatment programs to provide 
primary care services. 

6. The State and City governments should develop 
innovative programs to reduce the transmission of 
the AIDS virus among substance abusers. 

7. All substance abuse treatment programs should 
integrate HIV risk reduction and education into 
their treatment protocols. 

8. The State Board of Education should require that 
alcohol and substance abuse treatment be 
emphasized in the curricula of all health care 
training programs. 

9. Hospitals and other traditional health care 
providers must beome much more involved with the 
identification and treatment of substance abuse. 
They should link up with and provide support to 
local substance abuse programs as well as develop 
their own drug treatment programs. 

10.Programs should be developed to reach the large 
number of substance abusers in the prison system 
and link them directly into treatment programs 
upon release from prison. This will ensure 
continuity of treatment for substance abusers and 
early treatment of HIV disease for those who are 
HIV-infected. 

Women and Children 
The New York State Department of Health 

estimates that l.! percent of women of childbearing 
age in New York City are HIV positive and in some 
pockets of the City the prevalence is much higher. As 
of August, 1988, 12 percen t of all reported AIDS 
casesin the City have been among women, 85 percent 
of whom are black or Hispanic. 

The natural history of HIV infection in women is 
poorly understood due to the fact that women were 
infected later than men and only recently have there 
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been large numbers of women with AIDS to study. 
There is some evidence to suggest that the infection 
in women might take a somewhat different and more 
virulent course than in men. For example,women and 
particularly black female IV drug users have 
significantly shorter survival times than males. 

One of the tragedies of HIV infection among 
women is that the infection can be easily passed on to 
their unborn children. Studies conducted by the New 
York State Department of Health suggest that about 
~().40 percent of the children born to HIV-infected 
women will be truly infected. To date, New York City 
has reported M9 cases of pediatric AIDS, one third of 
all cases in the nation. It is estimated that there are 
1,000 HIV positive children under 1~ years of age in . 
the City-80 percent of whom are linked to IV drug 
use. 

According to a recent study, the majority of female 
IVDU's with newly diagnosed AIDS have two or more 
children. under the age of 18 and more than half of 
these children are in their mothers' custody (Drucker, 
1988). Those children not in their mothers' custody 
are most often in the custody of family members. The 
social, emotional and financial strains of AIDS on the 
mothers, the children and their extended families are 
enormous.To assist these mothers to maintain the 
family structure and a semblance of normal family 
life, considerable support and intervention are 
needed from the medical, mental health and social 
services systems. 

Based on findings in this study, over the next few 
years a minimum 60,OO()'70,OOO children in New York 
City will lose at least one parent to AIDS. Of these, 
maybe 10,000 will lose both parents to the disease. 
The implications of these figures are staggering. 
Systems and services must be put in place to assist and 
encourage extended family members and willing care 
givers to provide a home for the surviving children. 
One step in this direction is the Family Case 
Management Program recently developed by HRA's 
AIDS Division. This program is designed to help 
families stay together throughout the illness and after 
the loss of one or both paren ts. 

To help place children with HIV illness in foster 
homes, HRA has contracted with two community 
agencies to actively recruit foster parents for these 
children. In recognition of the extra care required, 
foster parents receive for each HIV-ill child over 
$1,100 in enriched reimbursement, socialsupport 
services, any equipment needed for the child and 
Medicaid coverage for the child. This effort by Special 
Services for Children has significantly reduced the 
number of boarder babies in hospitals. 

Conatrainta 
a. The lack of sufficien't drug treatment slots limits 

women's access to drug treatment. In addition, 
many women are reluctant to enter into drug 
treatment programs because they are afraid they 
will lose their children to foster care. 

b.Substance abuse programs do not adequately 
address women's issues such as family planning and 
pregnancy diagnosis. 

c. Efforts to slow the spread of HIV infection to 
unborn children are hampered by inadequate 
prenatal care for women. Many women do not 
discover that they are HIV-positive until childbirth. 

d.Long-term care and respite services for children 
are severely limited. 

e. There are tremendous difficulties recruiting foster 
parents, particularly for children who are HIV 
infected. 

f. There is community resistance to group homes for 
HIV-infected children. 

Recommendations 
To address the special needs of women and 

children,the work group has the following recom­
mendations: 

1.In those communities with high incidence of 
maternal and infant HIV infection, special primary 
care services should be developed where the 
infected family can be treated as a unit by a multi­
disciplinary team. 

2. Drug treatment programs should be sensitive to the . 
special needs of women and provide easy access to 
family planning, pregnancy diagnosis and pre- and 
post-natal care. State regulatory agencies should 
work out agreements to ensure adequate funding 
for these services. 

3. Particular attention should be given to the provision 
of bereavement services and the psychological 
impact of AIDS on children. Mental health services 
should be routinely offered to women and children 
affected by HIV infection. Where appropriate, the 
extended family should also receive these services. 

4. Homemaker services should be made available to 
support the family unit and not only be available to 
the sick parent or child. 

5.Long-term care and respite care services for 
children should be developed in neighborhoods 
with high need. 

6. Regulations should be changed to make it easier for 
extended family members to assume the custody of 
abandoned or orphaned children of parents with 
HIV disease. 

7. The City should continue to provide financial 
incentives to attract more foster care parents. The 
aim should be to place every' abandoned or 
orphaned HIV-infected child who cannot be placed 
with relatives in a foster home. Foster parents 
should be assured of access to a multi-disciplinary 



health care team, respite care, day care, home 
health care and homemaker services, when they are 
required. 

8. To encourage natural families to care for their HIV­
infected children and keep the natural family 
intact, parents should be provided with cash 
assistance so that they can purchase additional 
items specifically related to their care (e.g., washing 
machine, medical supplies). In addition, natural 
families should have access to the ume support 
systems as foster parents. 
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9. While waiting for foster home placement, HIV­
infected children should be cared for in family­
oriented group homes. Group homes should be 
monitored to ensure they continue to seek 
permanent placements for these children. 

IO.Residential drug treatment programs should be 
developed that allow women to be with their 
children. 

II.Transportation services should be provided for 
children with HIV disease to enable them to receive 
necessary services and treatments. 



Financial Considerations 

As of October 1988, there are about 7,~00 persons 
alive in New York City with AIDS. This number does 
not include an estimated 70,000 individuals with HIV­
related illnesses. The economic implication of the 
epidemic for the City are enormous. Most individuals 
with HIV-related illness are in age groups that have 
traditionally had low rates of health care utilization. 
Thus, most HIV-related costs are additional rather 
than reallocations of total health care costs. 

Many of the financing problems faced by persons 
with HIV disease are shared by persons with other 
chronic illnesses. Thus, it is difficult to discuss issues 
of equitable financing for persons with HIV illness 
without addressing the needs of other patient groups. 
Nevertheless, the work group limited its scope of 
inquiry to those services that will directly affect HIV­
infected individuals. 

Estimates of the lifetime cost of caring for an indi­
vidual with AIDS have varied widely from $27,500 to 
$150,000. As treatment modalities have improved and 
availability of ambulatory and home care services 
have expanded, recent cost estimates have moder­
ated. Empire Blue Cross Blue Shield estimates their 
lifetime costs to be $55,000-$65,000. This includes sur­
gery, home care, hospice care, physicians' fees, drugs 
and medical equipment In comparison, the average 
cost of caring for persons with end-stage renal disease 
hasbeen estimated at $158,000 and the cost of a heart 
transplant is approximately $8~,OOO, according to the 
Presidential Commission on the HIV Epidemic. 

What impact the introduction of drug therapies 
such as AZT, which costs about $8,000 per year for the 
drug alone, will have on total costs remains to be 
seen. There is insufficient experience to determine 
whether the cost of AZT and other drug interventions 
will be offset by a reduced need for medical services 
or whether the drugs only postponethe need for 
extensive medical care. 

The cost of HIV-related services are shared by a mix 
of private insurers, Medicaid and other state, local 
and private payors. Increasil"!gly, the financial burden 
of providing care for persons with HIV illness is 
faIling on public and voluntary hospitals, state and 
local assistance programs, andMedicaid. Medicaid is 
the largest payor, as is reflected in the payor mix for 
HIV-related inpatient admissions in New York State 
from 198! tol987: 

Medicaid 
Blue Cross 
Self-Pay 
Commercial 
Medicare 
NoCbarge 
Other 

47.1% 
26.5% 

9.1% 
7.1% 
2.5% 
1.7% 
6.0% 

The reimbursement rates provided by both private 
and public third-party payors are based on the 
expected cost of providing a service. The State has 
recognized the unusually high cost of caring for 
people with HIV illness by increasing reimbursement 
rates for HIV-related care and by adjusting nursing 
home capital financing. However, the recent down­
weighting, by 27 percent, of the severity index weights 
(SIWs) for HIV-related DRC's is a discouragement for 
those hospitals that are not designated AIDS Centers. 

When an individual has no health insurance or has 
inadequate coverage, the amount that has not been 
reimbursed by third party insurers must be paid out 
of the individual's pocket or by the health care 
provider. To address this problem, the New York State 
Department of Health has established a bad debt and 
charity pool to cover uncompensated care in 
hospitals. However, the pool has not expanded in line 
with the increasing number of underinsured and 
uninsured, including HIV-infected persons. 
Consequently, the result is mounting losses in the 
acute care sector. 

New York State is unusual in that it has a generous 
Medicaid program which provides a wide range of 
services including ambulatory and acute care, nursing 
home care and home care. In addition, Blue Cross 
and commercial insurers cover most acute care . . 
Open enrollment for Blue Cross hospital and basic 
medical insurance has maintainedaccess to insurance 
for those with financial resources to purchase policies. 
However, as discussed below there are many 
constraints to be overcome before all persons with 
HIV illness receive insurance coverage for the full 
range of services that they need. 

Constraint. 
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a. The range of services needed by HIV-infected 
individuals is not fully covered by private health 
insurers. Coverage for the am bulatory services 
needed in the early stages of illness (e.g., 
monitoring of physical status, drug treatment and 
psychosocial services) as well as well as the 
supportive services needed in the later stages (e.g., 
home care, respite and day care) is particularly 
limited. 

b.Most Blue Cross and commercial insurance 
policieslimit the amount of covered services (e.g., a 
maximum of 200 home care visits or ~O inpatient 
psychiatric days). Also, only minimal sub-acute and 
long-term care services are included in these 
policies. 

c. Uninsured individuals whose income or assets 
exceed financial limits must pauperize themselves 



before they become eligible for Medicaid benefits. 
d.Medicare, which provides comprehensive hospital 

services and moderately broad ambulatory services, 
plays a very small role in the financing of HIV­
related care. While Medicare is not a means-tested 
program, its 24-month waiting period for benefits is 
a significant barrier for most individuals. 

e. Individuals who receive heal th coverage through 
their jobs may lose their insurance once they 
become too ill to work. Despite workers' eligibility 
for an 18-month extension of insurance upon 
losing their job (COBRA), many cannot afford to 
pay the premiums. Individuals with CDC-defined 
AIDS who are able to pay the premiums still face a 
six-month gap between the end of their insurance 
coverage and becoming eligible for Medicare. 

f. There is insufficient data on the potential cost­
savings that can be gained from providing patients 
with alternatives to acute care hospital care. 

g. There are few operating or capital funding-streams 
for supportive housing for persons with HIV illness. 

Recommendatioll.l 
1. Considerable additional financial resources will be 

needed to expand the health and social services 
systems to cover the full spectrum of care for HIV 
illness. The Federal government should take a 
leading role in developing a comprehensive plan 
forfinancing these services. 

2. The Federal government should provide targeted 
assistance in the form of block grants to those areas 
hardest hit by the HIV epidemic. 

3. Federal funds should be made available to pay 
thehealth insurance premiums for those HIV­
infected persons who are unable to continue to 
work and who cannot afford to pay the health 
insurance premiums under COBRA. 

4. The Social Security Administration should increase 
SSI payments to more accurately reflect living 
expenses. 

5. The Federal Government should reduce the 24-
month waiting period for Medicare eligibility. 

6. The Health Care Finance Administration (HCFA) 
should incre~ the Federal Medicaid matching rate 
for states that provide higher reimbursement rates 
to promote such services as long-term care, 
comprehensive home care, outpatient services and 
case management for those with HIV illness. HCFA 
should fund studies that evaluate the cost­
effectiveness of these services. 

7. The New York State Department of Health should 
increase the size of its bad debt and charity pool to 
cover the mounting losses of uncompensated care. 

S. The Department of Housing and Urban Develop­
ment, New York State and City agencies and private 
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organizations should work together to develop 
financial incentives for supportive housing 
programs for HIV-infected persOi:~ . 

9.Innovative methods of combining public and 
private funds for insurance should be developed. 
One model the work group considered has the 
following elements: 

Create a reinsurance pool that would be financed 
by a combination of funds from insurance 
companies and public sources. When an individual 
is diagnosed as being HIV positive, his or her 
insurance carrier would deposit into the pool a 
payment equal to the expected lifetime cost that 
would have been paid by the policy for a person 
with AIDS. Private insurance companies would need 
to obtain the approval of experience-rated and self­
insured accounts before making such a contribu­
tion to an AIDS funding-pool on behalf of an 
eligible employee. In order to make the contribu­
tion, the confidentiality of the employee would have 
to be protected. 

After the one-time payment is made, the person 
would be covered by the new public/private policy. 
Any costs above the prepaid amount would be 
covered by public funds. Patients lacking insurance 
coverage would be eligible for the public/private 
plan, but no private payment would be made. 
Persons who are eligible for Medicaid would 
continue to be covered by Medicaid. 

Such an approach would provide stability for the 
insurance industry while ensuring that the private 
sector shares an appropriate proportion of the cost 
of the epidemic. It would also provide compre­
hensive coverage soon after diagnosis for indi­
viduals who have no insurance or inadequate 
insurance. 

10. Another possible method of public/private 
funding would be to extend private coverage for 
individuals who have lost their jobs to the point at 
which they would become eligible for Medicare. 

11. Private health insurers should encourage the use 
of cost effective alternatives to hospital care. They 
can do this by expanding the amount of alternative 
care services they reimburse and by providing 
enough reimbursement to encourage providers to 
establish these services. . 
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In grappling with a new disease. especially one that 
quickly assumes epidemic proportions. terminology 
and defmitions become vital for clinical management 
of patients. data gathering and research. and 
decisions about coverage and reimbursement. In 1982 
CDC developed a defmition of AIDS for surveillance 
purposes that relied on the presence of opportunistic 
infections and malignancies; in August 1987 the 
definition was revised to incorporate two other 
syndromes indicative of AIDS: dementia and wasting 
syndrome. Yet fairly early in the epidemic. it became 
apparent that many infected 

individuals who suffered from clinical symptoms 
and laboratory abnormalities signalling the presence 
of HIV infection did not meet the CDC criteria for the 
disease. For example. persistent generalized lympha­
denopathy (PGL) was thought to be associated with 
an increased risk of developing AIDS. especially when 
combined with oral candidiasis and certain laboratory 
abnormalities. Even so. these patients did not fit what 
had become the standard definition of the disease 
although some of them seemed to develop AIDS at a 
rapid pace. They were described as having AIDS­
related complex (ARC), and the ARC clinical 
syndrome was eventually incorporated in a CDC 
definition (although it was never used as a basis for 
case reporting). Clinicians noted, however, that even 
this definition failed to include some patients who 
appeared to be at high risk for progressing to AlDS_ 
\A third, more broadly defmed syndrome was termed 
the AIDS-related condition. 

Today, with a better understanding of the natural 
history of HIV infection and with more precise 
laboratory assessments of disease progression. the 
committee believes that the term ARC is no longer 
useful, either from a clinical or a public health 
perspective, and the HIV infection itself should be 

considered a disease. It is more accurate to describe, 
HIV infection as a continuum of condition, ranging 
from the acute, transient. mononucleosis-like 
syndrome associated with seroconversion, to 
asymptomatic HIV infection. to symptomatic HIV 
infection. and finally, to AIDS, a spectrum that 
encompasses a great variety of clinical sympto­
matology. The terms ARC and PGL do not have the 
precise prognostic implications they were once 
thought to have. For instance. it is now known that 
the presence of persistent. generalized lymphaden­
opathy in and of itself does not imply a worse 
prognosis than HIV seropositivity. For clinical 
(treatment or research) purposes, a patient can be 
more accurately described by a combination of a 
description of symptoms and laboratory evidence of 
immune dysfunction rather than by terms such as 
ARC or PGL 

Experience with cohorts of infected individuals 
indicates that a majority of HIV-infected individuals 
shows some evidence of progressive immuno­
deficiency and is likely to develop AIDS in the 
absence of effective therapy. AIDS, a dramatic and 
devastating syndrome, caught the attention of 
physicians and public health officials earlier than the 
milder manifestation of HIV infection, but it is now 
clear that AIDS is end-stage of HIV infection. Like 
many other progressive disease processes, both 
infectious and noninfectious, HIV has an asympt~ 
matic period that varies in length. 
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Viewing HIV infection as a disease is important 
because it may eventually be amenable to treatment. 
The drug zidovudine (i.e .• AZT) has been shown to 
prolong the life of AIDS patients; it and other drugs 
are currently being tested to determine whether they 
also halt or slow disease progression in infected 
asymptomatic individuals. If an effective therapy is 



found, HIV infection will need to be treated early, 
just as diseases such as gonorrhea are often 
diagnosed and treated in asymptomatic infected 
patients. Even though no treatment is available, 
diagnosing HIV infection is still important now so 
that opportunistic infections and malignancies can 
be recognized as early as possible. Many treatments 
for these complications are more effective and less 
toxic when initiated early. 

Considering HIV infection a disease is important 
to other aspects of the AIDS crisis. From a public 
health perspective, the population of most interest is 
the group infected with the virus because these 
persons are capable of infecting others. In addition. 
medical care coverage should be based on symptoms 
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coverage should be based on symptoms associated 
with HIV infection rather than on arbitrary 
definition ot when "disease" begins. A terminology 
that reflects the progression of the disease from the 
initial, acute stage of infection to asymptomatic HIV 
infection and finally to symptomatic HIV infection 
and AIDS would be useful for clinical treatment and 
for society's management of the disease. CDC has 
developed a classification system ... that might form the 
basis for such a terminology. 

Source: Institute of Medicine: National Academy of 
Sciences, Confronting AIDS, Update 1988, Nationa I 
Academy Press, Washington, D.C. 1988, pp 36-38. 
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Executive Summary 
----~------------------------------------------------

T HE Needs Assessment Work Group of the 
New York City AIDS Task Force was estab­
lished to determine the resources needed to 
care for HIV-infected individuals in New 

York City through the year 199~. Our ~O appointed 
members, and at least that many more individuals 
who contributed to the work as consultants and sub­
group memben, represented a broad array of public 
and private health and human service providers, 
insurers, clinicians and advocacy organizations. 

The needs assessment that follows is built on the 
foundation laid by the preceding Work Groups of the 
Task Force, which have issued reports on Data, 
Models of Care, Health Care Personnel and 
Prevention and Education. This work is in turn being 
used by the Cost Assessment Work Group to estimate 
the cost of providing these services. 

We organized the Work Group into four Subgroups 
to project future resource needs. The Resource 
Inventory Subgroup compiled information on 
current resources and their utilization as a base for 
estimating future needs. To inform the Work Group's 
projections, the Population Subgroup evaluated the 
differential effects of HIV-infection on current service 
utilization among different parts of the City's 
population, and evaluated future population trends. 
The Scenarios Subgroup investigated possible 
changes in behavior, treatment interventions, and 
service delivery that could significantly alter the 
course of the epidemic or the currently observed 
patterns of service utilization. The Needs Model 
Subgroup reviewed existing data sources and service 
projection models, developed the methodologies to 
estimate resource need, and conducted the analytic 
work of forecasting future service requirements. The 
Work Group as a whole evaluated the products of 
each Subgroup as they were developed and directed 
their integration into the projections presented in 
this reporL 

The Work Group sought to establish an integrated 
approach that linked the need for acute care and 
long term care beds, housing, home care and other 
related long term care services, in keeping with the 
principles set forth by the Models of Care report 
adopted by the Task Force. Ambulatory care could 
not be estimated as part of this integrated model both 
because of the way ambulatory services are provided 
and because of the scarcity of data on ambulatory 
care utilization. This resulted in a decision to make an 
estimate of need only for physician visits using 
estimates of the total number of HIV-infected 
individuals as the population base. 
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The Work Group undertook first to establish a 
"base case" forecast for each service category; that is, 
resource projections that assume increasing 
prevalence ofHIV-iIIness and consequently, increasing 
need, but no significant change in current patterns of 
service use, organization, and fmancing of care. The · 
Work Group then used the findings of the Population 
and Scenarios Subgroups to adjust the base case 
projections or to indicate the likely direction of 
change. 

Because of the limitations of both the existing data, 
and the time available to complete its work, the Work 
Group could not fully realize all of its objectives and 
we had to concentrate on a limited array of high­
impact services, and base the needs projections more 
on "expressed demand" than on a more pure 
measure of "need." However, we were able to develop 
detailed resource projections for five critical resources 
-acute care beds, long term care beds, housing, 
home care services and physician visits-that we are 
confident are the most accurate and comprehensive 
produced to date and indicate the tremendous 
magnitude of need for all types of services. However, 
there is much work that remains to be done: with the 
exception of the acute care bed projections, which 
include pediatric bed need, projections have not been 
done for pediatric resource and service needs. In 
addition, much more work remains to be done on 
projecting the needs for mental health, substance 
abuse and testing and counseling services, among 
others. 

For acute CaTt, the Work Group projects that the 
base case need for beds will increase from 2,420 in 
late 1989 to 4,990 beds by late 199~. (The most recent 
Greater New York Hospital Association survey 
counted an average daily census of 1,740 during the 
fint week of January 1989.) These projections include 
beds needed to care for all persons hospitalized for 
HIV-related illnesses, not just those hospitalized with 
CDCdefined AIDS. These are the highest estimates of 
bed need produced to date by a group comprised of 
public and private sector experts, and reflect in large 
part the Work Group's conclusions about past 
undercounting of hospitalizations occasioned by HIV­
illness. Even when these estimates are adjusted to 
reflect future availability of the long term care, 
housing and home care resources called for in this 
report, a total of approximately 4,020 beds will still be 
needed in 199~. 

For housing and long ltTm CaTt, the Work Group 
projects that in 1989, 4,450 HIV-iIl individuals will 
require these resources. This will increase to 9,180 
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individuals by late 1993. Using estimates for length of 
stay the Work Group concludes that by late 1989, 
there will be a need for 1,280 housing units, 290 beds 
in health related facilities (HRFs) and 310 beds in 
skilled nursing facilities (SNFs). By late 1993, the 
needed units will increase to 2,640, 590 and 630 
respectively. 

For I&tnM care, the Work Group estimated the days of 
enrollment in a home care program needed by HIV-i1l 
individuals at intermediate and high levels of service 
need. Using these estimates, we have projected the 
number of periodic nurse visits, the number of 
continuous hours of LPN and RN service and the 
number of hours of paraprofessional service. We 
project that in 1989 the average daily enrollment in 
home care programs to meet the need for services 
will be approximately 1,700 individuals. By 1993, this 
will increase to 3,400. 

For phJsician visits on an ambulatory basis, which 
include visits to outpatient clinics and physician 
private offices, we estimate the need for 934,480 visits 
in late 1989. This base case estimate includes not only 
HIV-ill persons, but the asymptomatic HIV-infected as 
well. This need will increase to over 1,000,000 visits by 
late 1993. 

Table I which fo]]ows summarizes the system-wide 
requirements for resources from 1989-1993. In 1989 
and 1990, the number of acute care beds shown is the 
base case estimate, while the bed need shown from 

~ 1991 through 1993 has been adjusted based on an 
assumption that the required housing, long term care 
and home care services wi]] be available. 

We believe that these base case estimates are sound, 

and that if anything may be too low. Critical social and 
demographic trends including poverty, homelessness 
and substance abuse are converging, and have the 
greatest effect on those groups also at greatest risk for 
HIV-infection. This will only serve to increase the 
pressure on resources. Desirable changes in service 
delivery and medical practice, including prophylaxis, 
treatment, prevention and education will also 
increase resource demands, particularly for 
ambulatory care and social services. 

The Work Group recognizes that existing resources 
fall far short of even the base case projections of 
need. In fact, these extraordinary levels of need occur 
in the face of dramatic overcrowding of existing 
health care facilities and a critical shortage of service 
personnel. All of this is taking place in an 
environment of deteriorating financial conditions, 
that has led to cutbacks in some services when 
expansion is most needed. All of these problems must 
be addressed if projected needs are to be meL 

Finally, the Work Group urges immediate and 
continuing attention to three issues: (l) the 
development, consistent definition atld dissemination 
of data on HIV-related service needs and utilization; 
(2) the continued assessment of service requirements 
not only in the areas we addressed but for many 
others, particularly social services, non-physician 
ambulatory care, substance abuse, mental health, and 
services for special target populations (e.g., women, 
adolescents, children, the developmenta]]y disabled 
and the chronically mentally ill); and (3) the 
evaluation of the extent to which certain settings of 
care might be substituted for others. 



R~port of the Needs Assessment Work Group 

The Context of Need 
The AIDS epidemic in New York City will continue 

to demand an increasingly broad number and range 
of services over the next five years and, in all 
likelihood, for the balance of this century. The Data 
Work Group's report and subsequent updates of 

. incidence and prevalence by the New York City 
Department of Health establish the basic dimensions 
from which service needs have been estimated. 

It is projected that at least 25,750 cases of Centers 
for Disease Control (CDCdefined) AIDS will have 
been diagnosed and over 18,450 deaths will have been 
reported in New York City by the end of 1989. By 
199~, this will grow to at least 64,000 reported cases 
and 50,000 deaths. 

By the end of 1989, 7,:SOO people will be living with 
CDCdefined AIDS. Approximately 13,700 people will 
be living with AIDS by the end of 1993. 

The number of symptomatic HlV-infected people 
has been estimated by the Data Work Group of the 
New York City AIDS Task Force to be between 30,000 
and 60,000 in each of the next five years. Moreover, as 
the epidemic progresses, the number of 
symptomatically ill HlV-infected persons without 
CDC-defined AIDS is expected to increase in 
proportion to the number of AIDS cases. 

The New York City Department of Health estimates 
that the number of HIV-infected persons in New York 
City increases annually at an average rate of about 
2%. 

Projections of CDCdefined AIDS cases based on 
statistical models have proven to be remarkably 
accurate in the near term (2-3 years); however, it is 
acknowledged that there is underreporting of AIDS 
cases, and undercounting of AIDS especially among 
intravenous drug users with HIV-related illnesses that 
do not meet the CDC definition for AIDS. Therefore, 
AIDS case projections are more likely to be too low 
than too high. . 

As suggested by the above, estimates of future need 
may be too low becau~e of the limitations of the 
prevalence projections. 

Figure 1 illustrates the relationship of three stages 
of HIV-infection used in this report. It is important to 
note that the adjusted prevalence estimates, which are 
developed to reflect the population of individuals 
who are seriously ill due to their HIV infection, will 
not always be calculated using the same adjustment 
factor. For example, in the acute bed model that was 
developed by the Needs Assessment Work Group, 
prevalence estimates were used that had been 
adjusted by 40% to reflect the citywilU distribution of 

71 

individuals with CDCdefined AIDS and HIV illness in 
New York City acute care hospitals. However, the ratio 
of CDCdefined AIDS to serious HIV illness will likely 
vary from one hospital setting to another and would 
require a different adjustment factor for use with 
prevalence 

Better data are needed with respect to all aspect'; of 
HIV-disease in order to develop better projection 
methods. The determination of the level of need for 
future health and social services for HIV-infected 
persons must be evaluated in the context of changing 
demographic and social circumstances in the City as a 
whole. While the rate of new infection is decreasing 
among men who have sex with men, and this group is 
decreasing as a proportion of total new cases, the gay 
community has been and will continue to be ravaged 
by the epidemic. Furthermore, the City'S population 
is growing, and that growth is concentrated among 
Blacks and Hispanics, who are already dispropor­
tionately affected by the AIDS epidemic. Finally, the 
demand for and configuration of services will be 
affected by the extent to which poverty, drug abuse 
and homelessness continue to grow. 

OuTent Resoun:es and Utilization 
As a foundation for its efforts, the Needs 

Assessment Work Group began by assembling the 
available data on existing resources and the patterns 
of utilization related to HIV-infection. The complete 
services inventory-which presents a picture of the 
range of existing clinical, social, mental health, and 
counseling and testing services--is outlined in detail 
in Appendix 2. 

Although the acute care hospital setting and some 
private physician offices have to date been the 
principal locus of treatment for HIV-related illness in 
New York City, it is evident that a wide range of health 
and social services are also being provided in many 
other settings and under a variety of auspices 
throughout the City. It has proved difficult to describe 
and quantify these services, but what we know about 
the services that currently exist, and how they are 
used, is an important co!"ponent of a plan to meet 
future need. 

The resource inventory is a compilation of the 
services provided to individuals with HIV-infection 
and HIV-illness,but it is by no means a complete 
picture. Hospital utilization data may undercount 
actual use, long term care data are incomplete, and 
ambulatory care utilization data are very limited. In 
addition, there are tremendous gaps in available 
information on a significant range and scope of 
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services provided by private physicians and voluntary 
and community-based organizations. 

The following summarizes the major services 
currently provided to persons with HIV-infection or 
illness in New York City for which projections of need 
were developed by this Work Group. 

AcuteCare 
In 1987, according to the most recent New York 

Statewide Planning and Resource Cooperative System 
(SPARCS) data, there were 17,289 discharges for HIV­
related illnesses in New York City. These discharges 
accounted for ~4~,951 patient days. The average 
length of stay was 19.9 days. 

The Greater New York Hospital Association . 
(GNYHA), in conjunction with the New York City 
Health and Hospitals Corporation (HHC) and the 
Veterans Administration Medical Centers (VAMC) of 
New York City, conducts a survey of the average daily 
census of AIDS and suspected AIDS patients on a 
quarterly basis. The most recent survey was completed 
during the week of January 8, 1989. The average daily 
census measured during that survey period was 1,740. 
Sixty-two percent of the census was in voluntary 
hospitals, ~4% in HHC hospitals, and 4% in VAMC 
facilities. Comparison of these figures with results of 
earlier surveys indicate that there has been an overall 
increase of almost 56% in the number of persons 
hospitalized for AIDS and suspected AIDS since the 
initial survey of March 1987. 

Institutional Long Term Care 
Until very recently, Coler Memorial Hospital and 

Goldwater Memorial Hospital, both HHC facilities on 
Roosevelt Island, have been the only long term care 
facilities in New York City providing services to 
persons with AIDS. Coler and Goldwater together 
currently provide 84 beds for the care of AIDS 
patients. In addition, the Terence Cardinal Cooke 
Center has recently opened 44 SNF beds for persons 
with AIDS, bringing the citywide total to 128 
designated AIDS long term care beds. 

HOllamg 
The New York City Human Resources Admini­

stration (HRA) has developed or provides support for 
a number of programs to keep persons with AIDS 
from losing their apartments and to provide housing 
to those who are homeless. Chief among these 
programs are Rent Support (which as of September 
1988 was being provided to 1,178 people), Bailey 
House (a 44 bed residence for homeless persons with 
AIDS), "scattersite" apartments (16 were available as 
of September 1988) and units in SROs and YMCAs 
(approximately ~15 as of September 1988) 

Home Health Care 
Home health care services for AIDS patients have 

been provided by several agencies with the greatest 
volume provided by the Visiting Nurse Service (VNS) 
of New York City. In calendar year 1987, VNS 
provided direct services to 28~ non-Medicaid cases 
and from January }988 to September 1988 they have 
provided care to 264 non- Medicaid cases. Through 
HRA's AIDS Home Care Program, the VNS, from 
December 1985 through October 1988, provided 
services to 1,84~ Medicaid cases. The VNS current 
case load as of October 1988 was ~77 Medicaid cases. 

Ambulatory Care 
Data on the types and volume of ambulatory care 

services and utilization are very limited. Other than 
data on physician visits from Empire Blue Cross and 
Blue Shield (EBCBS), there is no other organized, 
comprehensive data source for ambulatory care that 
measures how much and what kind of ambulatory 
care is provided, by whom and in what ambulatory 
setting. To supplement the data from EBCBS, efforts 
were made to identify patterns of ~mbulatory care 
utilization based upon interviews with clinicians. 

Models for Projecting Future Resource Needs 
At the outset, the Needs Assessment Work Group 

adopted several objectives for its resource projections: 

• To develop integrated, dynamic models to project 
resource needs, i.e., to develop approaches that 
reflect "real world" patterns of utilization and the 
interaction, and potential substitutability, among 
different types and forms of care; 

• To use the principles established in the Task Force's 
"Models of Care" report to determine what services 
should be provided to meet particular kinds of 
need; 

• To address the needs of all HIV-infected persons, 
not just those with CDCdefined AIDS; 

• To project need for a full range of health and social 
services; 

• To determine "incremental need," that is, projected 
need less existing capacity; and 

• To identify, and if possible quantify, the impact of 
possible changes in the course of the epidemic, in 
risk behavior, and in service interventions on the 
base case projections. 

• The data, time and resources available to the Work 
Group did not permit us to realize these objectives 
fully. We did, however, use them as a guide as much 
as possible, noting when we fell short, and we 
believe the resulting models and projections 
represent a significan t advance over previous 



attempts at resource needs projection. Specifically, 
the Work Group did: 

• Develop a model that uses the projected discharges 
from acute care hospitals to develop projections for 
housing, long term care and home care resources; 
and develop a model for estimating ambulatory 
physician visits for all HIV-infected individuals. 

• Apply the Models of Care principles and address 
the broadest spectrum of HIV-infected or HIV-ill 
populations permitted by the data available; 

• Project detailed year-by-year needs for five high­
impact services: acute care, housing, long term 
care, home care and physician services; 

• Develop a base case that assumed increasing 
prevalence of HIV-illness and consequently 
increasing need, but no significant change in 
patterns of service use, organization and financing 
of care; 

• Adjust the base case projections for acute care beds 
to reflect the effect of the availability of needed 
housing and long term care, and identify other 
factors that could change the "base case." 

For the reasons cited earlier, the Work Group 
report does not specify estimates of "incremental" 
need and does not include detailed projections for a 
number of very important services, such as substance 
abuse treatment. HIV testing and counseling, mental 
health, foster care and social services, and ambulatory 
care services other than physician visits. These areas 
remain in need of attention. The Work Group's 
methodologies and projections are summarized in the 
following sections of this report. (Details of the 
methods are contained in Appendix 4.) 

Acute Care 
The current lack of alternatives to hospitalization 

for the provision of services to people with AIDS is 
not consistent with the model of care that is 
recommended for providing care to chronically ill 
individuals. However, the acute care hospital has been 
and will remain an essential element in a 
comprehensive service delivery system. Therefore, 
projection of the level of need for acute care 
resources is critical, and is a key element in the 
development of needs projections for housing, 
homecare and institutional long term care. 

In order to estimate the number of acute care beds 
that will be needed from 1989 through 1993 to treat 
HIV-ill individuals in New York City, the Needs 
Assessment Work Group decided first to calculate 
future bed need using the base case model. This 
method estimates future need based on the 
assumption that while prevalence of HIV-iIlness will 
increase, patterns of service use and the essential 

organization of the delivery system will remain the 
same. 

Developing the base case model for projecting bed 
need required positing the relationship over time 
between the number of people with AIDS and serious 
HIV-illness and the use of hospital resources. The 
Work Group assessed both statistical and 
epidemiological approaches previously used to 
establish this relationship, and selected a statistical 
approach. 

The model developed by the Work Group to 
estimate future bed need makes three fundamental 
assumptions: (1) the number of discharges for HIV­
related illness is related to the prevalence of AIDS and 
HIV-iIlness; (2) the increase in the number of 
discharges for HIV-related illnesses over time is a 
linear function of the number of persons alive with 
AIDS and HIV-illness (prevalence) over the same 
period of time; and (3) that the past. generally linear, 
relationship between discharges and prevalence will 
continue into the future. 

The model uses a linear regression method in 
which HIV-related hospital discharges during a two­
year period, 1986 through 1987, are regressed against 
estimates of the prevalence of AIDS and HIV-illness 
during the same period. The resulting regression 
equation is then used with estimates of future 
prevalence to calculate the expected number of 
discharges per year. 

In choosing the prevalence base to use for the bed 
projections, the conclusions of the Data Work Group 
were used as a guide. The Data Work Group Report 
reviewed estimates of incidence and prevalence and 
determined that the AIDS case projections developed 
by the New York City Department of Health were 
reasonable based on the accuracy of the projections 
to date. For planning purposes, it is necessary to 
account for any underestimate of prevalence that may 
result from underreporting of AIDS cases and 
undercounting of HIV-related illness. To address this 
issue, the New York City Department of Health 
prepared a set of adjusted prevalence projections, in 
which the base prevalence has been increased by 
40%, for use in service projections. This adjustment is 
based on a two-year study of persons hospitalized with 
suspected AIDS, which concluded that the prevalence 
of HIV-ilIness not embraced by the CDC case 
defmition is in the range of 30 to 40 percenL 

The model uses discharges as a measure of the use 
of hospital resources. The primary source of 
discharge data is New York Statewide Planning and 
Resource Cooperative System (SPARCS) discharge 
database. HIV-related discharges from New York City 
acute care hospitals were selected from all 1986 and 
1987 discharges recorded in SPARCS. However, it is 
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widely acknowledged that the SPARCS database 
undercounts actual discharges. and that while the 
undercount occurs for discharges in all diagnostic 
categories it is particularly problematic for HI V­
related discharges. This is attributable to the limited 
number of diagnostic fields in the discharge abstract. 
the non-specific coding of HIV-related diagnoses 
during most of 1986. and desire on the part of 
providers in some instances to maintain 
confidentiality for the patienL 

To correct for the undercount in SPARCS. 
adjustments to the SPARCS data were made 
independently and from different data sources for 
HHC and non-HHC hospitals. HHC SPARCS 
discharges were adjusted using information from an 
internal HHC discharge database. SPARCS discharge 
data for non-HHC hospitals were adjusted based on 
information contained in the quarterly AIDS survey 
conducted by the GNYHA and HHC. The final set of 
discharge data that was used to calculate the 
regression equation for estimating future acute bed 
need was. therefore, adjusted for undercounting in 
both HHC and non-HHC hospitals by 37% overall. 

The output of the regression is the expected 
number of discharges for each year from 1989 
through 199~. To determine the number of beds 
needed to accommodate this level of demand. the 
model uses a length of stay (LOS) of 19.9 days and 
assumes an average inpatient occupancy rate of 90%. 
presents the estimated number of discharges. days. 
and beds needed each year from 1989 through 199~ 
to serve the projected average daily census (ADC) of 
hospitalized HIV-ill individuals. 

As the base case. these projections assume that 
recent hospital utilization patterns will continue into 
the future. Two interrelated factors-length of stay 
and availability of post-hospital resources--are central 
to hospital utilization patterns. Therefore. these 
projections can be adjusted to accoun t for the 
potential future availability of alternative levels of 
care. particularly housing, home care and 
institutional long term care. The impact of such an 
adjustment will be described after the discussion of 
the need projections for ,these alternative care 
services. 

Housing and Long Term Care 
The model to estimate housing and long term care 

service needs uses information about hospitalized 
adults with HIV-related illness to project both the 
number of persons in need of such services and the 
nature of the services they require. Given the very 
limited information available on the housing and 
long term care service needs of the HIV-ill 
population. we had to construct a model which 

assumes that these needs are "expressed" (or 
"observed") at the time of a hospitalization. and that 
all HIV-ill adults in need of such services will. during a 
given calendar year. enter an acute hospital and have 
at least one stay of ten days or longer. While we 
recognize that this does not reflect the way in which 
service needs always occur in the real world, the 
available evidence indicates that this . assumption is 
appropriate for modeling purposes. and is an 
improvement on other means available to estimate 
housing and LTC needs. 

The information which describes the housing and 
long term care needs of hospitalized adults with HIV­
illnell is derived from the New York State (NW) AIDS 
Institute study of post-discharge needs (referred to as 
the AIMS survey). which is the most detailed 
information currently available. This survey was 
conducted in mid-1988. at the request of the NYS 
AIDS Institute and the NW Deparbnent of Health. in 
the twenty New York City hospitals with the largest 
number of HIV-related discharges. Post-discharge 
needs were described in the AIMS survey based on a 
combination of observable patient characteristics 
which included: the ability of the patient and/or the 
support person to direct care; the functional status of 
the patient; and the availability and adequacy at 
discharge of the patient's living arrangemenL Based 
on this combination of characteristics. placement 
settings were recommended. 

The model developed by the Work Group assumes 
that the results of the AIMS survey are representative 
of the housing and long term care service needs of 
adult HIV-infected individuals who have at least one 
hospitalization of 10 days or more in a calendar year 
(the group surveyed). This assumption, which is 
central to the model, makes use of the best 
information available (AIMS survey) on housing and 
long term care service needs; allows us to link the 
housing and long term care needs projections to the 
discharges projected by the acute care model; and 
builds upon the base case assumptions that service 
delivery patterns will remain unchanged and that the 
relationships between prevalence and discharges and 
between discharges and the need for housing and 
long term care services. will remain constant over the 
life of the model. 

However, it is very important to note the limitations 
of this approach. First, the application of the above 
assumption may result in service estimates that will 
likely lag behind actual need, since demand is 
expressed only at the time of hospitalization. while 
need may develop before hospitalization. Second, and 
related, it does not enable us to estimate the post­
hospital housing needs for people at the time of short 
(less than 10 days) hospitalizations. although this is 



presumably small since short stays suggest the absence 
of housing needs that would complicate discharge, 
and hence extend hospital stays. Third, it does not 
allow us to estimate housing needs for hospitalized 
children, or for the dependents of hospitalized adults. 
For these reasons, the model yields an underestimate 
of total HIV-related housing need. 

To project the number of individuals who need 
housing or long term care, the model uses discharges 
projected by the acute care bed model that are 
adjusted to make them comparable to the AIMS 
survey population. (See Figure 2.) 

Information from the AIMS survey was then used to 
develop five levels of service need based on a 
combination of (1) a patient's or the support person's 
reported ability to direct care; and (2) the level of 
support services required, as measured by the 
patient's functional status, i.e., the degree of 
assistance needed in activities of daily living (ADLs) 
and with instrumental activities of daily living 
(IADLs). (See Figure ~.) 

Following this, the Work Group identified two 
categories of setting for providing post-acute care: 
housing, which includes homes, apartments and 
congregate housing facilities; and institutional long 
term care facilities, which include Health Related 
Facilities (HRFs) and Skilled NUrsing Facilities 
(SNFs). The information on patient characteristics 
and on housing status was then used to construct a 
matrix to distribute individuals in need of post-acute 
care to settings for care. (See Figure 4.) 

Clearly, in this model housing status is a critical 
determinant of placement options. The data from the 
AIMS survey suggest that 50% of the total population 
whose post-discharge needs were assessed had a home 
to which they could return at discharge. 

Another 25% have been categorized by the Work 
Group as "prtcari01J.siy housed." They were admitted to 
the hospital from their homes but, for a variety of 
reasons-which include increasing clinical needs, 
exhaustion of the support person, rejection of the 
patient by the support person, eviction, failure to pay 
rent. or abandonment of the building-tbeir previous 
living arrangement wa~ not available at discharge 
without some form of intervention, such as rent 
support and/or other social or medical services. 
Based on the Models of Care report we have focused 
on the importance of services these people will need 
to remain in their previous living arrangements. 
Therefore our projections for housing need do not 
include this group, although they are included in the 
projection of need for home health care services 
presented later in this section. This group of 
precariously housed individuals will require other 
services as well, such as rent support and other social 

services to enable them to maintain their housing. 
While the amount of these services that is needed has 
not been estimated, we have indicated the number of 
people who could need these additional services. It is 
critical to note that failure to provide the range of 
services needed by this large population could double 
the estimated needs for housing that we have 
projected below. 

The remaining 25% of the hospitalized adult HIV-ill " 
popu~tion have been identified by the AIMS survey 
and by the Work Group as in nMd of howing. It is from 
this group alone that housing projections have been 
made. Figure 4 shows that housing projections are 
made for those who need housing and who are self­
directing. Those individuals who are both in need of 
housing and in need of an institutional long term 
care placement (non-directing category) are not 
counted in the estimates of housing need; their need 
is used in the estimates of HRF and SNF beds alone. 

To estimate the number of housing and long term 
care units needed in each of the five years of the 
forecast, an average length of stay (ALOS) in each 
category-HRF, SNF, and housing-had to be 
assigned . Each length of stay (LOS) estimate was 
derived from assumptions about the average survival 
of individuals at each level of service need, and on 
available information on LOS in existing housing and 
long term care settings. 

The average length of stay in each category was 
then adjusted to account for the fact that not all 
individuals will enter housing and long term care 
placements at the beginning of each year. The 
adjustment results in the "average days of care per 
person per year." The average days of care are then 
used with the estimate of the number of persons in 
need of housing, HRF and SNF beds each year, and 
with assumed occupancy levels to calculate the 
number of housing units and long term care beds 
needed. The calculation of housing and long term 
care beds assumes an occupancy of 100%. Table III 
contains the ALOS, average days of care per person 
per year, and the number of individuals in need of 
HRF beds, SNF beds and housing units. Table IV 
summarizes the model and the projections for 
housing units and long term care beds for each year 
of the forecast 

In making decisions about the appropriate setting 
for providing post-acute care, the Work Group used 
the principle recommended in the Models of Care 
Report: to maintain people in the most appropriate 
but least restrictive setting. For this reason, the Work 
Group's placement decisions have differed somewhat 
from those made in the AIMS survey report. where 
more individuals are placed in institutional settings. 

While the Work Group has based its projections on 



76 NEW YoRK 01Y AIDS TASK FORCE 

the recommendations contained in the Models of 
Care Report, we recognize that implementing them 
(for example, favoring housing settings in 
combination with homecare for self-directing 
individuals with intermediate and high level service 
needs) may not always be feasible. Certain individuals, 
particularly those with "high" level service needs, 
might choose to be placed in an HRF or in a SNF. For 
those self-directing individuals who need housing 
and who are identified in the AIMS survey as self­
directing by virtue of the availability of a support 
person to direct care, logistical difficulties (e.g., 
finding housing near the support person, or having to 
provide housing for both the HIV-ill individual and 
the support person) may be so great as to make 
placement in a home setting impractical. 

Within the health and social service sectors, there is 
as yet neither- a regulatory framework nor an 
adequate reimbursement mechanism to support the 
development and operation of housing options. In 
addition, even at the level of institutional long term 
care for the HIV-ill, the regulatory framework and 
reimbursement mechanisms are only now in the 
process of being developed. Consequently, while the 
demand for housing and long term care has already 
exceeded available resources, the lag in the 
development of a regulatory and reimbursement 
framework continues to limit providers' ability to 
meet needs for all types and settings of post-acute care 

Home Health Care Services 
The home health care projections are, once again, 

based on the Work Group's analysis of the AIMS 
survey data. In keeping with the recommendations 
contained in the Models of Care report, and 
consisten t with the approach described in the 
preceding section of this report, we assumed that all 
self-directing individuals will return to their home or 
be provided with housing at discharge. This 
assumption may overstate the need for housing and 
home health care. because: 1) certain self-directing 
individuals may choose to be placed in an HRF or in 
an SNF setting, and 2) in some cases, logistical 
problems associated with housing placement could 
make placement in a home setting impractical. 

All self-directing individuals who were classified as 
having intermediate or high level service needs based 
on information from the AIMS survey, are projected 
to need home health care support. 

People who have been categorized as self-directing 
and requiring a low level of service support, as a 
group are assumed to have no functional deficits as 
measured by ADL and IADL scores. Therefore, this 
group does not need in-home services for either 
personal care or chore services. (e.g., shopping, 

housekeeping or meal preparation.) However, it is 
recognized that some people in this group may 
require case management and intermittent nursing 
visits for clinical assessment to coordinate the range 
of services they will require. The housing and long 
term care model allows one to produce an estimate of 
the number of people who could require such case 
management support. Furthermore, it is assumed that 
the on-going clinical needs of this group will be met 
in an ambulatory setting. 

An intermediate level of home health support is 
defined as the need for, at a minimum, periodic nurse 
monitoring, for an average of one visit every two 
weeks, and/or assistance with activities of daily living 
(up to 60 hours of paraprofessional care per week). 

A high level of home health care support is defined 
as the need for 61 or more hours of paraprofessional 
service per week. and periodic visiting nurse visits for 
an average of one visit per week, and/or anywhere 
from two to twenty-four hours of continuous RN or 
LPN service per day. This group includes individuals 
in need of high technology home care services. 

The model developed by the Needs Assessment 
Work Group projects the number of home health 
care program enrollment days, and the number of 
nursing visits and hours of paraprofessional service 
per year. Each measure has a different use for the 
purposes of planning to meet service need for home 
care. A home health care program enrollment day is 
as a day during which an individual is enrolled in a 
home health care program. As is suggested by the 
definitions outlined above, services need not be 
provided on each home care day. The number of 
home care enrollment days assumes the enrollment 
period in a home care program at an intermediate 
level of service will approximate the estimated HRF 
LOS and that the home care period of enrollment for 
persons needing a high level of service will be 
consistent with the estimated LOS for HIV-ill 
individuals placed in an SNF. Thus, for individuals 
classified as needing an intermediate level of home 
care support, enrollment is approximately 180 days; 
for individuals classified as needing an high level of 
service enrollment is estimated to be 120 days. 
Application of the assumption that HIV-ill individuals 
in need of housing and long term care services will 
enter the "system" at a constant rate during the year 
suggests that there will be an average of 1 Sf) days of 
home care enrollment needc;d per year for each 
individual at the intermediate level and 100 days of 
enrollment needed for each person in need of high 
level service. (This is analogous to the approach 
underlying the calculations upon which Table III is 
based.) 

Table V displays the number of individuals, home 



care enrollment days and average daily enrollment of 
HIV-ill persons projected to need home care services 
from 1989 through 1993. 

Table VI illustrates the projected home care activity 
per year. It includes the number of periodic nursing 
visits, hours of continuous LPN or RN service and 
hours of paraprofessional service 

Ambulatory Care 
Ambulatory care services are an important part of 

the continuum of care for people with HIV-iIIness. At. 
more is known about the course of HIV-illness and as 
new patterns of care emerge, services delivered in 
outpatient settings are likely to play an increasingly 
significant role in caring for people with AIDS and 
HIV-illnesses. This premise, which was highlighted in 
the Models of Care Report, establishes the context for 
our ambulatory care projections. The projections of 
need for ambulatory care take into account the needs 
of all HIV-infected individuals, including those who 
are asymptomatic, those who are symptomatic, and 
those with CDCdefined AIDS. 

In order to forecast need for ambulatory care 
services for the full spectrum of the HIV-infectcd 
population, it was necessary first to estimate the 
number of HIV-infected asymptomatic and 
symptomatic individuals, and the number of those 
with CDCdefined AIDS for each of the forecast years. 
Based on data provided by the New York City 
Department of Health, it was assumed that as of the 
end of 1988 there was a cumulative total of 200,000 
HIV-infected persons in New York City. This estimate 
was adjusted to account both for expected mortality 
and for the estimated rate of new infection in each of 
the fIVe forecast years to arrive at the total number of 
HlV-inftcttd individuals in each year from 1989 to 
1993. Prevalence, as projected by the New York City 
Department of Health, was then used 

to estimate the number of CDCdefined AIDS cases 
in each year. 

The number of symptomatic individuals was 
estimated by using the projected incidence of CDC 
AIDS cases for each year from 1989 through 1995, 
and by assuming that the symptomatic phase of HIV­
illness begins three years prior to identification with 
CDC-defined AIDS. This assumption was based on 
utilization data from EBCBS that shows a discernable 
pattern of increased use of services during each of the 
three years prior to diagnosis with CDC- defined 
AIDS. Finally, the number of HIV-asymptomatic 
individuals was calculated for each year from 1989-
1995 as the difference between the total number of 
HIV-infected, and the sum of the CDC-defined AIDS 
cases and HIV-symptomatic cases. Table VII contains 
the estimated number of individuals at each stage in 

the progression of HIV-illness for the years 198~ 1993. 
The relative lack of information on ambulatory care 

utilization by HIV-infected persons at each stage of 
the illness required that we use available information 
on utilization by the symptomatically ill HIV-infected 
to establish use rates for both the symptomatically ill 
and for those who have CDC-defined AIDS. While 
levels of utilization as measured by the available data 
may undercount the actual need for ambulatory care 
services particularly in the asymptomatic and early 
symptomatic stages of HIV-infection, it is assumed that 
the correlation between expressed demand, as 
measured by utilization in visits, and need improves as 
the disease progresses and a person becomes sicker. 

Data on the utilization of physician services over 
time by patients with HIV-illness were obtained from 
Empire Blue Cross and Blue Shield (EBCBS.) These 
data were used to establish use rates for outpatient 
physician care measured in visits per person over 
time. A cohort technique was used to develop the 
data and this made it possible to establish use rates for 
the years 12nor to identification of CDCdefined AIDS 
(Le., the symptomatic phase) as well as use rates for 
the years subsequent to identification with AIDS. 
These data established an unambiguous pattern of 
more and earlier treatment of the HIV-ill for the most 
recently diagnosed cohorts, which reflects recent 
changes in medical knowledge and treatment 
practices. . 

Little is known about the actual utilization of 
physician services by asymptomatic HIV-infected 
persons, and the EBCBS data does not establish use 
rates for this group. Therefore, an estimated use rate 
was developed based on information from clinicians 
directly involved in the care of people with HIV­
illness. It was assumed that while many asymptomatic 
HIV-infected persons may not now be getting care, 
under optimal circumstances services would begin to 
be delivered almost immediately after identification 
of HIV-infection. 

A profile of use rates for physician visits was 
established using the EBCBS data and clinician 
estimates. The profile encompasses use rates for each 
stage in the spectrum of HIV-disease. It assumes 4 
visits per person per year for HIV-asymptomatic cases; 
4, 4 and 7 visits per .person per year in the 
symptomatic stage (years 3, 2 and 1 prior to AIDS 
diagnosis); 18 visits per person per year for CDC­
defmed AIDS cases in the year of identification; and 
27 visits for each year subsequent to AIDS diagnosis. 
The total number of physician visits projected in each 
year is a function of these stage-specific use rates 
applied to the numbers of people who are 
asymptomatic, symptomatic or who have CDC-defined 
AIDS. 
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It was assumed that the future pattern of utilization 
of physician services will be identical for each new 
cohort of HIV-infected persons. Therefore, these 
projections represent a conservative estimate of need. 
The Work Group acknowledges the possibility of 
underreporting of the use of physician services to 
EBCBS early in the disease. Moreover, these data may 
not adequately reflect patterns of treatment and 
intervention that have evolved in the past year, 
although use rates are based on the most recently 
measured data. In addition, they do not reflect the 
possibility that earlier identification of HIV-infection 
may result in higher levels of utilization during the 
asymptomatic and symptomatic phases than we used 
to develop our projections. 

In addition, it should be noted that this 
methodology produces a forecast only for expected 
physician visits only, and does not encompass the full 
array of services that might be rendered in the 
outpatient setting. (See Table VIII) 

Effect of Availability of Sufficient 
Alternate Care Settings 
The base case projections for each service assume 

that utilization patterns in the future will reflect those 
of the recent past. But clearly the development of new 
services and expansion of others will change those 
past utilization patterns. 

The most obvious case of interactions among 
services involves acute hospital utilization. The base 
case acute care projections assume that current 
utilization patterns will continue into the future, and 
that the organization of services will remain 
essentially unchanged. In effect, it is assumed that 
there will not be any more long term care resources 
available than currently exist. 

However, if housing, long term care, and related 
services are developed in sufficient numbers to meet 
the level of need projected in this report, people will 
be discharged sooner to more appropriate levels of 
care, and acute care length of stay will decrease. 
Consequently, the number of acute care beds needed 
will also decrease. 

An adjustment was made to the acute care model to 

estimate the impact of providing the full complement 
of needed housing and long term care resources by 
the end of 1991. Non-acute days (based on analysis of 
alternate level of care data and long stay cases) were 
removed from the base projections of acute 
utilization. This adjustment resulted in an acute 
average length of stay of 16 days, and reduced the 
number of beds needed by the end of 1991 (the 
earliest date by which the projected alternative 
institutional care resources could realistically be in 
place) from 3,660 to 2,940. The continued expansion 

of the required alternative care resources to the levels 
required in 1993 will permit the reduction of the base 
case acute projections for that year from 4,990 beds to 
4,020 beds. (See Table IX) 

To put it another way, the impact of not producin.g 
the needed housing and long term care resources IS 

roughly one thousand hospital beds. Similarly, the 
impact of not producing sufficient housing and home 
care resources may also be quantified in terms of the 
additional demand for institutional long term 
resources 

What Could Oumge Impacts 
on Resource Estimates 
In addition to the changes created by interaction of 

new and expanded services, other predictable 
changes in the composition of the City'S population, 
in the populations affected by HIV-iIIness, in the 
treatment of HIV-iIIness, in testing and counseling for 
HIV-infection, and in education and prevention 
services will all have an affect on the future delivery 
and use of health and human services. Some of these 
are more or less outside the direct control of 
policymakers, while others are directly susceptible to 
intervention. All of these possible future scenarios, 
however, appear likely to increase rather than to 
diminish our estimates of required resources. 

Poverty and Health . 
An increasing proportion of the City's population is 

poor. The economic profile of New York City in 1989 
is one in which 25% of all New Vorkers and 40% of 
New Vork's children live in poverty. The problem of 
providing appropriate health care services is 
exacerbated by poverty. In general, persons living in 
poverty are more frequently ill. Moreover, they have 
well documented difficulty in gaining access to 
primary health care services due to financial or other 
obstacles. As a result, they are compelled to rely on 
the most expensive forms of care--emergency rooms 
and inpatient hospital services. 

AIDS has already amplified these long-standing 
patterns. In order to avoid further reliance on the 
acute care system, financial and organizational 
mechanisms must be established to facilitate access to 
appropriate levels of care. 

SulNtanc:e Abu.e 
The number of substance abusers in New Vork City 

is increasing. They are a diverse group who share a 
common characteristic-addiction. The group 
includes ethnic minorities, gay and bisexual men, the 
homeless, the urban poor, youths, and both men and 
women. The dual diagnosis of substance abuse and 
HIV-infection places a special burden on the 



resources of the health and human service systems. 
The predicted growth in the substance abusing 

population that is HIV-infected is significant. Early 
diagnosis and treatment of HIV-iIlness rarely occurs in 
this population. To date. ambulatory services have 
neither been effectively provided nor provided in 
sufficient quantity to this group. nor do prevention 
and education campaigns appear to have had any 
major impact. 

& AIDS increases among substance abusers. more 
women are likely to be infected--either as a result of 
their own use of LV. drugs. or through sexual trans­
mission. In either case. higher numbers of infected 
women mean higher numbers of infected children. 
This heightens the need for more effective and crea­
tive prevention and education services and increases 
the demand for family-oriented direct care services. 

Expanding drug treatment programs and coun­
seling services may have a positive effect on reducing 
the incidence of new HIV-infection among drug users 
in the future. IVDUs have reportedly been more likely 
to reduce high- risk drug-related behaviors. such as 
injecting drugs and sharing needles. than to alter 
high-risk sexual behavior. or to use condoms. 
Therefore. the secondary sexual spread of HIV by 
IVDUs. even by those in treatment, will continue to be 
a problem. Appropriate counseling and preventive 
education. with long-term follow-up. must be greatly 
expanded to encourage positive behavioral change 
with regard to sexual behavior among IVDUs and to 
reduce future spread ofHIV-infection. 

Housing 
Poverty is often associated with substandard 

housing and homelessness. and the needs of the 
homeless are in many ways more complex than those 
of some of the other at-risk AIDS populations. Much 
like the substance-abusing populations. the homeless 
and poorly housed often develop more acute HIV­
related illness and are less easily treated on an 
ambulatory basis. 

In summary. some HIV-infected persons have pre­
existing conditions that affect their ability to direct 
their care. HIV-infection often exacerbates these 
conditions. Drug and alcohol abuse and mental 
disability are prominent pre-existing conditions in the 
epidemic to date. Very serious shortages in treatment 
capacity for drug and alcohol abuse and for mental 
illness have already complicated care for HIV-infected 
individuals with these conditions. because they need 
higher levels of service than those required by the 
HIV-illness alone. A commitment to provide the home 
care and ambulatory services called for by both the 
Models of Care and Needs Assessment reports will 
require a commitment of additional resources that 

will be needed by health care personnel to serve these 
seriously ill individuals with multiple health and social 
needs. 

InterventiolW 
As we respond to the HIV epidemic. several basic 

types of intervention-medical treatment, HIV testing 
and counseling, and preventive education-need to 
be expanded or improved, which. in turn, will affect 
the need for and use of other services. 

MecI.U:4l TmJtmmt 
Currently, most medical researchers believe that a 

substantial majority of HIV-infected penons, if not all. 
will develop symptomatic illness and ultimately be 
diagnosed as having AIDS; thus all infected indivi­
duals will have medical service needs sooner or later. 
Enhanced knowledge of the HIV-reIated disease pro­
cess and more effective interventions in the medical 
sequelae of HIV-infection are increasing patient 
longevity. For example. there is increasing awareness 
that patients can benefit from early intervention and 
it is almost certain that there will be increased use of 
AZT and aerosolized pentamidine for patients in the 
earliest stages of the disease. This will increase the 
demand for ambulatory services by a population for 
whom. until recently. there was no treatment. This 
increase in demand is not incorporated in the base 
projections. Moreover. increased longevity will likely 
translate into increased case prevalence and increased 
service needs. As patients survive longer. new medical 
manifestations of HIV-infections may appear that are 
more complicated and expensive to treat than those 
commonly seen today. and secondary HIV-related 
epidemics. of tuberculosis. for example. may also 
emerge and require additional social interventions. 
treatments and financial resources. 

HlV Testing and Counseling 
Both anonymous and confidential HIV testing will 

likely increase in New York City. The benefits of 
expanded testing will include the gathering of 
additional epidemiological data. which will better 
facilitate both caseload and service needs projections. 
as well as provide increased opportunities for early 
intervention. counseling and preventive education. 
Expanded testing will also increase the need for coun­
seling programs. primary care. personnel and support 
groups for the infected: New and more sensitive 
testing procedures will likely result in earlier diagnosis 
of HIV-infection and increase the need for earlier 
in terven tions. 

While expanding appropriate counseling will likely 
be beneficial in curtailing high-risk behaviors and 
reducing the rate of new HIV-infection. earlier 
counseling and identification will also increase the 
need for services. 
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PmJention and Education 
Prevention and education programs developed and 

implemented by the gay community have succeeded 
in reducing the spread of HIV-infection among gay 
white men. However, the need for effective programs 
in other high risk groups is paramount. Unless 
innovative and effective education and prevention 
programs are developed for minorities, adolescents 
and substance abusers and their sexual partners, the 
HIV epidemic will continue unabated with a sustained 
demand for HIV-related services into the next 
century. Similarly, HIV-related discrimination will 
continue to mount unless the public and the entire 
medical establishment recognize both the need for 
preventive education designed to reduce discrimi­
nation and the impact that uninformed social 
opinion places upon the HIV- infected individual. 

It is clear that what could change in the HIV 
epidemic is e"UtTything. And nearly all foreseeable 
changes suggest that the demand for all types of 
service will increase, not decline, beyond the levels 
projected in this report. This underscores the need 
for more creative organization, and for the 
commitment of more financial resources to meet 
these pressing needs 

Future Planning Agenda 
As noted previously, limitations in time, resources 

and data prevented the Work Group from 
accomplishing all of its original objectives. It is 
essential that planning continue along the lines 
initiated here. In particular, it is imperative that work 
continue on refining the projection methodologies so 
that they are dynamic, integrated and comprehensive. 
Projections are particularly important for social 
services, pediatrics, testing and counseling, substance 
abuse and mental health. For this to occur, data 
collection and standardized reporting must be vastly 
improved and information disseminated to the 
broadest possible audience. 

Finally, both City and State and voluntary providers, 
individual clinicians, advocates and consumers must 
work together closely and openly in an atmosphere of 
mutual trust not only to assess and predict needs, but 
most importantly, to devise and implement the 
strategies that will produce the needed services. 

A recent report (February 1989) by an expert panel 
on AIDS case projection methodologies confirms the 
results of this study, and states that the proportion of 
hospitalized individuals not meeting the CDC AIDS 
case definition has remained constant, despite the 
expansion of that definition. The panel recommends 
that a correction factor of ~% to 40% be used in case 
projections used for planning for services. 
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NEW Yom, CITY AIDS Ti\S~\ FCPC:f. 

Relationship of the 'Stages' of HIV-Infection* 
and Other Terminology As Used in the Report of the 

Needs Assessment Workgroup 

HI V -I nfected 

HIV-Infected HIV-Infected HIV-Infected 
-------------+�~:------------~I:------------~ 

Figure 1 

Asymptomatic Symptomatic CDC-Defined AIDS 

: Seriously HI V-DI 
--------~------_,; 

(AdjuSted Prevalence) , 

'+-' ----------- Hi V -]1 ---------~ 

AI DS Case 
•• 

Projections 

These stages are not CDC stages of HIV-infection 
and illness. They represent the relationship of the 
three stages of HIV-infection as used in the report 
of the Needs Assessment Workgroup. 

"HIV-related conditions fall on a continuum of 
progressively more serious disease. With a long 
latency period, HIV-related disease develops as a 
low level, chronic infection that...progressively 
expresses itself over a period of years. In the 
later stages of HIV-infection, the individual has 
his or her immunological capabilities diminished to 

, the point of becoming highly susceptible to serious 
opportunistic infections and tumors. 'AIDS' as 
defined by the Federal Centers for Disease Control, 
covers many of the serious conditions that develop 
in the later stages of HIV-infection." (NYC AIDS Case 
Projections, 1989-1993. NYC DOH, March 1989) 
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Table II 

Base Case Projections for Acute Care 
Discharges, Days and Beds 

1989-1993 

Discharges Days Beds 

End 01: 1989 39,970 795,340 2,420 

1990 49,780 990,600 3,020 

1991 60,370 1,201,340 3,660 

1992 71,350 1,419,820 4,310 

1993 82,450 1,640,730 4,990 

• The base case assumes an increase in prevalence but no 
changes for the period 1986 -1993 in LOS, occupancy level, 
or organization and utilization of acute and non-acute 
services. 

• Model combines information about prevalence with data 
about use of inpatient service (discharges). 

• Who's counted: all persons hospitalized for AIDS or HIV 
Illness (determined by SPARCS discharge diagnostic codes). 

• Discharge base is adjusted for underreporting in SPAReS· 
using HHC discharge data for HHC hospitals; GNYHA 
quarterly census data for non-HHC hospitals. 

.. .... . . . .. -- ._- .. - . 

• Bed need is estimated using observed 1987 LOS: 19.9 days. 
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Adjustments to Acute Care Discharges to Estimate 
the Number of Individuals in Need of Housing, 
Institutional Long Term Care and Home Care 

All Discharges 

~ Remove discharges where 
LOS ( 10 days or Age ( 13 

Discharges where 
LOS )1 10 days 

, & Age )1 13 Years 

~ 
Remove discharges where 
discharge ended in death 

Live DIC where 
LOS II 10 days 

& Age )1 13 Years 

Adjust for multiple 
discharges per person. 

Number of people per 
year needing housing. 

LTC and home care 

F1qure 2 
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Fiqure 3 

NEW YOR{\ CITY AIDS TA~!( F{lprr. 

Determination of Levels of Service Need 
for Housing, Institutional Long Term Care 

and Home Care 

Patient or Support Person 
Can Direct Care 

(100\) 

No 

(14%) (86%) 

Level of Care Needed Level of Care Needed 
(Based on A~ l.. ans 
IADL IndepsnCence) : ,~D ~ Independence) 

I I 
Low Medium High Low Medium High 

(01 (6%) (8%) (51%) (25%) (11%) 

iCm;o~y IS Non-OlreCling Non-Oirecllng Sell-Directing Self-Direct ing Se l l-Directing 

Nor POSS ible) Intermediate High Low Intermediate High 

Derived from information from fhe AIMS survey . 

Note: Percentages are rounded to the nearest who le number . 
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Figure 4 

Housing, Institutional Long Term Care and Home Care 
Services Based on Level of Service Needed 

Institutional 

Needs 

(14%) 

Non-

Institutional 
Needs 

(86%) 

and Current Housing Status 

Level of 
Service Need 

Non-Directing 
Intermediate 

Non-Directing 
High 

Self-Directing 
Low 

Self-Directing 

Intermediate 

Self-Directing 
High 

Have a 
Home 
(50%) 

HRF 

SNF 

Home Care 

Home Care 

Current Housing Status 

Precariously 
Housed­

(25%) 

HRF 

SNF 

Home Care 

Home Care 

Need 
Housing· 

(25%) 

HRF 

SNF 

Housing 

HouSing 
Home Care 

Hous ing 
Home Care 

f For those who do not require insti tutional care, 
other forms of assistance may also be required. 
For example, those who are precariousl y housed 
will need rent assistance and/or social services 
to help maintain their housing. Those who need 
housing may al so need social services. 
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I 
: 

, 

Number of Individuals, ALOS, Average Days of Caret 
and Beds" for HRF, SNF and Housing 

1989 - 1993 

HRF SNF Housing 

ALOS I days) 182 ALOS (days) 120 ALOS (days): 365 

A'.'g. Days 01 Care 135 Avg. Days 01 Care 100 Avg . Days 01 Care 182 

! f:S ; \' i C Ja i s Sees Ind;vicuals Beds Ind ivicua !s 8ecs 

1989 76:) 290 1 120 310 ') '-('0 1,280 , ' ~,80 J_! 

1990 c:=,r 
..... ' v.J 

:) F; ("\ 
u~~ 1 s '~V ,v U 380 r:: 1 C'-\ 

U J I '.."IV 
1 500 
I I vv 

1991 1 ~ >=, (', 4.?(\ 1 '"'00 460 ~ 97(\ -1 tJr' n 
I J 1 1J \ ... ... : \ ... .1 ,Ovv U 1V I v 11 ~,'Ju 

1992 I '~F~0 ,5 10 2,000 
,-,-("' .1 ~) .::': ;1""'1 ) /,=,-) 

J " .... '-:~' OOU ' I - -- ' ... - ) -'-' '-' 

1993 ! )clE,C; ,- gr1 o u 2,310 630 5,290 2,6 40 

• AVerage Days of Care is the average number of days in a 
calendar year that an individual will spend in a given 
setl ing. I t is derived from the average length of stay 
assumed for eacrl setting, The adjustment reflects !he 
'act that not all individuals will enter a setting for 
cara eariy enough in the year to complete the average 
lengtr: of stay . 

•. Beds are ca!cu lated using an occupancy rate of 100%. 
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Table IV NEW YORK CITY AIDS TASK Fopr; 

Base Case Projections for Housing Units 
and Institutional Long Term Care Beds 

1989 - 1993 

Health-Related Skilled Nursing 
Housing Units Facility Beds Facility Beds 

End of : 1989 1,280 290 I ' 1'" o u 

1990 1,590 360 380 

1991 1 (,r,o 
1, ;:;t0 430 460 

1992 22nn , O\.i 
r 10 0 1 550 

I 

1993 ° 6'/\ 1=-0:" 1"\ """' r. I ;- .. ~. 
'::" J 14 () uv J \,...1 '-i \ .,': ! 

• Model uses discharges projected in acute care model to 
determine the number of individuals each year who need 
housing or long. term care placement. 

• Who's counted: hospitalized HIV-III adults. 

• Information from AIMS Survey is used to distribute people 
into level of service needs. 

• Placement settings are determined based on a combination 
of level of service need and housing status. 

• Length of stay for each setting is used in combination 
with the number of persons who require the placement 
setting to calculate the number of housing and long term 
EftrG rG§BHrSG§ nGG~G~: 
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Table V 

[ni~ of: 

Home Care Enrollment Days and 
Average Daily Enrollment for Individuals Requiring an 

Intermediate or High Level of Home Care Service 
1989 - 1993 

Home Care Home Care 

1989 

1990 

1991 

1992 

1993 

Level of Number oj Enrollment ~,verage Daiil,! 
Service Individuals' Days" Enrollment· ~ ~ 

! ntermedia!e 3,400 4'"\(\ 401' Oi, ' \.J 
I I; I M:g,l 1,475 147,500 
I r"'"'rn:Dri : ~f,", I rl VI . :: ·~U I .)l0 4,235 576,960 
Hign 1,,337 183}00 

!ntermed:8te ~I 1 ~6 v; I v 60R 40p 
V...Jj V\.': 

H(\ h 
II ~ I : 2,228 222,80C 

I n:ermeoiate 6,070 825,520 
Hie h 

I V i I 2,633 263,300 

inlermad!ete 7,015 954,040 
~ ; f'h 
i li CI j 3,043 304,300 

• ~Jumber ot individuals is derived from the model jor 
projecting housing and long term care . 

.. Home Care Enrollment Days=the number of individuals X 
average days of care per person per year. Average days of 
care for each level is derived from the estimated home care 
program enrollment period. Enrollment at intermediate leve! 
is estimated at 182 days; average days of care=136 
Enrollment at high level=120 days; average days of care,100 . 

' ?67 I ,~ 

4,,1 
v-

1 ,578 
50(: 

1,914 
6'0 Iv 

r: ?F;') 
'- I _U_ 

-'2' , ' , , 

n r.. A A 

~IO i"-t 

01)/ 
1...'_,-

... Average Daily Enrollment=Home Care Enrollment Oays/365. 
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Table VI 

Projected Home Health Care Visits and Hours of Service 
Based on Projected Number of Home Health Care 

Enrollment Days 
1989 - 1993 

Per iodic Continuous 
Nurse LPN or RN Par aprofessional 

Visi ts' Hours" Hours" . 

End of: 1989 53,910 343,680 !) nGr: 4sr) v,00\), \.... 

1990 67,140 428,020 4,154,400 

1991 81,430 519,120 5,038.420 

1992 gri ? ~ 0 '-' i ~"+ 613,490 5,954,520 

1993 111,220 709,020 6,881,620 

Periodic Nurse Visits are calculated based on an 
average Of .071 vis its/day for each individual at ai, 
int8r11:ec iat8 levei of service need and .143 visits / dey 
for those wr:o are in need of high level services . 

.. Continuous LPN or RN Hours are calculated only for those 
who are in need of high level services using an average 
of 2.33 hours of care/day. 

Paraprofessional Hours are calculated using an average 
of 4.25 hours of service/day for those who need an 
intermediate level of service and 9.29 hours/day for 
those needing a high level of service. 
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Table VII NEW YORK CITY AIDS TASK FORCE 

Estimated Number of HIV-Infected Individuals 
By Stage of Disease 

1989 - 1993 

1989 1990 1991 1992 1993 

Alive CDC-AIDS 

Cases (Prevalence) 10,240 12,340 14,540 16,790 1 g, 140 

HIV+ Symptomatic 37,510 42,780 48,060 53,340 58,620 

HIV+ Asymptomatic 139,150 128,460 116,060 101,880 85,790 

Total Cases 186,900 183,580 178,660 172,010 163,550 
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Table VIII 

Base Case Projections of 
Ambulatory Physician Visits 

1989 - 1993 

1989 934,480 

1990 958,840 

1991 979,250 I 

1992 993,940 

1993 1,003,620 

• PnyS ; G i c~: visit s for all HIV infected ina ivioua!s 
>lre OQt ;m:;lted v VI...' I v l 

• Data from Empire Blue 'Cross Blue Shield on 
physici an visits per person per year over the 
co~r se oj illness were used to es tabl ish use 
f3:es for H!\! symptomatic individua ls end trK)SE 

IV !t!'! CDC-defi ned AIDS, 

• Use rates were developed for HIV+ asymptomatic 
individuals based on discussions with clinical 
providers, 

• 'Stage-specific' use rates were then applied to 
estimates of the HIV infected population to 
Droject physician visits. 
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Table IX NEW YORK CITY AIDS TAS!{ FOPr,F 

Acute Care Bed Projections Adjusted for 

Effect of Adequate Housing & Long Term Care Resources 

Unadjusted Adjusted 

End of: 1989 2,420 

1990 3,020 
AdjCJs t ~en t III 1991 3,660 2,940 Beg ins 

1992 4,310 3,470 

1993 4,990 4,020 

• Assuming that housing and long term care resources 
are available by 1991 J acute bed need is reduced. 

• ALOS is reduced to 16 days by removing ALe and 
long stay days. 
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Appendix 1 

Subgroup Membership, Consultants, Staff 

Orangization of the Needs Assessment 
WorkGroup 
The members of the Needs Assessment Work Group 

were divided into four subgroups. Many additional 
people and organizations contributed generously of 
their time and expertise in developing this report as 
members of the subgroups and as special consultants. 
The work of each of the subgroups is described in the 
following pages and after the description there is a list 
of the membership of the subgroup. 

&source Inventory Subgroup 
The Needs Assessment Work Group identified a 

need for an inventory of the health and social services 
currently being provided to individuals who are HIV­
infected or who have AIDS in New York City. 

In order to compile the inventory, representatives 
of the agencies providing or contracting for services 
and the associations representing them were asked to 
participate in the Resource Inventory Subgro~p. 
Representatives from a wide variety of service agencles 
and associations agreed to participate and all of the 
information compiled on services provided to HIV­
infected individuals and persons with AIDS in 1987 
and 1988 is due to their efforts. These agencies and 
associations included: 

AIDS Resource Center (Bailey House) 
Empire Blue Cross and Blue Shield 
Gay Men's Health Crisis 
Greater New York Hospital Association 
New York City AIDS Service Delivery Consortium 
New York City Commission on Human Rights 
New York City Department of Corrections 
New York City Department of Health 
New York City Department of Mental Health, Mental 

Retardation and Alcoholism Services 
New York City Health and Hospitals Corporation 
New York City Human Resources Administration 
New York County Medical Society 
United Hospital Fund 
Veterans Administration Medical Centers of New York 
Visiting Nurse Service of New York 

The charge before this group was large and the 
time available in which to complete the task was 
limited. There was a willingness on the part of the 
various participants to provide as much information 
as possible, however, there are significant gaps in the 
information available on the number of resources, as 

well as on the utilization of these resources. Data are 
maintained in different forms by various agencies and 
providers and due to issues around coding practices, 
defmition, and confidentiality it is often difficult if 
not impossible to retrieve the desired information. 
The inventory of resources and utilization that is the 
result of efforts of the Resource Inventory Subgroup 
is presented in Appendix 2. 
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Resource Inventory Subgroup Membership 
Robert H. Thompson, Chair 
Executive Director 
The New York County Medical Society 

Members: 
Michael Baker 
Deputy Assistant Commissioner for AIDS Planning 
New York City Department of Health 

Mary Carroll 
Associate Director, Government Affairs 
Greater New York Hospital Association 

Thomas Chardavoyne 
Director of Program Development 
Catholic Medical Center of Brooklyn and Queens 

Mark X. Cronin 
Director, Office of Program and Development 
Human Resources Administration 

Marilyn DeLuca 
Special Assistant to the Director 
Veterans Administration Medical Center - Bronx 

Rose Dobrof 
Executive Director 
Brookdale Center on Aging 
Hunter College 

Jon Eisenhandler, Ph.D. 
Project Manager 
Empire Blue Cross and Blue Shield 

Holly Michaels Fisher 
Director of Regulatory Affairs 
The New York County Medical Society 

Jesse Green, Ph.D. 
Director of Health Policy Research 
New York University Medical Center 
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john Griggs 
Staff Consultant. AIDS Policy Initiatives 
United Hospital Fund 

Howard Grossman, M.D. 
Gay Men's Health Crisis 

Eileen Hanley, R.N. 
Director, AIDS Services 
Vlliting Nurse Service of New York 

NeUHeyman 
Vice President. Long Term Care Division 
Greater New York Hospital Association 

Gordon Hough, Ph.D. 
Administrator 
BaUeyHoUie 

Suzzette johnson 
Assistant Director of Health Services 
New York City Deparunent of Corrections 

Mark Kator 
Executie Director 
Coler Memorial Hospital 

Linda McBride 
Associate Director 
Coler Memorial Hospital 

Regina Neal 
Assistant Director, Office of Planning Services 
New York City Health and Hospitals Corporation 

Population Subgroup 
The Population Subgroup's most difficult challenge 

was to identify the issues it could most effectively 
examine on the impact of the AIDS epidemic on the 
diverse population of New York City. Although we 
would have liked to have included much of the detail 
from our research, we had to establish limitations in 
order to give our report the defmition required to 
make it purposeful. 

Our work provided demographic background on 
the AIDS epidemic for specific populations. We 
attempted to examine the implications of the 
epidemic on drug abusers, gay men, the homeless, 
urban poor, and youth. We also examined each 
group's ability and inability to respond to health 
problems posed by the epidemic. 

In sum, we succeeded in raising questions vital to 
the survival of the people of New York in the face of 
one of the most serious health crises to threaten our 
society. We also attempted to identify those conditions 

which will inevitably continue to deteriorate should 
responses from our health institutions and social 
institutions remain at current levels. We hope our 
report will help to prepare New Yorkers for what 
we're likely to face from the AIDS epidemic over the 
next ten years. 

PopuIatloD Subpoup Membenhip 
Frank Oldham, Clair 
Assistant Director of Education 

for Community Outreach 
Gay Men's Health Crisis 

M--"'n: 
Craig Harris 
AIDS Education Specialist and Consultant 
Gay Men's Health Crisis 

Ralph Horton, Ph.D. 
Associate Director 
New York City AIDS Task Force 

Ellen Rautenberg 
Assistant Commissioner 
Division of AIDS Program SerVices 
New York City Department of Health 

Marvin Roth 
Director, Capital Planning Division 
Department of City Planning 

St:eruzrio.s Subgroup 
The Scenarios Subgroup examined several aspects 

of the epidemic to speculate on the implications of 
changes in both the nature of epidemic itself and in 
the interventions that are being pursued. In short. the 
bask mission of the Scenarios Subgroup was to 
engage in a "what if?" consideration of several 
elements of the epidemic and the response to it in 
New York City, asking, in other words, what would be 
the possible result of doing certain things? And, 
converlely, what would be the possible result of not 
doing c.'!rtain things? : 

The Subgroup focuseditf"attention on three areas: 
1. Oaanga ill HIV 8DtIhOdy tatiDc and counseUng: 

How would the expansion of testing and counseling 
and the introduction of new testing methodologies 
affect future service needs and resource utilization? 

2. Oaanga in clinical and treatmeDt upec:ta of AIDS 
and HlV diM .. : How would the increasing use of 
therapies such as AZT affect future service needs and 
resource utilization; and 

S. ChaDges affectiDg the intraveDoWl drug-Wling 
populatioD:How would the expansion of drug 
treatment programs and AIDS preventive education 



for addicts affect the future course of the epidemic. 
To pursue its objective, the subcommittee held a 
series of meetings with experts in each of these areas 
and asked them to share their knowledge and 
insights. Meetings were held with: 
• Michael Baker and staff of the New York City 

Department of Health, Division of AIDS Program 
Services, to discuss current and future issues in 
regard to testing and counseling. (11/4/88); 

• Gerald Friedland, M.D., of Montefiore Medical 
Center, to discuss changes in treatment and clinical 
aspects ofHIV disease (11/8/88); and 

• David Novick. M.D., of Beth Israel Medical Center, 
and Samuel Friedman, Ph.D., of Narcotic and Drug 
Research, Inc., to discuss the IV drug-using 
population, drug use, and treatment programs 
(12/6/88). 

Scenarios Subgroup Membership 
David Gould, Ph.D., Chair 
Vice President for Program 
United Hospital Fund 

Members: 
Michael Baker 
Deputy Assistant Commissioner for AIDS Planning 
New York City Department of Health 

John Griggs 
Staff Consultant, AIDS Policy Initiatives 
United Hospital Fund 

Gerald Friedland, M.D. 
Professor of Medicine 
Montefiore Medical Center 

Donald Desjarlais, Ph.D. 
Assistant Deputy Director 
Research and Evaluation 
Narcotic and Drug Research, Inc. 

Sally Kohn 
Executive Director 
AIDS Services Delivery Consortium 

Gerald Landsberg, D.S.W. 
Assistant Commissioner 
Manhattan Borough Office/Special Assistant 
New York City Department of Mental Health 
Mental Retardation and Alcoholism Services 

Peter Ungvarski, M.S., R.N., C. 
Clinical Nurse Specialist - HIV Infection 
Visiting Nurse Service of New York 
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Needs Model Subgroup 
The tasks of the Needs Model Subgroup included 

review of existing data sources, evaluation of available 
projection techniques, and application of the 
appropriate methods to project resource needs. 

The Subgroup met intensively between October 
1988 and March 1989. At our initial meeting it was 
decided to focus attention on five major areas of 
need: acute care, long term care, housing, home care 
and ambulatory care. It was recognized that time 
limitations could prevent us from projecting other 
important areas of need such as substance abuse 
services and mental health"services. In the course of 
completing our work, we called upon our 
membership, as weU as a number of individuals who 
participated as consultan ts, to provide the expertise~ 
necessary to develop the methods to for~elsof 
resource need. ----

The Subgroup decided to begin its work by 
evaluating acute care bed need methodologies 
developed by the New York State Department of 
Health and by the New York City Health and 
Hospitals Corporation. The Subgroup adopted a 
model that was derived from each of these existing 
approaches. 

Infonnation from the New York State AIDS Institute 
study of "Post Discharge Needs of Hospitalized 
Patients" was used to develop the conceptual 
framework for the housing and long term care model. 
The home care estimates are derived from the 
housing and long term care model from the estimates 
of those whose post-acute care needs do not require 
an institutional setting, but can be met at home with 
the appropriate home care services. 

The ambulatory care methodology reflects 
physician use, and other diagnostic and treatment 
utilization where possible, and it takes into account 
differential utilization by stage of illness to the extent 
possible. 

Needa Model Subgroup Memberahip 
Martha Wolfgang, Chair 
Vice President for Planning 
St. Luke's-Roosevelt Hospital Center 

Members: 
LAwrence D. Brown, Ph.D. 
Professor and Head 
Division of Health Administration 
Columbia University School of Public Health 

Raymond Cornbill 
Executive Vice President 
North General Hospital 
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Jon Eisenhandler, Ph.D. 
Project Manager 
Empire Blue Cross and Blue Shield 

Caroline Greene 
Vice President for Planning 
Cabrini Medical Center 

Gordon Hough, Ph.D. 
Administrator 
Bailey House 

Feygele Jacobs 
Director of Planning 

. St. Luke's-Roosevelt Hospital Center 

Michael Lebert 
Senior Systems Analyst 
New York City Health and Hospitals Corporation 

Leonard McNally 
Director of AIDS Program 
Village Nursing Home 

Alan Neaigus 
Formerly: Supervising Systems Analyst 
New York City Health and Hospitals Corporation 

Regina Neal 
Assistant Director, Office of Planning Services 
New York City Health and Hospitals Corporation 

Lynn Rogut 
Director of Planning 
SUNY Health Science Center at Brooklyn 

Marvin Roth 
Director, Capital Planning Division 
New York City Department of City Planning 

Steven Schall 
Associate Staff Analyst 
New York City Department of Health 

Patti Weinberg 
Assistant Director, AIDS Initiative 
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Appendix 2 

Resource Inventory and SPARes Data 

Inpauent Acuce ksources and Utilization 5 
Raource. 5 
U~on 4 
InItiGuionai Long Term Care and Housing 
Raources and Utilization 9 
Long Term Care 9 
Houang 11 
Home Health Care Service 1 % 
Social Services 15 
HRA.-Sponsored Services 15 
New \belt Qty AIDS Service Deli""ry Consortium 16 
Ambulatocy Care 18 
l'aaienu ol AmbulalDCY Care Utilization and Service Deli""ry 18 
Ducripti"" Profile olTreatment Incenoentions 19 
Utilization of Ambulatory Care n 
Primary Care Ph,sician Sur\IIeY on AIDS %5 
Testing and Counac:ling and Pre""ntion and Education Services %4 
N\C DOH AIDS Counac:ling and kfenal Hotline 24 
N\C DOH HIV Counseling and Testing %6 

N"£ DOH Bureau of Sexually Transmitted Disease (SfD) ContrOl %7 
N\C DOH Bureau of Tuberculosis (TB) Control 28 
Lep1 Services 50 
Mental Health Services 5% 

Inventory of Current Resources 
and Utilimticm 
The resource inventory is a compilation of services 

provided to individuals with HIV-infection and HIV­
illness, but it is by no means a complete picture. 
Hospital utilization data may undercount actual use, 
long term care data are incomplete, and ambulatory 
care utilization data are very limited. In addition, 
there are tremendous gaps in information on a 
significant range and scope of services provided by 
private physicians and voluntary and community­
based organizations. 

The information presented in the inventory was 
collected during the last quarter of calendar year 
1988 and the dates ofreported service utilization and 
capacity reflect the volume of activity for the most 
recent period for which the information was available. 
In the case of SPARCS data, the most recent data 
available are for calendar year 1987. 

Inpatient Acute Resources and Utilization 
Resourr;es 

"fhe Fact Book on New York City Hospitals Serving 
AIDS Patients," which was prepared as an Appendix 
to the recently released (March 1989) Report of the 
Mayor's Task Force on AIDS, contains data on the 
current certified and operating medical/surgical bed 
capacity in New York City hospitals. According to the 
data in the Fact Book, in November 1988 there were 
approximately 2!\,800 certified medical/surgical beds 
in New York City hospitals. However, only 22,700 of 
these beds were open and staffed for use. In January 
1989 according to the Greater New York Hospital 

Association (GNYHA) /Health and Hospitals 
Corporation (HHC) AIDS census survey, the average 
daily census (AOC) of patients with confirmed and 
suspected AIDS in non-Federal acute care hospitals in 
New York City was 1,669. 

While non-federal acute care hospitals provide the 
bulk of inpatient care to patients with HIV-illness in 
New York City, the Veterans Administration Medical 
Centers (VAMCs) also provide services to eligible 
individuals. The January 1989 GNYHA/HHC AIDS 
census survey recorded an ADC of 71 patients in the 
VAMCs. 

There are three VAMC facilities in New York City: in 
the Bronx, Brooklyn and Manhattan. The population 
that they serve is drawn from Manhattan, the Bronx, 
Brooklyn, Queens, Staten Island, Long Island, 
Southern Westchester, Rockland County, and New 
Jersey. All VAMCs offer a full multi-disciplinary 
approach to the treatment of patients diagnosed with 
AIDS or HIV-illness and they provide intensive clinical 
follow-up as well as continuing social support for the 
patient and his family. 
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The Manhattan VAMC has a 16 bed AIDS unit with 
overflow to other units as needed. In addition, there 
is a 6 bed day-hospital for outpatient procedures. 
Neither the Bronx nor the Brooklyn VAMC has a 
designated AIDS unit. However, the Brooklyn VA.\fC 
has plans to open a 50 bed domiciliary residence. 
AIDS patients, especially those with dementia, will be 
placed according to need and eligibility. 

As of November 1988, the Manhattan VAMC was 
providing services to 507 AIDS patients which was the 
highest number of patients being served in the entire 
VA system. The Bronx VAMC was providing services to 
258 patients and the Brooklyn VAMC was providing 
services to 212. 

Utilizalion: Greater New yorlt Hospital Association/Heall.h 
& Hospitals Corporation QJJarterly AIDS Census Survey 
The Greater New York Hospital Association 

(GNYHA), in conjunction with the New York City 
Health and Hospitals Corporation (HHC) has 
conducted a census survey of hospitalized patients 
with CDCconfrrmed AIDS and suspected AIDS on a 
quarterly basis since March 1987. Beginning with the 
October 1988 survey, the Veterans Administration 
Medical Centers (VAMC) of New York City have also 
participated. 

The results of the most recent survey which was 
conducted during the week of January 8-14, 1989, 
indicate an average daily census of 1,740 patients. The 
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census of GNYHA member hospitals was 1,081 (62% 
of total cases); HHC's census was 588 (34% of total 
cases); and the VAMC census was 71 (4% of total 
cases). The breakdown of the survey results by 
hospital group and by CDCdefined and suspected 
AIDS cases for adults, pediatrics and all patients is 
shown in Table I. 

Comparison of these figures with the results of 
earlier surveys indicates that there has been an 
increase of 55.8% in the average daily census of CDC 
confirmed and suspected AIDS patients in GNYHA 
member and HHC hospitals since March 1987 and an 
increase of 4% since October 1988. (These 
comparisons exclude VAMC data because they have 
only recently begun to participate in the quarterly 
survey.) The results of the seven quarterly surveys 
that have been conducted since March 1987 are 
shown in Table II 

New York Statewide Planning and Resource 
Cooperative System (SPARCS) 

The New York State Department of Health 
maintains a database of information on all discharges 
that occur from New York State hospitals in a 
calendar year. Each record contains demographic, 
utilization, clinical and financial information about 
the discharge. Data from SPARCS were tabulated to 
provide a description of the HIV- related discharges 
from New York City hospitals in 1987, the most recent 
year for which SPARCS data are available. Tables 
which contain the tabulated SPARCS data are at the 
end of the Appendix, however, a summary of the 
information follows. 

The criteria for selecting HIV-related discharges is 
based on the occurrence of specific diagnostic codes 
in the discharge record. The diagnostic codes used 
include: 136.3; 279.10; 279.19; 42.0 - 42.9; 43.0 - 43.9; 
44.0 - 44.9; and 795.8. There were 17,289 HIV-related 
discharges from New York City hospitals in 1987 
which accounted for 343,951 patient days with an 
average length of stay of 19.9 days. Of these 
discharges 5,375 (31 %) were from HHC facilities; 
11,818 (68%) were from voluntary hospitals; 48 (.3%) 
were from proprietary hospitals; and 48 (.3%) were 
from the State-run hospital in New York City. 

Length of stay varied by hospital auspices: it was 
longest on average for discharges from HHC 
hospitals, at 23.3 days. Discharges from New York City 
voluntary hospitals had an ALOS of 18.4 days. The 
ALOS for discharges from New York City proprietary 
hospitals was 12.2 days; and it was 14.0 days for 
discharges from the State-run hospital. 

Fifty-four percent of all HIV-related discharges in 
1987 were identified as Medicaid discharges; 31 % 
were identified as discharges where the payor was 
either Blue Cross or a commercial insurer. Eight 

percent of all discharges were identified as self pay 
and 3% as Medicare discharges. The rest (5%) were 
identified as having another unspecified payor source 
or as having no payor source identified in the 
discharge record. 

The distribution of HIV-related discharges from 
New York City hospitals in 1987 reflects the 
occurrence of AIDS by age in the general population 
with 7~.4% of the discharges occurring in the age 
group 25 to 44 years. Pediatric discharges, defined by 
age as less than 13 years to be comparable to the 
Centers for Disease Control (CDC) definition of a 
pediatric case, accounted for 7.5% of the total 
discharges. Adolescent discharges defined as 13-18 
years of age, were a very small proportion of the total 
discharges: 0.4%. Fourteen percent of the discharges 
were of individuals from 45-64 years and 0.6% of the 
discharges were of individuals 65 years and greater. 

Of all HIV-related discharges 94% were identified as 
New York City residents: ~9% were individuals whose 
residence was in Manhattan; 22% were from 
Brooklyn; 19% were Bronx residents; 12% were 
Queens residents and 2% lived in Staten Island. The 
remaining discharges, approximately 6% of the total 
were either non-NYC residents, or had missing or 
incorrect zip codes in the discharge record. 

Institutional Lang Term Care and Housing 
Resources and Utilization 

Long Term Care 
At the current time, the only facilities providing 

long term care services to persons with AIDS are 
Coler Memorial Hospital and Goldwater Memorial 
Hospital, both of which are HHC facilities, and 
Terence Cardinal Cooke Health Center which 1s run 
by the New York Archdiocese. 

Coler Memorial Hospital has 22 AIDS beds and is 
planning to open another 28 beds in 1989. As of 
November 1988, 120 AIDS patients had been 
a~mitted to Coler in the period since July 1985, with 
an average length of stay of 119 days. Eigh ty-one 
percent of the patients are male, 19% are female. 

Goldwater Memorial Hospital currently has 62 
AIDS beds on two units. In the period from July 1, 
1987 through June 30, 1988, there were 51 
admissions, 7 discharges, and 38 deaths. The current 
average length of stay is 84 days. Since 1986, a total of 
122 patients have been served. 

The Terrence Cardinal Cooke Health Center has 
recently opened 44 skilled nursing beds for AIDS 
patients. Several other voluntary health care facilities 
and agencies in New York City havS! plans or have 
begun development of long terril: care beds and 
facilities for AIDS patients. Based on Certificates of 
Need which had been submitted by November 1988 



for the development of long term care beds, it is 
estimated that by 1991, 314 additional skilled nursing 
and 158 new health related beds could be,available in 
New York City. A summary of the development plans 
is contained in Table III. 

Housing 
The New York City Human Resources 

Administration (HRA) has developed or provides 
support for a number of programs designed to keep 
adults with AIDS from losing their apartments and to 
provide housing to those who are homeless. Among 
these programs are: 

Rent Support: HRA has obtained approval from New 
York State to provide enhanced rent assistance 
payments above the standard allowance for persons 
with AIDS. 

Bailey House: A 44-bed residence for homeless 
persons with AIDS, it is operated by the AIDS 
Resource Center under a contract with the HRA. In 
addition to shelter, the residence provides support 
services such as counseling, health monitoring, 24-
hour supervision, housekeeping and laundry service, 
as well as food service. Home care services are 
provided to those residents who require it. 

Scatter Site Apartments: This program, operated 
under contract with two not-for-profit agencies, offers 
20 apartments at several locations for income eligible 
persons with AIDS. The contractors lease, furnish, 
maintain and supervise apartments and monitor the 
health and social service needs of the residents. 

Placement in Singk Room Occupancy Houu (SROs) and 
YMCAs: HRA houses individuals in SROs or YMCAs; 
these are usually provided as a last resort. 

Shellers: New York City policy is that persons who 
are known to have AIDS, or identify themselves as hav­
ing AIDS and who seek assistance at a shelter should 
be referred to the HRA Case Management Unit 
(CMU). The CMU will help them find a residence. 

With the exception of Bailey House, there are cur­
rently no other residential facilities available to meet 
the needs of adults with AIDS. Many persons who are 
otherwise homeless, have lost their homes or have no 
one to care for them, may remain in the hospital 
much longer than might otherwise be necessary. 

Home Health Care Services 
Home health care services for AIDS patients have 

been provided by several agencies, with the greatest 
volume provided by the Visiting Nurse Service of New 
York City (VNSNY.) VNSNY provides home care 
services to non- Medicaid patients, as well as to 
Medicaicl patients through a contract with New York 
City HRA's AIDS Home Care Program. The HRA 
AIDS Home Care Program is a comprehensive home 

care program for Medicaid recipients who have AIDS. 
It is administered by HRA's Office of Home Care 
Services and provides a continuum of services using a 
variety of providers including home attendants, home 
health aides, rehabilitation therapists, and licensed 
practical and registered nurses. Service can be 
initiated rapidly (within 48 hours of referral) and 
change of service levels can be accomplished quickly 
to adapt to fluctuations in a client's medical 
condition. The following tables summarize the total 
caseload of Medicaid patients served by VNSNY 
through its contract with the HRA home care 
program and the caseload of non-Medicaid patients. 

Social Services 
Closely related to the provision of housing and long 

term care for people with AIDS, is the provision of 
social services such as income maintenance, fmancial 
entitlements and case management. The New York 
City HRA and other voluntary agencies provide 
significant quantities of social services to people with 
AIDS in New York City. The scope and volume of 
services provided to HIV-infected individuals and 
persons with AIDS are discussed in the inventory. 
However, social services provided to individuals 
through hospitals, clinics, and other institutional 
settings have not been quantified or described. The 
New York State-certified AIDS Designated Centers are 
required to provide a range of coordinated services 
that includes social services. These AIDS Designated 
Center hospitals provide discharge planning and 
social services, and many community health centers 
provide social services as well. It is known that for 
HIV-infected individuals as well as for persons with 
AIDS, the need for these services is great. 

HRA-Sponsored Services 
The social services provided by or funded by New 

York City HRA are summarized below. 
AIDS Case Mana~t Unit: HRA's AIDS programs 

are structured around a central intake point, the 
AIDS Case Management Unit (CMU) that specializes 
in serving persons with AIDS. The CMU offers low­
income persons with AIDS a single source through 
which they can access the full range of New York City­
sponsored services. Each client is assigned to a case 
worker who provides counseling, advocacy and case 
management and helps the client to obtain financial 
entitlements, housing or housing assistance and home 
care. HRA has created a Family AIDS CMU to 
specialize in serving families whose members have 
AIDS. 

The CMU had a caseload of 1,748 in September 
1988. 

Public Entitlements: Persons with AIDS may be 
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eligible for a number of public entitlements. Penons 
with AIDS are considered presumptively eligible for 
the SSI program as long as they meet the financial 
criteria of that program. Individuals between the ages 
of 21 and 64 may apply for Home Relief. Enrollment 
in either program provides the client with a cash 
grant and Medicaid coverage. Clients of the HRA 
AIDS CMU receive assistance in applying for these 
programs. 

The Momentum AIDS Outreach Program: Funded 
in part by HRA, this program operates out of seven 
churches and synagogues. It provides weekly meals to 
penons with AIDS or persons who test HIV-positive. 
This program also offers counseling, financial 
advocacy and provides clothing and food. 

The New York City AIDS Service Delivery 
Consortium: This coalition of 32 voluntary and 
public agencies, provides a wide variety of services for 
the HIV-ill and is described in more detail below. 

New York City .uJ)S Service Delivery Consortium 
Funded by the Robert Wood Johnson Foundation 

and the Health Resources and Services Admini­
stration of the U.S. Public Health Service, the 
Consortium was created in 1986 to coordinate AIDS 
services, identify gaps in services, and promote 
innovative models of care. 

The range of the services provided by the Con­
sortium members includes: 
Outreach, Information and Education 

Adolescents: Gay and lesbian youth are reached 
through education, street outreach and counseling 
provided by the Hetrick-Martin Institute. 

Minority group members: The Minority Task Force 
on AIDS provides staff training and targeted 
educational materials to reach minorities with 
preventive messages about AIDS. 

People with AIDS: the PWA Coalition publishes a 
newsletter with information about services, events, 
and general information about AIDS. 

New York City Residents: Through the Community 
Service Projects in each borough which are funded by 
the New York State AIDS Institute, residents receive 
education about AIDS prevention and information 
about services. 
Risk Reduction, Cpunseling and Testing 

Adolescents: High-risk adolescen ts receive 
counseling on risk reduction at Covenant House, a 
shelter for runaway and homeless youth in the Times 
Square area. 

Former intravenous drug users: Patients in 
th d . 1 • 

me a one mamtenance treatment programs receive 
education and counseling about AIDS at Bronx­
Lebanon Hos~ital Center, Montefiore Medical 
Center, Interfaith Medical Center, St. 

Luke's/Roosevelt Hospital Center and Beth Israel 
Medical Center. 
Inpatient and Ambulatory Health Care 

Women: Clients at the family planning program of 
the Albert Einstein College of Medicine which is 
located at Bronx Municipal Hospital Center, !eceive 
preventive education and counseling about AIDS 
during their family planning visiL 

South Bronx residents: The Segundo Ruiz Belvis 
Health Center provides outreach education, 
counseling and early assessment for HIV-infection for 
community residents and patients at the health 
center. 
Cas. Management 

People with AIDS: The Community Health Project, 
located in the Lower West Side of Manhattan, refers 
and follows patients who need additional services. 

Medicaid Eligible People with AIDS: The New York 
City Human Resources Administration provides a case 
manager for people with AIDS. 
Community Living Support Services and Counseling for 
people with AIDS 

Housing: The AIDS Resources Center operates 
Bailey House, a residence for people with AIDS which 
provides a home and social services for 44 people. 

Day treatment: Day treatment for people with AIDS 
is provided at the Village Nursing Home. 

Mental Health Services: Special counselors are 
provided at mental health centers throughout New 
York City to assist people and their families in coping 
with AIDS. 
Program Research and DevelofnnnU 

Intravenous drug users and their families: A 
descriptive study of the population using the 
methadone programs in the Consortium has been 
completed by the Montefiore Medical Center. 

Case Management: A descriptive study of case 
management as actually practiced in various settings is 
currently underway. 

Ambulatory Care 
Ambulatory care services are an important part of 

the continuum of necessary care for people who are 
HIV- infected. As an understanding of the nature of 
HIV-iIIness has evolved and as new patterns of care 
have emerged, services delivered in outpatient 
settings have become, and are likely to continue to be, 
of increasing importance in the total care delivered to 
the HIV-ill population. In addition, as new and more 
effective prophylactic treatments become available, it 
is certain that a wider range of the HIV-infected 
population will be treated, and that treatment is likely 
to be in an ambulatory setting. 

Currently however, very little information exists on 
the pattern and volume of ambulatory care utilization 



by HIV-ill individuals, and almost no information 
exists on the utilization of services by HIV-infected, 
asymptomatic individuals. In addition, the current 
capacity of the ambulatory care system of clinics and 
private doctor's offices that is serving HIV-infected 
and HIV-ill 'people is not easily assessed. It is widely 
agreed however, that within the organized system of 
ambulatory care there is no excess capacity to treat 
patients - with or without HIV-infection. The capacity 
of private physicians to meet some of the need could 
not be estimated, although it was felt that there is 
capacity and with appropriate reimbursement many 
more physicians in private practice would be willing 
to treat those with HIV-infection. 

The Resource Inventory Subgroup focused its 
attention in the area of ambulatory care on three 
tasks: a description of the patterns of ambulatory 
care utilization and service delivery; the development 
of a descriptive profile of the treatment interventions 
for HIV-infected individuals over the course of the 
disease, based on interviews with clinicians; and the 
acquisition of utilization data to be used in the 
projections of ambulatory care for HIV-infected 
individuals. The outcome of our activities relative to 
each of these tasks follows. 

Patterns of Ambulatory Care Utilization 
and Service Delivery 
In an attempt to identify patterns of ambulatory 

care utilization of HIV-infected individuals and 
persons with AIDS, clinicians at several hospitals that 
serve a large number of HIV-infected and AIDS 
patients were interviewed, as were a few physicians in 
private practice who also treat a large number of HIV­
infected and AIDS patients. 

One thing became very clear almost immediately: 
ambulatory care utilization patterns vary according to 
symptomatology and available treatment. For 
example, patients who are HIV-positive and 
symptomatic require active physician monitoring and 
treatment and, according to anecdotal reports, may 
see a physician once every 6 to 8 weeks, while an HIV­
positive asymptomatic person may visit a physician 
every 3 to 6 months in order to monitor the level ofT-
4 cells. It appears that the greater the number of 
symptoms and the more active the treatment, the 
greater the frequency of ambulatory care visits. 
Persons receiving AZT treatment for example, usually 
have one physician visit per month and one weekly or 
bi-weekly visit for blood work. Patients with KS, who 
are receiving chemotherapy may visit the physician 
weekly for treatment. 

The course of HIV-infection .~ such that a patient's 
condition changes frequently and rapidly. The need 
for monitoring and intervention therefore change 

accordingly and are patient-specific as is the course of 
the disease. For these reasons it is difficult to quantify 
and define specific utilization patterns. 

The New York City Health and Hospitals 
Corporation (HHC) provides ambulatory care 
services to meet the needs of HIV-ill and AIDS 
patients through the general and specialty outpatient 
clinics at HHC acute care facilities and at 
Neighborhood Family Care Centers. Specialty clinics 
for AZT have been set up at a majority of the HHC 
acute care hospitals. The outpatient clinics provide a 
range of services to include general primary care, 
consultations for medical specialty referrals, and 
diagnostic and treatment services. 

In an effort to provide comprehensive, case­
managed care to AIDS patients, programs are being 
developed in HHC facilities to coordinate the 
primary care needs of AIDS patients through 
specialized service delivery systems. Currently, there 
are three of these programs in operation providing 
such services: the Bellevue/CHP Assessment Center, 
the Bushwick Assessment Center, and the Belvis 
Assessment Center. 

Descriptive Profile of Treatment Interventions 
The following chart is a descriptive profile of the 

treatment interventions for HIV-infected individuals 
which is the result of our discussions with clinicians. It 
lists the stage of HIV-illness, the presenting symptoms, 
the suggested and currently available interventions 
and the frequency of medical encounters. It is 
presented merely for the purpose of discussion and 
not as suggestive of recommendations for guidelines 
for appropriate treatment for HIV-infected people. 

Utilization of Ambulatory Care 
Identifying the volume of ambulatory services 

provided by hospitals in New York City to HIV­
infected individuals or persons with AIDS proved to 
be very difficult. Some hospitals in New York City 
have special AIDS clinics while others provide care to 
AIDS patients in a variety of clinic settings: because 
the medical needs of AIDS patients are so wide­
ranging, patients are cared for in clinics throughout 
the hospital outpatient department. It is for this 
reason that it is most difficult to define and quantify 
the ambulatory services provided by hospitals. In 
addition, patients and their physicians may not be 
aware that the patient is HIV-infected. Therefore, 
even if it were possible to effectively monitor the 
volume of services provided to those known to be 
HIV-infected and to AIDS patients, a large population 
would be missed and the volume of service would be 
undercoun ted. 

While counting utilization of ambulatory care 
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services proved difficult at the hospital level, Empire 
Blue Cross and Blue Shield (EBeBS) was able to pro-

. vide us with information about the utilization of physi­
cian services by HIV-ill individuals who are insured by 
EBCBS. The details of their analysis and the results 
are contained in Appendix 4 in the section that de­
scribes the method employed to project the number 
of physician visits that will be needed to care for all 
mY-infected individuals from 1989 through 1993. 

Primary Care Physician Survey on AIDS 
A recen t study of office-based primary care 

physicians indicates that AIDS care has become part 
of the mainstream of primary care. As a collaborative 
effort between the Columbia University School of 
Public Health and the New York City Department of 
Health, a study of physician knowledge and attitudes 
was completed in October 1988. Telephone interviews 
with 473 primary care physicians practicing in New 
York City were completed. The following represents 
some preliminary findings from the survey. 

The survey interviewed a representative sample of 
473 primary care physicians in New York City. The 
sample constituted 11.4% of the estimated 4,145 
office-based internists, family practitioners, general 
practitioners, and obstetrician~ecologists in New 
York City. 

Preliminary results from the survey indicate that 
AIDS has become part of the mainstream of primary 
care practice in New York City. Almost two-thirds of 
the physicians (61 %) had a patient with AIDS in their 
practice, with an average of six AIDS patients per 
physician, and an additional 10% had at some time, 
cared for a patient with AIDS. 

Over three-quarters of the physicians surveyed 
(77%) had offered or recommended the HIV 
antibody test to at least one of their patients and 87% 
reported that at least one of their patients had 
requested the AIDS antibody test. 

Testing and Counseling and Prevention and 
Education Services 

The New York City Department of Health (DOH) 
provides a wide range of testing and counseling 
services and prevention and education through AIDS­
specific program initiatives and through its 
Tuberculosis Control and Sexually Transmitted 
Disease Clinics. A description of these services is 
presented below: 

NYC DOH AIDS Counseling and Referral Hotline 
Hotline counselors provide information, counseling 

and referrals to more than 5,000 callers a month. The 
AIDS Hotline was initiated with the assistance of 

funding from the Centers for Disease Control (CDC) 
in March 1985. Service has expanded dramatically 
since its inception. Consultations and technical 
assistance are provided to physicians and other health 
professionals serving individuals at risk for AIDS. The 
Hotline links those seeking the mY antibody test and 
with one of the anonymous counseling and testing 
sites or other counseling and testing facilities. 
Services available through the AIDS Hotline: 
• Assessment of risk for HIV-infection 
• Pre-test and post-test counseling related to HIV­

antibody testing 
• Scheduling of appoin tmen ts for anonymous 

counseling and testing at one of the City-operated 
ACT sites 

• Post-test counseling for seropositive and 
seronegative individuals 

• Referral for follow-up medical, drug treatment, 
mental health and other AIDS-related social 
services 
The Hotline has also expanded the days and hours 

open and is presently a seven-day-a-week operation, 
which runs from 9:00 a.m. to 9:00 p.m. Languages 
spoken are English, Spanish, French and Creole. 

Number: (718) 485-8111 
Physician Hotline (212) M04432 

Counuling / &frrral Hotlifll! Dal4 

Number of calls 
Pre-lest counseling (est. 40% of calls) 
Referrals to hospitals (estimated) 
Referrals to social services 
Inquiries from physicians 

~ 
74,250 
29,700 
16,000 
34,912 

6,793 

NYC DOH HIV Counseling and Testing 

Oct 1988 
49,653 
19,862 
17,000 
29,333 

2,149 

Funding was received in September 1986, from the 
CDC to establish an Anonymous Counseling and 
Testing (ACT) site in Manhattan. Since then, nine 
ACT sites have been established throughout the five 
boroughs. Approximately 1,500 to 2,000 clients 
monthly receive pre-test counseling with the option of 
testing. More than 80% return for test results and 
post-test counseling. Other services offered include: 
support groups for HIV-positive clients and their 
partners which are conducted weekly by ACT 
counselors; referrals for medica1care. drug treatment 
and other services; contact notification, where a 
specially trained counselor is available to clients who 
request assistance in notifying current and past 
partners of possible exposure to HIV. Physicians 
enrolled in the DOH Alternate Site HIV Counseling 
and Testing Program may submit blood samples to 
the DOH Bur~.au of Labs directly for HIV testing 
without identifying their patients. All these serviCes 
are free and confidential. 



NYC DOH HlV Counseling and Testing Data 
ACf sites (data available for six sites only): 
Number pre-test counseled 
Number tested 
Number post-test counseled 
% HlV-pcilsitive 

Speclmenl Submitted by Private Physicians 

Cumulative number of lpedmens submitted 
Number of phyiicianl submitting samples 

1m 
9,050 
8,642 
7,54! 

11.0% 

!an§ep 1988 

9,806 
9,612 
8,856 

14.5% 

~lOml" 

9!,7M 
5,M7 

Group Support Counseling Number enrolled 1,100 1,749 
ObnaN .... 88) 

NYC DOH BURau of Sn:ually TTansmiUedDiuau 
(SID) Control 
The Bureau of STD Control offers diagnosis, 

treatment and prevention services in 12 STD clinics 
throughout the City. The Bureau began testing for 
HIV-infection in August 1986. All 12 sites provide 
anonymous or confidential counseling and testing to 
clients. In February 1988, the Bureau began a new 
initiative, the Genital Ulcer Disease Intervention 
Program (GUDIP), under which any person with 
syphilis, chancroid or herpes is strongly urged to 
agree to HIV counseling and testing. Under GUDIP, 
all testing is confidential. 

Waiting room presentations on HIV / AIDS play an 
importan t role in 'STD clinic activity. These 
presentations emphasize to all patients the need to 
adopt safe sex practices into their lifestyle to avoid 
AIDS and all STDs. The counselors discuss condoms 
and provide demonstrations on how they are properly 
used. A question-and-answer session then takes place. 

SID Counseling Testing DaJa 

Anonymous Counseling and Testing 
Number receiving HIV pre-test counseling !,l44 
Number tested 1.259 

Genital Ulcer Disease Intervention Program (GUDIP) 

1,41! (Aug.) 
1,071 (Aug.) 

Number offered test with pre-test counselingN/ A· 1,515 (Aug.) 

Number tested N/ A· 1,!21 (Aug.) 

• CUDIP tatin« __ !lOt .-.i!abIc ill 1987. 

NYC DOH BUTeau o/Tuberculosis (TB) Control 
In 1986, New York City experienced a 20.6% 

increase in cases of TB. Although there was a slight 
decrease in cases in 1987 (from 2,223 to 2,197), the 
decreasing trend over the past decade has been 
reversed and TB once again a public health concern. 
The rise in TB has been related to the AIDS 
epidemic. Because HIV weakens the immune system, 
those infected are more susceptible to opportunistic 
infections such as TB. 

In March 1988, the Department's TB clinics began 
offering HIV antibody testing to all people who are 
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positive for TB. DOH chest clinics are located in areas 
of the City which include high incidence of both 
tuberculosis and AIDS, and they have been able to 
provide essential risk reduction education to 
individuals at risk, as well as to provide HIV 
counseling and testing. Patients who are HIV-positive 
are offered a different course of treatment than other 
patients who have TB. 

With HRA, the Department is staffing a separate 
homeless shelter ward for men receiving treatment 
for the disease. The 85 bed shelter opened in 
November 1988 on a renovated floor of the Bellevue 
Men's Shelter on East 30th Street. Men housed in the 
shelter who develop AIDS will be transferred to a 
hospital. 

Bunsu ofTB Data 1m 

Number TB cases N)C 2,197 
Number visits in 9 NYCDOH clinics 48,1!2 
Number HIV tested 41 
New shelter capacity N/A 

Health Services fqr Inmates with 
IHV-Related Problems 

1M 

1,845 (Sep) 
M,700 (Sep) 

210 (Oct) 
85 (Nov) 

The NYC DOH coordinates the health care delivery 
for inmates of the NYC Correctional System. Beyond 
the routine examination and assessment that inmates 
receive as they enter the NYC Correctional System, 
four types of patient care are provided: 
• Outpatient care through clinics and sick calls that 

serve inmates housed in general inmate population 
cells. 

• Infrrmary-Ievel care for inmates who need nursing 
care or other daily medical attention . This is 
provided in a specialized AIDS unit, in the 
infirmary isolation unit (for TB) and in general 
infirmary beds, (for HIV-related conditions that do 
not fit the current CDC definition of AIDS). 

• Chronic level care for inmates who would need this 
level of care and who do not need (or have refused) 
acute care hospitalization. (Provided by HHC at 
Goldwater Memorial Hospital.) 

• Acute care for inmates who require the resources of 
an acute care hospital. (Provided by HHC at 
Bellevue, Kings County or Elmhurst Hospital.) 
AZT treatment is available to inmates on the AIDS 

unit and in the general prison population, as are 
voluntary HIV counseling and testing services 

Legal Services 
New York City Commission On Human Rights 

(NYCCHR) HIV-Related Legal Services 
Through its Commission on Human Rights, the 

City has acted aggressively to reduce the 
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stigmatization and discrimination that have been 
associated with the AIDS epidemic. Three different 
initiatives have been developed in this area through 
March 1988. First, the City receives and responds to 
complaints from New Yorkers alleging that they have 
been the objects of HIV-related harassment and 
discrimination. Each situation is investigated, and 
efforts are made to resolve problems with employers, 
landlords or service providers before initiating formal 
complaints. If a satisfactory resolution is not reached, 
a formal complaint is med and legal determinations 
in the case are issued. If a resolution is still not 
reached, a public hearing on the case is scheduled in 
an expedited manner. 

Second, the Commission's AIDS unit has conducted 
an extensive effort to educate managers and officials 
about AIDS and the rights of New Yorkers in order to 
prevent HIV-related discrimination. 

Third, the Commission has sought to identify 
industries in which patterns of systemic HIV-related 
discrimination are evident and target them for 
intensive education. Focused litigation is used where 
necessary to help organizations or industries 
understand the risks they face if HIV-related 
discrimination continues. In 1986 for example, the 
Commission initiated complaints against eight funeral 
homes that either refused to embalm or handle 
bodies of people who had died from AIDS-related 
complications, or overcharged them for these 
services; a State Supreme Court judge ruled that the 
Commission had full authority to prosecute 
discrimination cases against funeral homes. 

Supported by other agencies and community-based 
advocate organizations, the Commission has worked 
actively on the human rights aspects of the epidemic. 
In testimony before government bodies, the 
Commission has lobbied for new laws and other 
resources to help reduce discrimination. The 

Commission has worked against program initiatives 
such as mandatory HIV screening that would promote 
discrimination and impede public health efforts to 
protect New Yorkers from HIV infection. The 
Commission has drafted numerous pieces of State 
and Federal legislation to help reduce AIDS-related 
abridgement of human rights. 

The table that follows lists the number of HIV­
related complaints that had been received by the 
NYCCHR fromJanuary 1987 through October 1988 

LIgGlSnvius (NYCCHRDQIQ) 

Number of HIV-Related Complainu Received by Type 

Employment 
Houling 
Public Accommodation 

Total 

Mental Health Services 

176 
158 
%5! 

587 

191 
174 
244 

609 

It was not possible to develop a count of the mental 
health services used by HIV-infected individuals. 
However, the New York City Department of Mental 
Health, Mental Retardation and Alcoholism Services 
provided the information in the following two tables 
as an estimate of the mental health services needed by 
HIV-infected adults and children at various stages in 
the illness from infection through CDCdefmed AIDS. 

While SPARCS data are a valuable source of 
information to describe the characteristics of 
discharges from acute care hospitals, the absolute 
number of discharges counted in the SPARCS 
database is leSs than actually occur in a year. See the 
section on Models for Projecting Future Resource 
Needs (Acute Care) in the body of the report and the 
discussion of the acute care bed need projection 
method in Appendix 4 for information on the 
magnitude of the undercount. 





STAGE/PRESENTING SYMPTQMS 

1. HIV ASYMPTQMATIC 
(Currently not many identified 
because patients don't present. 
Expect dramatic increase as 
testing increases) 

2. EARLY DISEASE 

o HIV Positive with symptoms greater 
than 250 T -cells. 
Minor symptoms, e.g., molluscum 
contagiosum, skin rashes, oral 
thrush, fungal dermititis, anal warts 

3. MIDDLE DISEASE 
A. HIV positive, mildly symptomatic 

less than 250 T -cells 

B. HIV positive symptomatic, less than 
250 T-celts 

1) e.g. Reiter's Syndrome 
thrombocytopenia, wasting syndrome, 
ARC defining ittnesses. 

2) MUd to moderate KS 

mv AND AIDS ILLNESS 

INTERVENTION 

Monitor T-cetl count 
Blood Chemistries, CBC 

o Disease specific 
interventions 

o Monitoring 

NEW YORK CITY AIDS TASK FORCE 

MEDICAL ENCOUNTER FREQUENCY 

o Every 3-6 months 

o Every 3 months 
o More visits may be required 

to treat specific symptoms 
arid If intensity progresses. 

o Prophylaxis (PCP)-Aerosol 0 Every 2 weeks (aerosol 
Pentamidine, TMP/SMX, Dapsone pentamidine) 

o AlT 0 Other prophylaxis without AlTMD 

o Disease specific treatment 
o May offer AlT 

o Disease specific treatment 
o May offer AlT 

visit 2-3 months 
o Blood monitoring every 2 weeks 
o MD visit every month 

o MD visit every 1-3 months 
o Blood monitoring every 2 weeks 

o MD visit every month 

o MD visit every 3 months 
o Blood monitoring every 

2 weeks 
o MD visit every month 



4. 

3) Lymphoma and severe KS 

C. HIV positive, symptomatic, 
250-400 T -cells 

D. HIV positive, symptomatic, 
less than 250 T -cells 

LATE DISEASE 
A. Less than 250 T -cells with AIDS 

defining illnesses 

B. Chronic: toxoplasmosis, CMV 
retinitis, cryptococcal meningitis, 
lymphomas 

C. Acute: _ . 
pneumocyctis pneumonia 

o Radition/Chemotherapy 

o May offer AlT 

o AlT 

o Disease specific treatment 

o Disease specific treatment 

o AlT 

o Disease specific treatment 
o AlT, if tolerated 

o Chronic treatment with 
multiple drug interventions 

o Acute intervention 

o Treatment by oncologist 
o Treatment begins on inpatient 

basis· 
o Progresses to intensive weeklyl 

biweekly MD visits 
o Blood monitoring every 2 weeks 
o MD visit every month 

o Blood monitoring every 2 weeks 
o MD visit every month 
o MD visit every 1-2 months 

o MD visit every 2-4 weeks 
depending upon disease severity 

o Blood monitoring every 2 weeks 

o MD visit every 1-2 weeks 

o Acute hospitalization required 
for treatment induction with 
close outpatient monitoring and 
often, home care. 

o Acute hospitalization 
o May improve to higher category 



Table I NEW YORK CITY AIDS TASK FORCE 

GNYHA/HHC/VAMC Quarterly AIDS Census Survey 
Average Daily Census by Hospital Group, CDC AIDS Status 

and Patient Group 
Week of January 8-14, 1989 

CDC AIDS Status 

HOlpitl1 CDC AIDS Suspected AIDS Total 
Group Pedlatricl Ad u I I Total Pedlalrlca Ad u I I Tolal Pediatric. Adult Tolal 

GNYHA 
Member I 
Hospita l s 20 675 695 15 371 386 35 1,046 1,08 i i 

HHC 9 2e4 293 20 275 295 29 559 585 I 
I 

VA.t/C 45 45 26 26 .7 i 71 ! 

Tote : 2' g 1 ,Oc.~ 1,033 35 672 707 64 1,676 174(1i , ~ I 

~cc:rce GNYHA ::c; i le: ,r" Fec ru ary 1,1989 

lOBe 



Table II C:I TV f,.Hi S T/~ ;:; ;; r: :' ,;. " , ~ t \ I " , '-' ( '\ .. ' • • 

GNYHA / HHC/ VAMC Quarterly AIDS Census Survey 
Average Daily Ce'lsus for GNYHA Member Hospitals 
and fo r HHC Hospitals, March 1987 - January 1989 • 

GNYHHA 
Member Hospitals HHC Hospitals 

Percent Percent 
Survey Date ADC Change ADC Change 

Marn'l 1987 727 344 

IJ une 
I 

196 7 849 16.78 417 21 .22 

I rct~~-r 10:::7 ! \...I __ I .... e. .... '-" I 865 424 45C' 7. 9 1 

I Ma rCh 1952 967 9.27 546 21 .33 

IJu ne 1988 989 228 508 - 6.96 

IOctober 19c6 1,038 4.95 565 1 1.22 

IJanuary i989 1.02 'i 4.14 588 407 

• VAMC cata are not incluC€O i n this tab l e because they have 
not part lClpcte8 in ail c:: the prev iou s surveys. 

SOC1 f oe G ~n'H ,c Bul letin . February 1. 1989 
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Total 

Percent 
ADC Change 

1,071 

1,266 1821 I 
1,335 545 I 
'1,513 13.33 [ 

1,497 - 1.06 I 

1,603 7 .081 

1.669 4 12 1 



Table III NEW YORK CITY Ams TASK FORCE 

Long Term Care Beds for AIDS Patients 
Development Plans of New York City 

Voluntary Facilities* 

• Terence Cardinal Cooke Health Care Center: 

A. Adding 58 SNF Beds for AIDS in an existing 
LTC facility (44 opened in early 1989) 

8. 42-bed HRF 
C. 40-bed HRF 
D. 16-bed HRF 

• Village Nursing Home: 200-bed SNF for AIDS 

• Bronx-Lebanon: 100-bed SNF for AIDS 

• Samaritan House: 60-bed HRF for AIDS 
• Only those projects for which Certificates of Need 

had been submitted by November 17. 1988 are listed 
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Table IV NEW YORK CITY AIDS TASK FORCE 

Home Care Service Provided by Visiting Nurse Service 
to Non-Medicaid Patients 

1987 

1988 (Jan-Sep) 

Number of Cases 
Receiving Services 

Rehabilitation/ 
Nursing Social Work Paraprofessional 

278 5 17 

256 8 14 

111 



Table V NEW YORK CIN AmS TASK FORCE 

Home Care Services Provided by Visiting Nurse Service 
to Medicaid Patients through NYHRAs 

AIDS Home Care Program 

Cumulative and Current Caseload as of October 16, 1988 

Total cases (1219/85 - 10116188): 1,843 

Current Case load 

Receiving Service 
Home Attendant 
Home Health Aide 
Continuous Nursing 
Combination of Service Levels 
NurSing Supervision Only 
Hospitalized for Less Than 30 Days 

Referred Cases Awaiting Service 

Total Current Case load 

112 

337 
109 I 

97 I 
12 
10 
66 
43 

30 

367 r 
I 



ADULY POPULAYIORS F.STI~TF.D , OF POPULATION IN NEED TO SPFCIFIC MENTAL HFALTH SERVICES 

TARGET ESTIMATED SOURCE/METHODOLOGY LIMITATIONS TYPE OF , OF POP. IN PROJECTED AVERAGE REIMBURSE 
POPULATION , IN NEED FOR ESTIMATE REGARDING SFRVICF NFED RFOIJJRING FREOUENCY/ MENT PER UNIT OF 

OF ESTIMATE THIS TYPE OF DURATION OF SFRVICE 
SERVICES SF-RVICE SERVICE 

I. HIV OutpatIent 
POSITIvE Projections fl'OIII There is no hard Professional $53.00 if Medicaid 
(No Symp- NYCDOH "HOTLINE" data that has_been Counsellinq 25' 3,...6 sessions eliqible 
toms) and expert collected on this beyond 3 DOH 

20' opinion subject. Percent sessions 
a. HIV estilllate may be OutpatIent 
positive low. Peer Support 75' 6 sessions None 
Individual Counsellinq 

b. Family/ Projections fl'OIII Outpatient $53.00 if Medicaid 
Signific- 20' NYCDOH "HOTLINE" Sallie as above Professional 40' 3-6 sessions eligible 
ant others and expert opinion Counselling 

JJ • HIV Projections frOlll There is no hard Outpatient $53.00 if Medicaid 
POSITIVE NYCDOH "HOTLINE". data and Professional 30' 6 sessions eligible 
(with 40' expert opinion and experience is low. Counselling 
SYlllptoms) DMH program 

experiences and Outpatient Weekly support 
a. HIV revi_ of very Peer Support 60' qcoup sessions-4 None 
Positive limited li tel'ature Counse II i n9 months in duration 
Invidual 

Day Treat- 5 days per week 1»1"-$45.00 
ment 10' for ave. of 1 year DOH-projected $95. 

b. Family/ Outpatient $53.00 if Medicaid 
Siqnific- 20' Same as above Sallie as above Professional 50' 3-6 sessions eliqible 
ant otherll Counsellinq 

II I. AIDS Ex~rt opinion. Outpatient $53.00 if Medicaid 
Patients limited DMH pro- Same as above Professional 20' 10 sessions eligible 
(CDC 0.- 91'am experience Counselling 
finition 40' and I'evi_ of very 

limited literature Outpatient Weekly lIupport 
a. AIDS Peer Support- 60' group lIesllions - None 
Patient Counselling 6 .anths 
(indivi-
dual) Day Treat- S days per week I»IH-$45.oo 

ment 20' for .ve. of 1 year DOH-projected $95. 

b. Family/ outpatient $53.00 if Medicaid 

Si9nifi - 20' S .... as above Same as above profellllional 50' 6 lIellllionll eli9ible 

ant otherll Counllellinq 

NEW YORK CITY AIDS TASK FORGE 



TARGET 
POPULATION 

AIDS AND 

HIV 

POSITIVE 

ESTIMATED I IN 

CHILD POPULATIONS - (FAMILY/NETWOP~ INTEPVENTJONS) 
F.STIMATED , OF POPULATION IN NEFD TO SPFCIFIC MENTAL HEALTH SERVICES 

SOUPCE/MF.THODOLOGY LIMITATIONS TYPE OF , OF POP. INST PROJECTF.D FPFOUFNCY/ 
NEED OF SEItVICES FOil ESTIMATE REGAPIlING SEPVICF NFF.D IIF-OUIIIING DUPATION OF SFRVICE 

ESTIMATE THIS TYPE OF 
SFRVICE 

Profeaalonal 
Family 
Counaelling 

SOl of ChUdren Projectione from Very little (with parent 
and li.ited literature data or parenta 501 6-8 •••• ion. 

501 of Parent. revi_ or other 
and relative 

1001 of Fo.ter aerving aa 
HolM Agencie. parent) 

Coneultation 
to Congre-
qate care 501 Continuous 2 ti •• 
foater homea per .anth 
foater 
parenta 

Consultation 
to thera-
peutic nur- 501 6 IIIOnth.-l year 
eeriea for 5 ti_. per week 
foater 
children and 
children in 
family 
aituationa 

AVEPAGE ItEIM-
BURSEMENT PER 
UNIT OF SERVICE 

$53.00 per 
vieit if 
M.dicaid 
eligible 

None 

None 

HO'I'E. lIA'ftJItE OF 'I'fI!; IMPACT PEGAItDING ClfILDItP.N 
DIFPEItS 81GMIFlCANrLY ~N WITH ADULTS. 
WITIf ItUPI!lC'l' '1'0 FAMILIES. OnEN. HOI' ONLY 
18. TIlE ClfILD APFr:c'I"ED. BUT MOST FItEQUENTLY 
ONZ Olt BOI'If PIUtarrs HAVB AIDS Olt AItE HIV 
POSITIVE. 

N~WJORK CITY AIDS TASK FORCE 



Needs Assessment Report: Appendix 2 

SPARes UTILIZATION DATA 

0 Table 1: Utilization By Auspices and Type of Days 

0 Table 2: Discharges By Auspices and Payor 

0 Table 3: Discharges By Auspices and Age 
By Borough of Hospital Location 

0 Table 4: Utilization By Auspices and Type of Days 
By Borough of Hospital and Payor 

0 Table 5: Discharges By Auspices and Patient Origin 
By Borough of Hospital 

April 18, 1989 
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TABL.E i 

.... 
~ 
C') 

l'nll UIIU1AIHlN fry AUSI·IU. MID IYlt. 01 /)(,),1: 

FOR [IOROUGI·I OF FAe ILl lY 
(SOtrnCE: SPARCS 1987, 

I ICERTIFIEDI I 
IDISCHARG-I ACUTE ICERTIFIEDI TOTAL 
I ES 1 DAYS IALe DAYS I DAYS 

I b 10 1IIL11iSDIW. lie, m'Ll·; .!'. j 9HU 10 

I 
I 

ALOS I 
I 

BOROllGU I AUSP I Cf I I 
---------------+---------------1 I 
HANUATTAN IUIIC I 20531 421-'-'1 88321 530341 25.81 

1---------------+---------+---------+---------+--------+------1 
IVOLUNfARIES I 75551 1235221 46801140549118.61 
1---------------+---------+---------+---------+--------+------1 
IPROPRIElARY' I 61 361 01 361 6.01 
1---------------+---------+---------+---------+--------+------1 
nOTAL I %141 1657051 135121 1936191 20.1 I 

---------------+---------------+---------+---------+---------+--------+------1 
BRoon YN I AUSPICE I I I I I I 

1············_··_ .. -·· .. -1 I I I I I 
I UIll: I 138'/1 233771 33611 278391 20. I I 
1---------------+---------+---------+---------+--------+------1 
IVOLUNTARIES I 15601 308441 31101 335981 21.51 
1---------------+---------+---------+---------+--------+------1 
I PROPRIETARY I 21 311 01 31 I 15.51 
1---------------+---------+---------+---------+--------+------1 
I SlATE 1 481 01 01 6701 14.01 
1---------------+---------+---------+---------+--------+------1 
I TOTAL I 29971 542521 6471 I 621381 20.71 

---------------+---------------+----~----+---------+---------+--------+------1 
BRONX I AUSPICE I I I I I I 

1························_····1 I I I I I 
111HC I 13451 254451 47381 316341 23.51 
1---------------+---------+---------+---------+--------+------1 
I VOLUNTARIES I 1821 I 225001 12MI 236341 13.01 
1---------------+---------+---------+---------+--------+------1 
I PROPRIETARY I 81 571 21 591 7.41 
1---------------+---------+---------+---------+--------+------1 
nOTAL 1 3t HI 480821 60061 553271 f7. 41 

---------------+---------------+---------t---------+---------+--------+------1 
I QUEENS I AllSPICE I I I I I I 
I 1-··-.. -·· .. · .. · .. ··--·-----·1 I I I I I 
I Ilmc I 5901 99171 22301 12841 I 21.81 
I 1---------------+---------+---------+---------+--------+------1 
I IVOL.UNTARIES I 6521 134391 10231 145841 22.41 
I 1---------------+---------+---------+---------+--------+------1 
I I PROPRIETARY I 281 391 I 01 391 I 14.01 
I 1---------------+---------+---------+---------+--------+------1 
I 1l00AL 1 12701 237471 . 32531 278161 2' .91 

(CONTINUED) 

ACUTE AND ALC DAYS ARE CERTIFIED 
TOTAL DAYS IS FRO" DATE OF ADHISSION 10 DATE OF DISCHARGE. 

PREPARED BY THE OFFICE OF PL.ANNING SERVICES 
NEW YORK CITY HEALTH AND HOSPllALS CORPORAlION 

270CT88 



i?lI,' I.', I (. I I lUI,: .I' IIi. Y. 1J1. lullLl,: 

TABL~ 1. {CoYlh.,uect ) 
UIHL'AIIllII IIi AUSt'JLI . AlII) IYI'L 1/1 l)(ltS 

101, I: OfWUG 1·1 OF F,'1CHII Y 
(SOURCE: SPARes 19B/) 

... .... 
~ 

I I Crf.:nFI[»1 I I 
IDISCHARG-I ACUTE ICERTIFIEDI TOTAL I 
I IS I DAYS IALC »AYS I »AYS I ALOS I 
.---------1---------+- --·------t--------+------1 

[lOROUGII I AUS/, I CE I I I 
-------------- -+---------------1 I I 
SlATEN ISLAND IVlILlJNTAf.:IES I 2301 49421 1111 49941 21.71 

1---------------+---------+---------+---------+--------+------1 
IPROPRIETARY I 41 671 01 67116.91 
1---------------+---------+---------+---------+--------+------1 
1T0TAl I 2341 49091 1111 59511 21.61 

---------------+---------------+---------+---------+---------+--------+------1 
NEW YORK CITY IAUSPICE I I I 1 1 1 

1 I I I I I 
IUfe I 53751 100B861 191611 12534BI 23.31 
---------------+---------+---------+---------+--------+------1 
VOLUNTARIES I l1B1BI 1952271 101901 2173491 IB.4I, 
---------------+---------+---------+---------+--------+------1 
PROPRIETARY I 4BI 5821 21 5841 12.21 
---------------+---------+---------+---------+--------+------1 
HAlE 1 491 01 01 6701 14.01 
------------ - --+---------+---------+---------+--------+------1 
TOTAL I t'7289 I 2966951 293531 3439511 19.91 

ACUTE AND ALC DAYS ARE CERTIFIED 
TOTAL DAYS IS FROH DATE OF ADHISSION TO DATE OF DISCHARGE. 

PREPARED (ly THE OFfiCE OF PLANNING SERVICES 
NEW YORK CITY IIEALTH AND HOSPITALS CORr'ORATION 

270Cl99 

) , •. 1, I ';"; iI 

,. T .... •· · .. • ·· · fo ,,,,,,, ' •• I" ,.,t., -'" " ',f" ,.U· f '. /', , '.un-, r',', I" nr' .,-,..",.'1"' '"'"1 1 nn" 
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TABLI.~Z. 
19£rl DISCHAk&ES ~Y AUSPiCE ANb PAYlIR 

FOR [IOROUGH OF FAe [U TY 
(SOURCE: SPARCS 1997) 

16: 10 f HUI(SIJAY, lie HillER 21, 19UfI 

I F'RIHARY PAYOR I 
1----------------------------------------------------------------------------------- -----------1 
I I I I DLUE-CROSS AND I I 
I HEDICAID I HEDICARE I SEL.F-·F'AY I COHH. lOWER I 
1------------------+---------- --------+------ - -----------+------------------+----------------- -1 
I DISCH··· I COL. I ROW I DISCH··I COL.. I ROW I DISCH-I COL.. I ROW I DISCH-I COL. I ROW I DISCH-I COL.. I ROW I 
IARGES IPCT . IPCT. IARGES IPCT. IPCT. IARGES fPCT. IPCT. IARGES IPCT. IPCT. IARGES IPCT. IPCT. I 

-------------------------------+------+-----+-----+------+-----.-----+------+-----+-----+------+-----~-----+------+-----+-----1 
ItOROUGH IAUSPICE I I I I I I I I I I I I I I I I 
·· .. _-_ .. _···_···_····_----... -· __ ··-·_---_··· __ ·· .. --·1 I I I I I I I I I I I I I I I 
HANHATTAN IHHC I 16161 381 791 331 141 21 tt41 171 61 1611 41 81 1291 431 61 

I 1---------------+------+-----+----- +------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I VOLUNTARIES I 25871 621 341 2001 861 31 5391 831 71 40t61 961 5JI t721 57.1 21 
I---~-----------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I PROPRIETARY I 11 01 171 .1 .1 .1 .1 .1 .1 51 01 8JI .1 1.1 .1 
1---------------+------+----- +-----+------+-- - - -+-----+----- -+-----+-----+------+-----+-----+------+-----+-----I 
I TOTAL I 42041 tOOl 441 2331 tOOl 21 6531 1001 71 4t821 tOOl 431 3et I tOOl JI 

---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
ItROOKLYN I AUSPICE I I I I I I I I I I I I I I I I 

1---------------1 I I I I I I I I I I I I I I I 
IHHC I 10041 5t I 721 t51 231 t I t541 401 tt I 961 2JI 71 tt81 691 91 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I VOLUNTARIES I 9221 4'71 591 471 7t I 31 2251 581 t41 3t31 741 201 531 Jt I 31 . 
1---------------+------+-----+-----+------+-----+-----+------+- ----+-----+------+-----+-----+------+-----+-----I 
I PROPRIETARY I .1 .1 .1 tJ 21 501 tI 01 501 .1 .1 .1 .1 .1 .1 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I STATE I 271 tl561 JI 51 61 51 tl tOI t31 JI271 .1 .1 .1 
I---------------+------+-----+-----+------+-----+---~-+------+-----+-----+------+-----+-----+------+-----+-----I 
I TOTAL I t9531 tOOl 651 661 tOOl 21 3851 tOOl tJI 4221 tOOl t41 t7tl tOOl 61 

---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------ +- ----+-----1 
BRONX I AUSPICE I I I I I I I I I I I I I I I I 

1·_···-------------1 I I I I I I I I I I I I I I I 
IHHC I tt431 491 851 211 251 21 JJI ttl 21 1421 J61 tt I 61 tOI 01 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+- -----+-----+-----+------+----- +-----I 
I VOLUNTARIES I' tt871 51 I 651 641 751 41 2721 991 t51 2441 631 131 541 901 31 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I PROPRIETARY I 21 01 251 .1.1 .1 21 tl 251 41 tl 501 .1 .1 .1 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I TOTAL I 23321 tOOl 731 951 tOOl JI 3071 tOOl 101 3901 teOI t21 601 tOOl 21 

--- ------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
I QUEENS I AUSP I CE I I I I I I I I I I I I I I I I 
I 1---------------1 I I I I I I I I I I I I I I I 
I IHHe I 4331 641 731 291 501 51 81 91 t I 671 2t I tt I 531 701 91 
I 1---------------+------+----- +-----+------+-- ---+-----+-- ----+-----+-----+- -----+-----+-----+------+-----+- - - --I 
I I VOLUNTARIES I 24t I J61 J71 291 591 41 771 9t I t21 2221 71 I J41 2JI JOI 41 
I 1---------------+------+--- --+-----+---- --+-----+-----+- -----+-----+- --- -+------+-----+-----+------+-----+--- --I 
I I PROPRIETARY I 41 tl t41 .1 .1 .1 .1 .1 .1 241 81861 .1 .1 .1 

(CONTINUED) 

PREPARED BY THE OFF'ICE OF PLANNING SERVICES 
NEW YORk CITY HEALTH AND HOSPITALS CORPORATION 

270C1'98 . 



..... ... 
(Q 

TA13~ 2- (Ctm4ii\~ ) 
190., IIlSCII/II\(,[S f.'V IIlJSI'I.CI ANIl I'I\YO~ 

FOF: [1(lI\OllGI~ OF FACILITY 
(SOURCE: SPARCS 1981) 

1 b 10 lIlIll<."IIAY, lit.: I lII.lI.R U. 19t1U 

HUHARY PAYOR I 
-----------~-----~-----------------I 
~LUE-CROSS AND I I 

I MEDICAID I MEDICARE I SELF---PAY I (;OHH. f OWEr;: I 
1------------------+------------------+------------------+------------------+------------------1 
IDISCH-leoL. I ROW IDrSCH-ICOl.. I ROW IDtSCH--ICOl.. I ROW IDISCH-leOL. I ROW IDISCH·-·ICOL. I ROW I 
IARGES IPCT. IPCT. IARGES IPCT. IPCT. IARGES IPCT. IPCT. IARGES IPCT. IPCT~ IARGES IPCT. IPCT. I 

-------------------------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
ltOROllGH I TOTAL I I I I I I I I I I I I I I I I 
--------_·_·_-_·_·_------1 I I I I I I I I I I I I I I I I 
QlIEENS I I 679110(H 531 5811001 51 9511001 71 31311001 251 7611001 61 
---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
STATEN ISLAND IAUSPICE I I I I I ' I I I I I I I I I I I 

1------·_---_··_--------1 I I I I I I I I I I I I I I I 
I VOLUNTARIES I 11411001 501 1011001 41 1411001 61 681 941 301 2411001 If) I 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I f'ROPR I ET ARY I • I • I • I . I • I . I . I . I • I 41 61 100 I • I . I . I 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
ITOTAL I 11411001 491 1011001 41 1411001 61 7211001 311 2411001 101 

---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
NEW YORK CITY I AUSPICE I I I I I I I I I I I I I I I I 

(CONTINUED) 

1--------------------1 I I I I I I I I I I I I I I I 
IHHC I 41961 451 781 991 221 21 3091 211 61 4661 91 91 3061 4BI 61 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I VOLUNTARIES I 50511 541 431 3501 771 31 11271 781 101 48631 901 411 3261 521 31 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I PROPRIETARY I 71 01 151 11 01 21 31 01 61 371 II 771 .1 .1 .1 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
ISTATE I 271 01 561 31 11 61 51 01 191 131 01 271 .1 .1 .1 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
ITOTAL I 92811 1001 541 4521 1001 31 14441 1001 81 53791 1001 311 6321 1001 41 

F'REF'ARED BY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH AND HOSPITALS CORPORATION 

270CT88 

"""~1 " ... , ... ""'''''''IA,',r'r'' '' ", 'I '-'I'."""'" "",,', , ' .ft. '" ,',"" " ,f\ 1' , .. U··, .. ,\ .... V nrl'f\f,,"r· ., .. , ,onn 
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,',IU,' III SCllflln;lS I.IY fllJ~~ I'lCE (IN/) '·I'lYJ.m 
FOR JIOROlJ(;I-1 OF FACILIlY 

(SOURCE: SPARes 1981) 

,(, . I () JlIUI,SIlM. llC 10111 R :U. 190U 

I PRIHARY PAYOR I I 
1------------------1 I 
I HISSING I TOTAL I 
1------------------+------------------1 
IDISCH-ICOL. I ROW IDISCH-ICOl. I ROW I 

I IARGES IPCT. IPCT. IARGES IPCT. IPCT. I 
1-------------------------------·------·-----·-----·------.-----.-----1 
IIcOROlJ&H IAUSPICE I I I I I I I 
I ---··-------------.-----------··------·---·---1 I I 1 1 I I 
HANHATTAN IHHC 1.1.1.1 20531 21 I 1001 

1---------------·------·-----·-----·------·-----·-----I 
I VOLUNTARIES I 4t 1 tOOl t I 75551 791 1001 
1---------------·------·-----·-----·------·-----·-----1 
I PROPRIETARY I .1 .1 .1 61 91 1901 
1---------------·------·-----·-----·------·-----+-----I 
I TOTAL I 411 1001 01 96t41 1001 1091 

---------------.---------------.------.-~---.-----.------·-----·-----1 
BROOKLYN I AUSPICE I I I I I 1 I 

1---------------1 I I I I I I 
IHHC 1.1.1.1 13971 461 1901 
I - - ------- ---.-----. - ------- -- •. -- --.-. - -- - -- --. -- --·-·· .. ·· .. ·--·-····-.-·-·---1 
I VOLUNTARIES I .1 .1 .1 t5601 521 1001 
1---------------·------+-----+-----+------+-----·-----I 
IPROPRIETARY I .1 .1 .1 21 01 1001 
1---------------+------+-----+-----+------+-----+-----I 
ISTATE 1.1.1.1 491 21 1001 
1---------------+------·-----+-----+------+-----+-----I 
nOTAL 1.1.1.1 29971 1901 t901 

---------------+---------------+------+-----.-----.------·-----+-----1 
I BRONX I AUSPICE I 1 I I I I I 
I I --------------- I I I I 1 1 I 
I I HHC I. I • I • I 1345 I 421 100 I 
I 1---------------+------.-----+-----.------+-----+-----I 
I I VOLUNTARIES I .1 • I • I 1921 I 571 1001 
I 1---------------+------+-----+-----+------+-----+-----1 
I I PROPRIETARY I • I .1 .1 81 01 1001 
I 1---------------+------+-----+-----+------+-----+-----I 
I nOTAL I. I .1 .1 31741 1091 tOOl 
1---------------+---------------+------·-----+-----+------+-----+-----1 
1 QUEENS 1 AUSPICE I I 1 I 1 1 1 
1 1·-·-·-·-·--··-·--·-·-----· I 1 1 1 1 I I 
1 I HHC I. I • 1 • 1 5901 461 1001 
I 1---------------+------+-----+-----+------+-----+-----1 
I I VOLUNTARIES I 601 tOOl 91 6521 5t I 1001 
I 1---------------+------+-----+-----+------.-----+-----I 
I I PROPRIETARY 1 . I • I • I 281 21 tOOl 

(CONTINUED) 

PREPARED BY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEAL TH AND HOSP IT AL.l" CORPORA TI ON 

270CT88 

I 



lA~lf: 2. (con }il'lLU'c;( ) 

...... 
N ... 

",I:J .1 ,,, :U,,,,,:I,,:' II( flU,'.'I ' Jlt ,\I'll 111'1.1'( 

FlW IcormUl.H OF I' tIt.: I L I '" 
(SOU~CE SPARes 1907) 

1 i' I' .' 1111 11-: ,lit'! 1. 'It. I '-' 11/ I,: 

I PRIMARY PAYOR I I 
1------------------1 I 
I MISSING I TOTAL I 
1------------------+------------------1 
IDISCH-ICOL. I ROW IDISCH-ICOl. I ROW I 
I AR(;E:S weT. I F'CT. I ARGES I PCT. IF'eT. I 

-------------------------------+------+-----+-----+------+-----+-----1 
IIOROIJGH nOTAL I I I I I I I 
-------------------------1 I I I I I I I 
QUEENS I I 60 I I 00 I 5 I I no I 100 I 1 00 I 
---------------+---------------+------+-----+-----+------+-----+-----1 
SlATEN ISLAND IAUSPICE I I I I I I I 

1------------------------1 I I I I I I 
I VOLUNTARIES I .1 .1 .1 2301 991 1001 
1---------------+------+-----+-----+------+-----+-----I 
I f'ROPR I ET ARY I . I . I • I 41 21 1 00 I 
1---------------+------+-----+-----+------+-----+-----I 
nOTAl. 1.1.1.1 234110011001 

---------------+---------------+------+-----+-----+------+-----+-----1 
NEW YORK CITY IAUSPICE I I I I I I I 

1---------------------1 I I I I I I 
IHHe 1.1.1.153751 311 1001 
1---------------+------+-----+-----+------+-----+-----I 
IVOUINTArUES I 1011 1001 11 118191 691 1001 
1---------------+------+-----+-----+------+-----+-----I 
I PROPRIETARY I .1 .1 .1 491 01 1001 
1---------------+------+-----+-----+------+-----+-----I 
I STATE 1.1.1.1 491 011001 
1---------------+------+-----+-----+------+-----+-----I 
nOTAL I u>t I 1001 11 172891 tOOl 1001 

PREPARED (lY THE OfFICE OF PLANNING SERVICES 
NEW YORK CHY HEALTH AND HOSPITALS CORPORAlION 

270CT9B 

'l, l":"T:J d 

< ... ,0. '"' • IT -" "' ..• ." .. I' .~ •• I ,- ' I'" " . ' .,' "T ,:, Tllllr· ... ""'v nr'1-nnrr:' ' "I'" 4; t:.'lO'] n 



.... 
N 
N 

''''ftl 

,A"BLLZ .3 
b J ~'LlIAI"(.rS flY AlIS/" U ANI) AI.f . 

For;: l:OROI.IGH OF FAe I U I)' 
(SOI/RCF: Sf'AP':S , 90-') 

I II I() IIIUf~SI)(IY. lit "'IIH' .11. , "'nu 

I I M.E 
I I 
I ILl 13 I 13 TO 18 I 19 TO 24 I 25 TO 34 I 3~) f (I 44 
I 1------------------+------------------+------------------+------------------+--------... -- .-
I IDISCH-ICffi .. I ROW IDISCH-ICOL. I ROW IDISCH-ICOL. I ROW IDISCH-leOL. I ROW IDISCH-ICOL. 1 ROW 
I IARGES IF'cr. (F'el. I."IR(;ES IPCl. IF'eT. IARGES IPCl. IF'CT. It"lRGES IF'eT. IF'CT. IARGES IPCT. IPel. 
1-------------------------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+----~+------+-----+-----
IIIORotlGH I AllSPICE I I I I I I I I I I I I I I I 
1------·_------_ .. _---------+--------------------1 I I I I I I I I I I I I I I 
I1ANHAHAN IHHC I 91 I 301 41 31 151 01 931 291 41 8171 231 401 7851 211 3B 

I---------------+------t-----+-----+-!--·-+-·----+-----+------+-----+-----+------+-----+-----+------+-----+-----
IVOUINl'ARIES I 1471 621 21 1'71 951 01 2041 711 31 27201 771 361 29661 791 39 
1---------------+------+-----+-----+------+-----+-----+------t-----+-----t------+-----+-----+------+-----+-----
IPROPRIETARY I .1 .1 .1 .1 .1 .1 .1 .1 .1 II 01 171 31 01 50 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----
IlOTAL I 2381 1001 21 201 1001 01 2871 1001 31 35381 1001 371 37541 1001 391 

---------------+---------------+------+-----+-----+------t-----+-----+------+-----+-----+------t-----+-----+------+-----+-----1 
flfWOKLYN IAUSPICE I I I I 

I .-.-.. - .-.. -._.- .-, -.. - .-..... -.-- I I I I 
IHHC I 1991 401 01 71 591 II 851 521 61 5601 451 411 5251 521 301 
I---------------+------+-----+-----t------+-----+-----t------+-----+-----t------t-----t-----+------t-----t-----I 
I VOLUNTARIES I 1351 501 91 71 501 01 701 481 51 6871 541 441 4791 471 311 
I---------------t------t-----+-----+------+-----+-----+------+-----+-----+------t-----+-----+------+-----+-----I 
I PROPRIETARY I .1 ,I .1 .1 .1 .1 .1 .1 .1 .1 .1 .1 II 01 501 
I---------------+------t-----+-----+------t-----+-----+------+-----+-----t------t-----t-----+------+-----+-----I 
I STATE I 271 101 561 .1 .1 .1 II 11 21 91 11 191 51 01 101 
I---------------+------+-----t-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----t-----I 
nOTAL I 271 I 1001 91 141 1001 01 1641 1001 51 12641 1001 421 10191 1001 341 

---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
IIRONX I AlISP I CE I I I I I I I I I I I 1 I I I I 

1------------·---1 I I I I I I I I I I I I I I I 
IHHC I 791 III 61 11 101 01 1301 691 1015161 4913914911521 371 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I VOLUNTARIES I 6321 991 351 91 901 01 571 301 ~H 5411 511 301 4541 481 251 
1-------- -----t------+-----+-----+------t-----~-----+------+-----t-----+------+-----t-----+------+-----+-----I . 
I PROPRIETARY I .1 .1 .1 .1 .1 .1 II 11 131 31 01 381 11 01 131 
I---------------+------t-----+-----+--~---+-----+-----+------t-----+-----+------t-----+-----+---~--t-----t-----I 
I TOTAL I 7111 1001 221 101 1001 01 1881 1001 61 10601 1001 331 9461 1001 301 

---------------+---------------+------+-----+-----+------+-----t-----t------t-----+-----+------t-----+-----+------+-----+-----1 
QUHNS . IAUSPICE I I I I I I I I I I I I I I I I 

(CON1'JNUF.:D) 

1------·_· __ ·_·-----1 . I I I I 1 I I I I 1 I I I I I 
IHHC I l81 531 61 21 101 01 341 581 61 2471 481 421 2021 HI 34! 
I---------------+------+-----t-----+------+-----+-----+------+-----t-----t------+---~-t-----t------+-----t-----I 
I VOLUNTARIES I 341 471 51 191 901 31 251 421 41 2681 521 411 2101 491 321 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
IF'ROPRIETARY I .1 .1 .1 .1 .1 .1 .1 .1 .1 41 tJ 141 151 41541 

PREPARED BY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH AND HOSF'ITALS CORPORATION 

270elOO 



TABLE 3 «(Cn1hl)u~ ) 
19£11 : III ~:CIIAI'I.1S /ll' AlISI'Jel. ANI> A('1.. 

/='OR [IOROll(; 1-1 OF F Ae lUI Y 
(SOURCE: SPARCS t987) 

I It : 1 () II II JI,:SJ)AY , (Ie I 01 I !f< U, I '.'!Ill 

Ar.E I 
··· · ·1 

I LT t 3 I 13 TO HI I t 9 TO 24 I 25 10 34 I 35 fO 44 I 
1------------------+------------------+------------------.------------------+------------------1 
IDISCH-ICOL. I ROW IDISCH-ICOL. I ROW IDISCH-leOl. I ROW IDISCH-ICOL. 1 ROW IDISCH-leOL. I ROW I 
IARGES IPCT. IPel. IARGES IF'Cl. IPCl. IARGe:s IPCl. IPeI'. IARGES IPCT. IPCT. IARGES IPCl. IF'el. I 

-------------------------------t------t-----+-----+------f-----f-----t------t-----f-----.------t-----t-----.------.-----.-----1 
BOROUGH I TOTAL I I I I I I I I I I I I I I I I 
-------------------1 I I I I I I I I I I I I I I I I 
QUEENS I I 721 H)OI ',1 211 1001 21 591 1001 51 5t91 1991 411 4271 1001 341 
---------------.---------------t------t-----+-----.------f-----.-----.------.-----.-----f------t-----t-----t------t-----t-----I 
STATEN ISLAND I AllSPICE I I I I I I I I I I I 1 I I I I 

1---------------1 I I I I I I I I I I I I I I I 
I VOLUNTARIES I 131 1901 61 .1 .1 .1 91 1901 41 1941 991 451 721 971 3t I 
I---------------t------t-----t-----.------t-----.-----.------t-----.-----.------t-----t---~-t------+-----+-----I 
I PROPRIETARY I .1 .1 .1 .1 .1 .1 .1 .1 .1 II 11251 21 31 501 
I---------------t------.-----.-----+------+-----+-----.------+-----+-----+------.-----.-----.------.-----+-----I 
!TOTAL I 1311001 61 .1 .1 .1 91 tool 41 IG511G91 451 7411001 321 

---------------.---------------.------.-----.-----.------.-----.-----.------.-----.-----.------.-----+-----.------·-----·-----1 
NEW YORK CITY I AUSPICE I I I I I I I I I I I I I I I I 

1-·--------------1 I I I I I I I I I I I I I I I 
IHHC I 3171 241 61 131 201 01 3321 471 61 21481 331 40120031 321 371 
I---------------.------t-----.-----.------.-----.-----t------.-----.-----+------t-----+-----.------t-----t-----I 
I VOLUNTARIES I 96tl 741 81 521 801 GI 3731 531 31 43201 671 371 41811 671 351 
I---------------t------.-----.-----.------+-----+-----.------.-----.-----t------.-----.-----+------.-----+-----I 
IF'ROPRIETARY I .1 .1 .1 .1 .1 .1 tJ 01 21 91 el 191 221 91 461 
I---------------t------.-----.-----t------+-----t-----t------t-----.-----+------t-----t-----+------+-----+-----I 
I STATE I 271 21 561 .1 .1 .1 11 el 21 91 01 191 51 01 tGI 
1---------------+------·-----+-----+------+-----+-----.------+-----.-----+------+-----+-----+------.-----.-----I 
I TOTAL I t3051 1001 91 651 1001 91 7071 IGGI 41 64861 tOel l81 62111 IOGI 361 .... -------------------------------------------------------------------------------------------------------------------------------------N 

c-.:l (CONTINUED) 

F'REPARED DY THE OfFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH AND HOSPITALS CORPORATION 

270CT88 

,,.. "H Ir", t .... ~ # H ",...,. 'u','-r. ", .. , • n"'n -, 



19ft " I)JSCIIAJ«(.rs llY AUSI·lel. ANI) AGE 
F(II~ [lOROI.I(;11 OF FAC I U lY 

(SOURCE: SPAReS 1987) 

1(,10 IIl1mSI)AY. Oe101IU·: ;:!,', 19HU 

I AGE I I 
1·-------------------------------------1 I 
I 45 TO 64 I 65 AND OVER I TOTAL I 
1------------------+------------------+------------------I 
IDISCH-ICOL. I ROW IDISCH-ICOl. I ROW IDISCH-ICOL. I ROW I 

I IARGES IPCT. IPCT. IARGES IPCT. IPcr. IARGES IPCT. IPCT. I 
1-------------------------------+------+-----+-----+------+-----+-----+------+-----+-----1 
IltOROUGH IAUSF'ICE I I I I I I I I IJ I 
1---------------+---------------1 I / I / I I I I I 
I MANHATTAN IHHC I 2711 "d 13/ 31 51 91 29531 2t I t991 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I I VOLUNTARIES I 14401 04/ t91 611 951 t I 75551 791 t991 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I IPROPRIElARY I 21 01 3~H ./ .1 .1 61 91 t991 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I nOfAL I t7131 t901 101 641 t091 tl 96t41 t991 t091 
1---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 

[cROOKLYN IAUSPICE I I I I 1 I I I I I 
1------------------------1 I I I I I I I I I 
I HHC I 921 351 11 tit 31 91 t 3871 461 t 991 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I VOLUNTARIES I t691 641 ttl 51 631 01 t5691 521 t991 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
IPROPRIETARY I .1 .1 .1 tl t31 591 21 el te91 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
ISTATf I 51 21 t91 t I t31 21 481 21 teel 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
!TOTAL I 2661 tOOl 91 81 1001 01 29971 teel ,e91 

---------------+---------------+------+-----+-----+------+-----+-~---+------+-----+-----I 
I BRONX I AUSP I Cf 1 I I I I I I I I I 
I 1-------·---·-··-·-··-·-1 I I I I I I I I I 
I IHHC I t261 51 I 91 21 291 91 t3451 421 t991 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I IVOLUNlAR1ES I t291 481 71 91 801 91 t82t 1 571 tgel 
I I---------------+------+-----+-----+------+---~-+-----+------+-----+-----1 
I 1 PROPRIETARY I 31 I I 381 .1 .1 .1 81 el tgel 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
1 !TOTAL 1 2491 t991 81 t91 t991 91 3t741 t991 teel 
1---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I QUEENS I AUSPICE I 1 I I I I I I I I 
I 1---------------------1 I I I I I I I I 1 
1 . 1 HHC I 671 421 ttl • I . I • 1 5ge I 461 tee I 
I 1---------------+------+-----+-----+------+-----+-----+------+----~+-----I 
I IVOLUNTARIES I 831 521 t31 t31 t991 21 6521 5t I tgel 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I I PROPRIETARY I 91 61 321 .1 .1 .1 281 21 tee I 

(COHTI HUED) 

F'REF'ARED ItY THE OFFICE OF PLANNING SERVICES 
NEW YORI< CITY HEALTH AND UOSF'ITALS CORPORATION 

210CT88 
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19ft,' 

TItf;t£ 3 (Cm1linud) 
~~------~~Wili~VI~~~~~--~----1)1 SCllflliGtS I.IY AUSf' 1 cr ANI> I\(,t I b : I Ollllll<SllAY, UtllHI!J, U, 1980 If 

FOr< IIOROU(;H or FAG IL IlY 
(SOURCE: SPARCS 1997) 

I AGE I I 
1-------------------------------------1 I 
I 45 TO 64 I 65 AND OVER I TOTAL I 
1------------------+------------------+------------------I 
IDISCH-ICOL. I ROW IDISCH-ICOL. I ROW IDISCH-ICOL. I ROW I 
IARGES IPCT. IF'CT. IARGES IPCT. IPCT. IARGES IPCT. IPCT. I 

-------------------------------+------+-----+-----+------+-----+-----+------+-----+-----1 
1I0ROUGH nOT AL I I I I I I I I I I 
------_··_------1 I I I I I I I I I I 
QUEENS I I I 591 H)O I I 31 I 31 I 00 I I I I 270 I 100 I 100 I 

1---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
STAr:::N ISL.AND IAUSF'ICE I I I I I I I I I I 

1---·······:··_-_··--··1 I I I I I I I I I 
IVOUINTARIES I 291' 971 131 31 1001 I I 2301 981 tOOl 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I PROF'RI E:lARY I I I 31 251 .1 .1 .1 41 21 tOOl 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
nOTAl. I 301 1001 131 31 tOol I I 2341 1001 U)OI 

---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
NEW YORK CITV I AUSF'ICE I I I I I I I I I I 

1·-------------·--1 I I I I I I I I I 
IHHC I 5561 231 101 61 61 01 53151 3t I f991 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
IVOLUNTARIES I 194t I 761 161 991 921 tit t8181 681 t991 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I PROPRIETARY I lSI I I 31 I t I I I 21 481 01 tool 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
ISTATE I 51 01 101 f, I I 21 481 01 f901 
I---------------+------+-----+-----+--~---+-----+-----+------+-----+-----1 
nOTAL I 24111 1001 141 981 1901 f I 112891 f091 f991 

PREF'ARED [tY THE OFFICE or PL.ANNING SERVICES 
NEW YORK CITY HEALTH AND HOSPITALS CORPORATION 

270C188 

cr\n-, "Tf\'· "'Tr,,"'/'.'·" · '·~ ·' ,,\I "'If",""",'· " .. n r'l\ynp 



I ; tl, II I J L J to" t t \ 'I' I .' t ,.\.' .... t J t... . ,tt I... I I I l 

For. lCOROllGl1 or Fo~CILl. 1 rAND r"AHIR • 
(SOURCE : srARCS 1987) 

I tl 1\, .'''.11 .... ,,,,, f ""t, " .. '1', I, • . , I " \.'.' 

I PRIMARY PAYOR I 
I····················· ·················· ············ ··...................................................................... ..... ....... .. ... ..................... ..... .... . ..... ........ ............... , ........ ......... ..... .. ... 1 

I HFI)ICAIr, 1 MEDICARE 1 
I---------------------------------------------t------------------------------·----- .. .. · .. -- - .... -1 
IDISCHARG-I ACUTE ICERTIFIEDI TOTAL I IDISCHARG-I ACUTE ICERTIFIEDI TOTAL 1 1 
I E:S I DAYS IALe DAYS 1 DArS I ALOS I ES I DAYS IALC DAYS I DAYS I AUIS I 

-------------------------------t---------t---------t---------t--------t------t---------t---------t---------t--------1- .. ----1 
(fOROU(;H I AUSP I CE I I I I I I I I 
---------------+---------------1 I I I I I I I 
MANHATTAN IItHC I 16161 335081 81851 437441 27.11 331 7321 631 7951 24.11 

I---------------.---------.---------+---------t--------t------+--- ------t---------.---------.--------t------ I 
I VOLUNTARIES I 25£111 493521 34361 531931 2(L61 2001 33641 3031 40131 20. I I 
1 .. ·---· __ .. ·_-_·_·_-_·-··_·_---·_·_ .... _·····,· .. ·_·--· .... · .. · ........... ~ .... -.... -.- ............. , .......................... , .................................. - ................... -.-- ....... - ... -.. , .... ---.-.-.. -.- .. ·.·---·--·- ........ · .. ·· .... · .. ·· .... ·1 
IF'ROPRIETARY I II 21 01 21 2.01 .1 .1 .1 .1 .1 
I---------------t---------+---------+---------t--------.------+---------t---------t---------.--------t------I 
nOTAL I 42041 828621 116211 96939123.11 2331 4&961 3661 4808120.61 

---------------t---------------.---------.---------t---------t--------t------t---------.---------t---------.--------t------I 
ICROOKL.YN I AllSPICE I I I I I I I I I I I 

1-· .. ·-------_········1 I I I I I I I I I I 
IHHC I 10041 173341 32611 216961 21.61 151 29' I 141 3051 20.31 
I---------------.---------t---------.---------.--------t------t---------.---------.---------t--------.------I 
1 VOLUNTARIES I 9221 176991 23201 192651 20.91 471 8371 451 8821 HI.81 
I---------------.---------.---------.---------t--------.------.---------.---------+---------+--------+------I 
IPROF'R I ET ARY I . I • I . I • I . I I I , 61 () I I 61 1 6 . 0 I 
I---------------+---------+---------t---------+--------t------.---------+---------+---------+--------+------I 
I STATE I 271 01 01 3091 I I .41 31 01 01 671 22.31 
I---------------.---------+---------t---------+--------t------.---------+---------+---------.--------+------1 
nOTAL I 19531 35&331 559tl 4127012t.11 661 1t441 591 t27&1 t9.21 

---------------t---------------.---------.---------+---------.--------.------.---------.---------+---------.----- .. --t------I 
I BRONX IAUSPICE 1 I I 1 I I I I 1 I I 
I 1---------------1 1 1 1 1 I 1 1 I I I 
I IHHC 1 .,431 217421 .,5971 277661 24.31 211 4381 641 5&21 23.91 
I I---------------+---------t---------.---------.--------+------t---------t---------.---------.--------.------I 
I . I VOLUNTARIES I "871 12&321 8691 126921 1&.71 641 9411 101 9421 14.71 
I I---------------.---------+---------.---------t--------.------+---------.---------t---------.--------+------1 
I 1 PROPRIETARY 1 21 181 21 20 I Ie. 0 I . I • I • I . I . I 
I 1---------------+---------.---------+---------+--------.------.---------+---------+---------+--------.------I 
I nOTAL 1 23321 337921 54591 40479117.41 951 13791 741 144411'7.01 
1---------------+---------------+---------+---------+---------.--------+------+---------+---------+---------+--------.------1 
I QUEENS I AUSPICE 1 I 1 I 1 I I I 1 I I 
I 1---------------1 I I I I I I 1 1 I I 
I I HHC I 4331 7520 I I 9051 100321 23.21 291 2991 1 481 4621 I 5.91 
I I---------------t---------.---------+---------+--------+------t---------.---------+---------t--------+------I 
I 1 VOLUNTARIES 1 24t I 54111 9441 64341 26.'71 291 7121 . 721 7941 27.01 

(CONTINUED) 

ACUTE AND AlC DAYS ARE CERTIFIED 
lOS IS FROM DATE OF ADMISSION TO DATE OF DISCHARGE 

PREf'ARED (lY THE OFFICE OF f'LANNING SERVICES 
NEW YORK CITY HEALTH AND HOSf'ITAlS CORPORATION 

210C188 

.. , •. , .... ... ... , . ,.. • ,.,.. ,. t ..... .,,, • .• , ", -. , .. ... . "II . ", -, ""1" .' "'', ., ., .. ... r·· '-\r '-10."\ \.1 ... ", 4 1\ , · •.• t.r·,'"'T\1\ v n .. '1·l'\t".[·, [· " . ., « ("lon I' 



'"lI.ldIIIUN In 1'I11.'1·ILl IHII.t rd'l III 1.0,","" I to I U I HUli.\ "/11, ULI 1.1/11. J.: .' I, IY'ToT l..f--

rOl~ [:0l':01l(;1I OF I M:II. T If tlND r ' ,~jfJ'" 
(SUURCE: SPAReS 1701) 

1 PRIMARY PAYOR 
1.-------------------------.--------------------------------------------------~------.------~--
1 M[J)ICAID I MEIHCARl 
1---------------------------------------------+---------------------------------------------
IDISCHARG-I ACUTE ICERTIfIEDI TOTAL I IDISCHARG-I ACUTE ICERTIFIEDI TOTAL I 
1 ES I DAYS IALe DAYS I DAYS I Atos I fS I DAYS IAL.e DAYS 1 DAYS 1 AUIS 

-------------------------------+------- --t--·-------+---------+--------t- -- ---t---------+---------+---------t------- -t- ·--
[lOROU(;H I AUSP I CE 1 I I I I 
---------------+---------------1 I 1 I I 
QUEENS I PROPRIETARY I 41 4~)1 01 451 11.31 .1 .1 .1 .1 . 

I---------------t---------+---------+---------t--------t------t---------t---------t---------t--------t------
ITOTAL 1 6781 129B21 29491 1"511 I 24.41 5BI 1&&01 2291 12461 21.', 

---------------t---------------t---------+---------+---------t--------t------t---------t---------t---------t--------t------
SlATEN ISLAND IAUSPICE I I I 

1··· .. · .. ···· .. _·· .. ·· __ ·· .. · .. ··1 1 I 
IVOLUNTARIES I It41 25"101 ttll 27121 23.BI 101 1291 &1 1291 t2.9 
I---------------+---------+------ .. --+---------t--------t------t---------t---------t---------t--------+------I 
I f'ROf'R I ET ARY I . I . I . I . I . I . I • I • I . I • I 
1---------------+---------+---------+---------+--------+------+---------t---------+---------+--------t------I 
I TOTAL I II'll 25701 1111 271:'1 23.91 101 1291 &1 1291 12.91 

---------------+---------------+---------t---------+---------t--------t------+---------+---------+---------+--------t------I 
NEW YORK CITY I AlISf' ICE I I I I I I I I I I I 

(CONTINUED) 

1······_-_· ·----····1 I I I I I I I I I I 
IHHC I 41961 901041 179391 103n81 24."1 981 17491 2891 2&641 21.11 
I---------------+---------+---------t---------+--------+------+---------+---------+---------+--------+------I 
I VOLUNTARIES I 5&511 9707&1 7"901 942961 18.71 35&1 59831 4301 67501 19.31 
I---------------+---------+---------+---------t--------t------+---------t---------t---------+--------+------I 
I PROPRIETARY I 71 1..51 21 671 9.61 t I f61 ell'" 1l..01 
1---------------+---------+---------+---------+--------+------t---------+---------t---------t--------t------I 
1 STATE I 271 01 91 309111.41 31 01 el 67122.31 
I---------------+---------+---------t---------+--------+------+---------t---------+---------+--------+------I 
nOTAL I 92911 1672391 256201 19791&1 21.31 4521 77481 7191 80971 19.71 

AClITE AND AL.C DAYS ARE CERlIFIED 
lOS IS FROM DATf: OF ADHISSION TO DATE OF DISCHARGE 

PREPARED [tV THE OFFICE OF PL.ANNING SERVICES 
NEW YORK tHY HEAUH AND HOSPITALS CORPORATION 

270CT90 

. ........... . nJ" I'I\Y" ", """Ir, " "-,." "', .. l"".r r. ""--, 'f",.,,', . '. 



Inri un Ll ZA 1 HlN [ey AtlSf' I [I. AND lVlt. OF I)M S 
t-or~ 1.:Or.:OllGI1 OF FACILJ rY AND PAYOr.: 

(SOURCE: SPARCS 1997) 

I it: 1 () IHlIRSMY, 0[; I II !:If k 2/, 19E1t1 1'1 

I PRIHARY PAYOR I 
1-------------------------------------------------------------------------------------------1 
I sn.F-PAY I BLUE-CROSS AND COHH. I 
1---------------------------------------------+---------------------------------------------1 
IDISCHARG-I ACUTE ICERTIfIEDI TOTAL I IDISCHARG-I ACUTE /CERTIFIEDI TOTAL I I 
/ ES / DMS IALe DAYS I DAYS I ALOS I E:S I DAYS /Aloe DAYS / DAYS I AUIS I 

-------------------------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------1 
(I0ROUGlf I AUSPICE I I I I I I I / / I I 
-.. -.-.-.-..... --.. _ ... -._ ............ _-.--- ... -._._-.-._--/ I I I I I I / / / I 
HANJfAlTAN IHHC / 1141 I 49itJ 151 1514/ 13.31 1611 31551 5011 36571 ~!2. 71 

1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
I VOLUNTARIES I 5391 96921 931 90871 18.31 40161 562131 8011 682301 17.01 
1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
I PROPRIETARY / .1 .1 .1 .1 .1 51 341 01 341 6.81 
1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
/TOTAL I 6531 111£191 1081 11401117.51 41821 594021 13021 719211 17.21 

1---------------+---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------1 
IelWOKLYN I AUSPICE I I I I I I I I I I I 

1--------_·------1 I I I I I I I I I I 
IHHC I IS'll 20671 361 2103113.71 961 12961 501 1346114.01 
1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
IVOloUNTARIES I 2251 4191 I 4381 46821 20.91 3131 74041 2821 7716/ 24.7/ 
/---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
/ PROPRIETARY I 1/ 151 0 I '51 15. E) I • I • I • / • I • I 
/---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------/ 
ISTATE I 51 01 .1 341 6.91 131 01 01 2601 20.01 
1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
/TOTAL / 3851 62731 474/ 68341 17.91 422/ 87001 3321 93221 22.1/ 

--------------~+---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------1 
(IRONX / AUSF'ICE I I I I I I I / / I I 

1· .. --------------1 / 1 / / I I / / / / 
IHHC I 331 2991 01 2891 8.9/ 1421 2993/ 87/ 2994121.11 
/---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
/VOLUNTARIES / 2721 5781/ 3151 61001 22.41 2441 2789/ 72/ 2863/ 11.71 
I---------------+---------+---------+---------+~-------+------+---------+---------+---------+--------+------/ 
I PROPRIETARY I 21 41 01 41 2.01 41 35/ 0/ 351 B.91 
I---------------+---------+---------+~-------~+--------+------+---------+---------+---------+--------+------I 
/TOTAL I 3071 6074/ 3151 6393/ 20.81 3901 5717/ 1591' 59921 IS." 

---------------+---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------1 
QUEENS I AUSPICE / I I 1 / I / I I / I 

I 1---------------/ I I I I I I / / / I 
I /HHe I 81 1341 1191 2111 33.9/ 671 10081 16/ 10641 15.9/ 
I 1---------------+---------+---------+---------+--------+------+---------+---------+~--------+--------+------1 
I /VOLUNTARIES / 771 1300/71 131811'7.1/ 222/ 4558/ 01 4563/20.6/ 

(CONTINUED) 

ACtlTE AND ALC DAYS ARE CERTIFIED 
loOS IS FROH DATE or ADHISSION TO DATE OF DISCHARGE 

F'REPARED BY THE OFFICE OF F'loANNIN(; SERVICES 
NEW YORK CITY HEALTH AND HOSf'IlALS CORPORATION 

270Cl88 

I' 0'. , . ,t \1 r't '. " 



I -,. <J f U'JI.J/.IIIII"" I" JlU .. " Jl.l ttl',,-' tilt. UI ""I .. ~ 

HII~ fCOROu(;'''' OF F AC It J n Am' PAYOR 
(SOURCE: SPARCS 1901) 

I U I', '11"1 · .... - 1"11' • 11 1 ,_' . .... h •• t, • ~ vl. 

I PRIMARY PAYOR I 
I···· .. ········ .. ····· .. ·· .. ····· .. ·· .. ·· .... · ...... · .......... · .......... · ........... ........ : ........... ...................................... ................. ... ..... - .................................. .. ..... ... .. ........................................ ........ ....... .. , ... .......... ... . ... ... ... ... ... ..... , 
I sn.r··PAY ,lIIJJE··CROSS ANI) COI1I1. 1 
�-- ------------------------------- ---------- - -+- .. ---.. -- .. ---- ... ----------------------.... ""--I 
IIHSCHAR(;"·I AcurE I[H:rJFIlDI rorAL 1 I DISCtlAF:G··1 ACUTE ICERlIFlEDI TOIAt I I 
I ES 1 DAYS IALC DAYS I DAYS I ALOS I ES I DAYS IALe DAYS I DAYS I ALOS 1 

....................... - ... .. .. ........................ ---............. - .. + ..... _ ..... .......... +... .. . + .... .. ............ ............. + .................. ......... + ................ .... ~ ... ..... ........ _ .......... + ........ _-_ .... _+ ... -----···-·-·~·-···-·--·· .. -··· .... .... · .. · .. · ...... ··I 
[cOfWu(;U IAUSPICE I I I 1 I I I I I I 1 
.... ···· .. ·· ...... · .. _·· .. _-······ ... · .. _·· .. _---_ .. ··_· __ ·_·_···1 1 I 1 I 1 I I I I 1 
QUEENS IPRor'RIETARY I .1 .1 .1 .1 ,I 241 3461 01 3461 14.41 

1---------------+---------+---------+---------+--------+-----·-+---------+---------+---------+--------... ------1 
(TOTAL I 051 14341 1261 15891 10.11 3131 59121 161 59731 19.11 

--------------- ... ---------------... --------- ... ---------... ---------+--------+------+---------+--------- ... ---------+--------... ------1 
SlATEN ISLAND IAUSPICE I I I I 1 I I 1 1 I I 

I , .... .. , ......... ,-,--.. -... -,--, I I I I I I 1 1 I I 1 
IVOLUNTARIES I 141 3791 01 3"l91 27.11 681 19971 91 10971 1(,.11 
1-- -------------+-- -------+---------+------ - --+--------+----- .... +---------+---------+---------+-------- ... ------1 
1 PROPRIETARY I .1 .1 .1 .1.1 41 671 01 6'7( 16.BI 
1---------------+---------+---------+---------+--------+------... ---------+---------+--------- ... -------- ... ------I 
(TOTAL I 141 3'791 01 379127.11 721 11641 01 116411('.21 

---------------+---------------+---------+---------+---------+-------- ... ------+---------+---------+---------+--------+------1 
INEW YORK CITY IAUSPICE I I I I I I I I I I I 
I 1--··---····----······1 I I 1 I I I I I , 1 
I IHHC I 3091 39961 1701 41771 I~L51 4('('1 83521 6541 90(,1 I 19.41 
, 1---------------+---------+---------+---------+--------+------+---------... ---------+---------+--------+---- .. -J 
I IVOL.UNTARIES I 11271 2BHI 8531 223661 19.81 49631 7206f1 "551 944.',91 17.41 
I I---------------+---------+----~----+---------+--------+------ ... ---------+---- -----... ---------... --------+------I 
I I PROPRIETARY I 31 191 01 191 6.31 3"l( 4921 91 4B21 lJ.()( 
I 1---------------+---------+---------+---------+-------- ... ---- - .. +--- ---- - -+---------+- ---~---- ... -------·-+------I 
I ISTATE I 51 01 01 341 6.BI 131 01 01 2601 20.01 
1 1---------------... ---------+---------+---------+-------- ... ------+---------+---------+--------- ... --------+------ I 
I (TOTAL 1 14441 253481 '0231 265961 '8.41 53"/91 908951 19091942721"" . 51 

(CONTINUED) 

ACliTE AND Al.C DAYS ARE tERrIFIED 
LOS IS FROM DATE OF ADHISSION TO DATE OF DISCUAR(;[ 

PREPARED BY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH AND HOSPITALS CORPORATION 

270C1'BEI 

·f., ... ....... , .. nr" "I\Vr . , 1*\ T .... r', I",·, ,. \I "'''''1,·,1·.''· ,·, .,. " '. nnn 



'.IIJll/ilIIIIN 1.lY IlIl ..... ILI n 1·/1 , Irl" '" lUll.' 
,: Ol~ lClJh'OUGII OF FAr: 1.1. r r r A"'11 r:'~'l'or, 

(SOURCE : SPARes 199/) 

I PkIHARY PAYOR 

,.~. 1 () I tllIl·:.' lIllY I HI. I 1.1/11 ,.: .' (. I ~'~IU 

I ·· ... .. , .. , .. , .. , .................................................................................. : ................. .................................... ...... .................................... ............... ............. c ..•.•..•..•.•..•..•. .•..•..•..•..••. ····1 
I OHlER I HISSING I 
1---------------------------·----------------- .+---------------------------------------------1 
I DISCHARG·· I ACUTE ICFRlIFJEDI TOTAL I I DISCUARG·· I ACUTE ICERTlfIEDI TOTAL I I 
I ES I DAYS IALC DAYS I DAYS I AU)S I ES I DAYS IAL.C DIIys I DArs I ALOS I 

----·--------------------------t---------t---------t---------t--------t------t---------t---------+---------t--------+------1 
If()FWlIGII I AUSPICE I I I I I I I I I 1 1 I 
..................... -............. -.-...... -...... --..... ---" '---'-1 I I I 1 I I 1 1 1 I 
HANIIATTAN IUlle I 1291 32~iltl lt81 33241 25.81 .1 .1 .1 .1 .1 

I---------------t---------+---------+---------+--------+-----·-+---------+---------t---------t--------+------I 
IVOl.UNTARIES 1 1121 I13l,/1 II 461161 27.01 411 5341 461 SEl<->l 14.\1 
1---------------+---------+---------+---------+--------+------+---------+---------t---------+--------t------I 
I PROPR I ET ARY 1 . I . 1 . I • I . I . I • 1 • I • I . I 
1---------------+---------+---------+---------+--------+------+---------+---------+---------t--------+,-----I 
nOTAL 1 391 I 76:'31 691 '/9'/01 :!6.51 411 5341 461 5801 14.11 

---------------t---------------+---------t---------t---------t--------t------+---------t---------+---------+--------+------1 
[IROOkLYN I AUSPICE 1 I I I I I 1 1 I 1 I 

1-·_··_··_··_-_····---1 I I I I I I I 1 1 I 
I HHC 1 1 1 81 23891 91 23891 29.21 • I • 1 • I • 1 • I 
I---------------+---------+---------t---------t--------t------+---------+---------+---------+--------+------I 
IVOL.UNTARIES 1 5317L~1 251 195~H 19.91 .1 .1 .1 .1 .1 
I---------------+---------+---------t---------+--------+------+---------t---------+---------+--------t------
1 PROPRIETARY t .1 .1 .1 .1.1 .1 .1 .1 .1 . 
I---------------t---------t---------t---------+--------t------+---------t---------t---------+-------- t------
I Sf ATE 1 • I • I , I • I . I • I • I . I . 1 . 
I---------------t---------+---------+---------+--------+------+---------+---------+---------+--------+----~-
nOTAL I 1"111 31021 251 34421 20.\1 .1 .1 .1 .1 

---------------t---------------t---------t---------+---------+--------+------+---------+---------+---------+--------+------
(cRONX I AUSP I CE 1 1 I I I I I I 1 I 

1···_ .... _····_·_·_···_·-----1 I I I I I I I I I 
I HHC I 61 831 0 I 831 1 3.81 . I • I • I . 1 • 
I---------------+---------+------~--t---------+--------+------+---------t---------t---------+--------+------
1 VOLUNTARIES I 541 10TII 01 10371 19.21 .1 .1 .1 .• 1 • 
I---------------t---------t---------+---------+--------+------+---------+---------+---------+--------+------
I PROPR I ET ARYl • I • 1 . I . I • I . • I • I • I • I • 
I---------------+---------+---------t---------t--------t------t---------+---------+---------t--------t------
nOTAL I 691 11201 91 1129118.71 .1 .1 .1 .1 

---------------+---------------+---------t---------t---------t--------+------t---------t---------+---------+--------t------I 
QUEENS I AUSPICE 1 I 1 I I I I I I I I 

I 1----··----------1 I I I I 1 I 1 I I I 
I IHHC I 531 9b71 4~'1 19121 19." .I .1 .1 .1 .1 
I I---------------t---------t---------+---------t----~---+------+---------+---------+---------+--------t------I 
I 1 VOLUNTARIES 1 231 4121 91 4121 17.91 601 19401 . 01 19731 17.91 

(CONTINUED) 

AClITE AND ALC DAYS ARE CERTIFIED 
LOS IS FRO" DATE OF ADHISSION TO DATE OF DISCHARGE 

PREPARED DY THE OFneE OF F'LANNING SERVICES 
NEW YORK CITY HEAtTH AND HOSPITALS CORPORATION 

2'7()CT88 

... ,.., .... , ..... ,. "'-"-'''·Tn •• "," 1,III·,'·,,...r'· ", •• " "\"'If' r,,.· hi',\"'" 

I " 

I -, 



19HI In J U ZA 11 ntl flY AUSf' H.I ANI) IYI'( til Ilill S 
I' or~ \10":01.1(;1·1 OF F AI.: II. In I~N[I NlI'OF: 

(SOI.we!':: Sr'AJ;:CS 19ft·,' I 

I PRIHARY PAYOR 

16 10 ",,"·:.\'11"'1', OCllllllfi .U, ,'J,,;, 

I ............................................ ............................ .. ......................................................... ............ .. ......... ..... ......................... ...... ........... .. ......... . . 
I OntER I HISSHU; 
1---------------------------.. -----------------·------------------ .. --- .... ---------------------
IDISCHARG-I A[UTE ICERTIFIEDI TOTAL I IDISCHARG-I ACUTE ICERTIFIEDI TOTAL I 
I ES I DAYS IALe [>AYS I DAYS I ALOS I ES I DAYS IALe DAYS I DAYS I .,\1.0," 

-------_ .. _---------------------+---------+---------+---- -----+--------+------+---------+---------+---------+--------+----- .. 
(fORot,,:;1f I AlISP 1 CE I I 
- --------------+---------------1 I 
QlIEENS I PROPRIETARY I .1 .1 .1 .1.1 .1 .1 .1 .1 . 

1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------
ITOTAL . I 761 13-'91 421 1424118.71 6el 19401 01 10731 t7.91 

I---------------+---------------+~--------+---------.---------+--------+------+---------+---------+---------+--------+------1 
ISTATEN ISLAND I AllSPICE I I I I I I I I I I I 
I 1--···· __ .. _·_-···-·---·--1 I I I I I I I I I I 
I I VOLUNTARIES I 241 6671 01 6671 27.81 .1 .1 .1 .1 .1 
I 1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
I I PROPRIETARY I .1 .1 .1 .1.1 .1 .1 .1 .1 .1 
I 1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------I 
I ITOTAl I 241 6671 01 6671 2'7.91 .1 .1 .1 .1 .1 
1---------------+---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------
INEW YORK CITY I AUSF'ICE I I I I I I I I I I 
I 1-------··----·----1 I I I I I I I I I 
I IHHC I 3061 6(.951 I tOI 68081 22.21 .1 • I .1 .1 . 
I 1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------
I I VOLUNTARIES I 3261 71961 261 78151 24.01 lOll 15741 461 16531 16.4 
I 1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------
I I F'ROPR I ET ARY I . I . I . I • I . I . I • I • I • I • 
I 1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------
I ISTATE I .\ .1 .1 .1.1 .1 .1 .1 .1 . 
I 1---------------+---------+---------+---------+--------+------+---------+---------+---------+--------+------
I ITOTAL I 6321 139911 1361 146231 23.11 leI I 15741 461 16531 16.4 

(CONlINlIED ~ 

AClITE AND ALe DAYS ARE CERTIFIED 
L.OS IS FROI1 DATE OF ADHISSION TO DATE (IF DISCHARGE 

PREPARED lIY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH AND HOSF'IlALS CORf'ORAlION 

270CT90 

I ( 



1'.'/' " ,") , 1111.1 1,'("I liN II, {,IISI'II L ANII I If 'I. pI Iii,,;' 
lOR r:OF:OU(,I-1 OF FAClUn AtJD F'M'OR 

(SOURCE: SPAReS 19B1) 

I,', - II) nllll·::d'II', lIL flI/IH·: .!t, I Y}.IU I B 

I TQ1AL I 
1--,--,-----------------------------------------1 
IDISCHARG-I ACUTE ICERTIFIEDI TorAL I I 

I I ES I I>ArS IALC DAYS I DAYS I ALOS I 
1-------------------------------+---------+---------+---------+--------+------1 
I ~;~lROUGH I A'-'SF' I CE: I I I I I I 
1-------------- -- -- -- ------ -- + -.. -- .... --- -- ---- -- ------ ----I I I I I I 
HANHAlTAN IBHC 1 2e5~H 4214'71 89321 53034125.91 

1-------------- -+------- --+---------+---------+--------+------1 
IVOUJNTARIES 1 '75551 1235221 4MI01 1405491 HI.61 
1---------------+---------+---------+---------+--------+------1 
IF'ROPRIETARY 1 61 361 01 361 6.01 
1---------------+---------+---------+---------+--------+------1 
I TOTAL 1 96141 1657051 135121 1936191 20.11 

---------------+---------------+---------+---------+---------+--------+------1 
(IRDOklYN I AUSF'ICE 1 I 1 I I I 

1--------------------1 I 1 I I I 
IHHC 1 13971 233nl 331,1 I 279391 20.1 I 
1---------------+---------+---------+---------+--------+------1 
I VOLUNTARIES I 15601 309441 31101 335901 21.51 
I---------------+-------~-+---------+---------+--------+------1 
IPRQF'RIElARY I 21 31 I 01 311 15.51 
1---------------+---------+---------+---------+--------+------1 
ISTATE I 4BI 01 01 6701 14.01 
1---------------+---------+---------+---------+--------+------1 
!TOTAL I 29nl 542521 64'1t I 621381 29.71 

---------------+---------------+---------+---------+---------+--------+------1 
IIRDNX I AllSPICE I I I I I I 

1-,-,---,,-,,-,,-,-,-,-,,-,,-,---1 I I I I I 
IHHC I 13451 254451 47381 316341 23.51 
1---------------+---------+---------+---------+--------+------1 
I VOLUNTARIES I 19211 225901 12661 236341 13.91 
1---------------+---------+---------+---------+--------+------1 
IPROF'RIETARY I 81 571 21 591 7.41 
1---------------+---------+---------+---------+--------+------1 
I HIlAl. I ~"1741 480821 60061 553271 t'7. 41 

---------------+---------------+---------+---------+---------+--------+------1 
QUEENS I AUSPICE I I I I I I 

I 1------------------------1 I I I I I 
I IHHC I 5901 99171 22301 12941 I 21.81 
I 1---------------+---------+---------+---------+--------+------1 
I IVOl.lINTARIES I 6521 134391 t0231 14584122.41 
I 1---------------+---------+---------+---------+--------+----~-I 
I IPROF'RIETARY I 281 391 I 91 391 I 14.01 

(CONTINUED) 

AClITE AND ALC DAYS ARE CERUFIED 
lOS IS FRDH DATE £IF ADHISSION TO DATE OF DISCHARGE 

PREPARED DY TUE OFFICE £IF PLANNING SERVICES 
NEW YORk CITY HEALTH AND HOSf'IlAL.S CDRPORAl ION 

270ClBS 
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19U 1 UIJlIZA1JU~ hY AUSPiCE AND Iyr~ OF »nrs 
fOR IcOF:IJUGI-I OF FACIUlY AND PAYOR 

(SUURCE: SPARCS 1981) 

I": 10 IIlLmSIH\Y, IJl:llIfcU, ,", 19Hfl 

I TOTAL I 
�---------------------------------------------� 
IDISCHARG-I ACUTE ICERTIFIEDI TOTAL I I 
I E:S I DAYS IALC DAYS I DAYS I ALOS I 

--------------------.-----------+---------+---------+---------+--------+------1 
[IOROUGH I TOTAL I I I I I I 
------------------ I I I 1 I I 1 
QUEENS I I 12701 237-471 ~~2531 278161 21.91 
---------------+---------------+---------+---------+---------+----~---+------I 
STATEN [SLAND I AlISF'ICE 1 I I I 1 1 

1-------------------------1 1 I I I I 
IVOUINTARIES I 2301 4B-421 11t1 4984121.71 
1---------------+---------+---------+---------+--------+------1 
I PROF'RlETARY 1 'II 671 01 67116.81 
1---------------+---------+---------+---------+--------+------1 
flOTAL 1 23-41 49091 1 It I 50511 21. 61 

---------------+---------------+---------+---------+---------+--------+------1 
NEW YORI< CITY I AllSPICE I I I I I 1 

I -----··-····-··------·-1 I I 1 I I 
IHHC I 53751 I oosa6 I 191611 1253481 23.31 
1---------------+----_·_---+---------+---------+--------+------1 
I VOLUNTARIES I 118181 1952271 101901 2173491 18.41 
1---------------+---------+---------+---------+--------+------1 
I PROPRIETARY I 481 5821 21 5841 12.21 
1---------------+---------+---------+---------+--------+------1 
I STAn:: 1 481 (-)1 01 61el 14.(-)1 
1---------------+---------+---------+---------+--------+------1 
trlllAt I 172891 2966951 293531 3439511 19.91 

ACUTE AND ALC DAYS ARE CERT[FIED 
l.OS [S FROM DATE OF ADMISSION TO DATE OF DISCHARGE 

PREPARED DY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH AND HOSf'IlALS CORPORATION 

270CTBEI 

I'>' 
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IIISUIIII·:I,I:: IIY (HI."I'ILl, oNI,J 1'lltltNt IJtll.lN 
FOR I:OROI.J(;~I OF r,~c IL II t' 

(SOURll: SPARes 1907) 

1 b : 1 () 1111 II,: ,'; 1,lill, lit IlI/ILt,: ..: .. , 'I 'l ~I..I .: \1 

I PAl UNf ORIGIN I 
I ······ .. " .... ·· .... · .... · .. · .. · .. · .. · .. , ........ , .. ' ..................... ' .................... ' .................................... - ..... , .. , ..... , ..................................... _ ................................ ,., .......... ................. ' ....... ' .. , .... , ...... 1 
I HANIlAn AN I fJROOKL YN I IIRlINX I QUEENS I Sift rEN I SLAND I 
1------------------+------------------+------------------.-----------------.. ·--·----- .... ----·· .. ---1 
I DISCH· I COl.. I ROW I DISCIl .. 1 COl.. I ROW I DISCH· I COL I ROW I DIscn-1 COl.. I ROW I DIscn .. 1 COL. I ROW I 
IARGES IPel. IPCl. IARGE:S !PCl. IF'CI. IARGES IPCl. IF'Cl. IARGE:S IP(;T. IF'CT. IARGES WCl. IF'el. I 

.......... -- .................... --------------+----- .. + .. - ...... + .. -- .. -+ .. - .. ---+-- ...... +- .... --+ ...... ---+- .. - .... + ...... --+------+- .. ---+ .. - .. --+----_ .. + .... _ .. _+ ...... _ .. 1 
[IORmMI I AUSF' I CE I I I I I I I I I I I I I I I I 
· .. · ...... · ............ · .... ·+ .............. ··_ .... -- .. -1 I I I I I I I I I I I I I I I 
HANHAllAN IHHC I 15021 231 731 171 I 171 81 1311 241 61 2121 241 101 71 131 01 

I ...... - .... -- .. - .... - .... + .. ----.. + .......... + .... - .... +~ .......... + .... - .... + .... ---+ .. - .. - .. -+ ........ -+ .... - .... + .... --.. -+-----+ .... - .. -+--- ...... + .......... + ...... --I 
IVOLlINTARIES I 49051 U>I 651 8351 B31 I I I 4HII 761 61 6561 751 91 491 aal I I 
1---............ _ ........ _+ .. _ ........ + .. _ ...... • .... _ .. _+ .. _-_ .. _+ _ .... _ .. + .. _-_ .. +-- ...... -+---- .. + ...... --+--- .. --+ .. ----+-----+----- .. + .... - .... +--"- - I 
If'ROPRIElARY I 51 01 a31 .1 .1 .1 .1 .1 .1 II 01 171 .1 .1 .1 
1---------------+------+_ ........ +-_ ...... + .. _----+ .......... +-_ .. _-+ .... -- .... + .. ----+ .. --.... + .. - .. ---+ .. ----+ .. --.. -+ .. -----.- ........ +-- ...... I 
ITOTAL I 641~'1 1001 ldl 10~}61 1001 101 5491 1001 61 8691 H>E)I 91 561 1001 II 

--------------~.---------------+------.-----.-----.------+-----.-----.------.-----+-----.------.-----.-----.------·-----+-----1 
[lnOOK L YN I AliSP I CE I I I I I I I I I I I I I I I I 

, .. ·-- .. · .. · .. · .. · .. · .. · ........ · .... _·1 I I I I I I I I I I I I I I I 
IHHe I 11'11 6al 81 12341 461 891 21 251 01 31 I 381 21 .1 .1 .1 
1---------------·------·-----+-----+------+-----·-----+------+-----.-----+------.-----+-----.------.-----+----~I 
I VOLUNTARIES I 531 311 31 14241 531 91 I 51 6~ll 01 491 601 31 21 671 01 
1---------------·------·-----·-----+------+-----+-----+------.-----.-----.------.-----+-----.------.-----+-----I 
I PROPR I ET ARY I • I • I • I 21 0 I t eo I • I • I • I • I • I • I • I • I • I 
1---------------·------·-----+-----+------+-----·-----.------+-----.-----+------+-----.-----.------+-----.----.. I 
I SlATE I II 11 21 421 · 21 BSI II 131 21 I I II 21 II 3~~1 21 
1---------------.------.-.... _ ... -----.--_ ...... +---_ .. +-_ .. _ ... ---- .. -.----... - .. ---.------... ----... ----+------.-- .. --+-----I 
ITOTAL I 17111001 (>I 270211&91 901 811001 01 BIIIOOI 31 311001 01 

.. --------------.---------.. -----.-.. ----..... ---... -.... -.------.---.. -+-----.------... -.... -.-----.-.. -- .. -... ----+-----.-_ .. _--· .. _---· .. -- .. -1 
lIRONX I AUSP I CE I I I I I I I I I I I I I I I I 

1------------.. --1 I I I I I I I I I I I I I I I 
IHHC I 501 301 -41 BI 331 1112631 461 941 141 261 II .1 .1 .1 
I-.. --------- .. - .. -·------·-----· .. - ...... · ~-----·-----·-----.------ ... ---... -----.------.-----.-----.------... ---- ... ----
IVOLUNTARIES I 1161 701 61 161 671 t I 149(>1 541 821 391 741 21 271 1001 .1 
1---------------·------·-----+-----+------·-----+-----+------+-----+-----.------.-----+-----+------.-----+-----
IF'ROPRIETARY I .1 .1 .1 .1 .1 .1 51 01 631 .1 .1 .1 .1 .1 • 
1---------------·------+-----·-----·------+-----·-----+------+-----.-----.------.-----+-----.------.-----+-----
ITOTAL I 1661 1001 51· 241 tOOl I I 27641 1001 871 531 leOI 21 · 271 1001 I 

---------------.---------------+------+-----+-----.------+-----+-----+------.-----.-----+------.-----.-----.------.-----+---_ .. 
QUEENS IAUSPICE I I I I I I I 

(CONlINIJED) 

1-----· __ ·_-........ ·---·1 I I I I I I 
IHHC I 121 481 21 lal 291 31 21 251 01 55t I 51 I 931 .1 .1 • 
1---------------·------+-----·-----·------·-----·-----+------+-----.---- -+------.-----.-----.------.-----+-- .. --
IVOLUNTARIES I 131521 21 441 701 71 51631 115141471791 .1 .1 • 
I---------------·------·~----·- .. ---· .. --.... -·-----· .. ----+--.... - ... -----.-...... -.-.. ---..... ----+-----.------.----... --_ .. -
IPROPRIETARY I .1 .1 .1 II 21 41 II BI -41 261 21 931 .1 .1 

PREF'ARED ltY TtIE OFnCE OF PL.ANNING SERVICES 
NEW YORI< CITY HEALTH AND HOSPITALS CORPORAl ION 

. 270C188 
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-----------------



I "~I ,. bl::UlfII·:f.IS I.IT MISI'ILL "NI, "I'llilill IIIUI .• W 
FOr~ (101;'01.1(.1-1 or r ACl U I " 

I b I () r 1I111\ L' /)(\ Y. llt: ImlU,; •. ' I, t t·'!:fH .' , 

(SOURCE: SPARes 1987) 

I I F'AlJUH ORI~IN I 
I 1--.. ---.. -.. · .. · .. -----· .. -.. - .. ..... - ....... -- ..................... -..... ---............ ---- -...... .. . --- .-.... - . ........... .... - . .. -- ... .. -- ........................ --.............. -........ -................................ . -- ... -.. · .. --1 
I I HANIIA T1 AN I JIROOI( LV,., I I1RONX I '!U[[N.\ I SlA lEN I SLANI) I 
I 1------------------+-------------------+- ------ ----- - -----+-------------------+---------------- - ---1 
I IDISCH-leOL. I ROW IDISCH-leOL. I ROW 'DISCH-leOl. , ROW IDISCH-leOl. I ROW IDISCH-leOL. I ROW I 
, IARGES IF'CT. (F'CT. IAR(;U IPeT. IF'CT. IAf~(;ES 'PCT. IPcr. IARGES IPCl. IPCT. IARGES ,PeT. (F'CI. I 
1------_· .. ----------------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----1 
IIIOROll(;H /lOTAl I I I I I I I I I I I I I I I I 
r ........ -. -. -... -- ... ---.- -- --I I I I I I I I I I I I I I I I I 
I QUEENS I I 251 leol 21 631 HH)I 51 81 1001 11 1f>91 f fOOl 861 .1 .1 .1 
---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+- ----1 
STArEN ISLAND I AllSPICE I I I I I I I I I I I I I I I I 

1-·-----------------_··_------1 I I I I I I I I I I I , I I I 
I VOLUNTARIES I 51 1001 21 111 921 51 .1 .1 .1 21 671 .11 2101 S";'I S'II 
1-------------- -+---- -- -+--- - -+--- -- +- -----+ - ----+ - - - --+----- - + -- +- - - --+------+-----+-----+------+-----+- ----1 
IPROPRIElARY I .1 .1 .1 11 01251 .1 .1 .1 11331251 21 11 501 
1---------------+------+-----+--- --+------+-----·-----+------+-----+-----+------+-----+-----+------+------+- -'''--1 
/lOTAL I 51 100 I 21 1 :~ I 10(-)/ 5 I • I . I . I 31 100 I I I 2 121 100 I 91 I 

---------------+-- -------------+------+-----.-----+------+- ----+-----+- ------+-----+-----+------+-----+-----+------+-----+-----1 
NEW YORK CIlY I AllSPICE I I I I I I I I I I I I I I I I 

(CONlINlJED) 

1···· .. _····_ .. _ .. _-_·· ·· .. _-·---·1 I I I I I I I I I I I I I I I 
IlflfC 116811 251 31114311 381 27113981 421 261 8081 391 151 71 21 01 
1---------------+------+----- +-----+- -----+-----+----- +------+-----+-----+------+-----+-----+------+--- --+-- ---I 
IVOLUNTARIES . I 50921 751 431 23301 loll 201 19241 581 161 t2601 601 tt I 2881 97/ 21 
I---------------+-~----+-----+ -----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
IPROPRIETARY I 51 01 101 41 01 81 61 01 131 281 II 581 21 11 41 
I---------------+----~-+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----I 
I SlATE I 11 01 2' 421 118£11 11 01 21 II 01 21 II 01 21 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+-----+------+-----+------I 
I TOTAL I 67791 1001 391 38071 1001 221 33291 1001 191 20971 1001 121 2901 1001 21 

PREPARED (IV 1I1E OFFICE OF PLANNING SE:RVICES 
NEW YORK CITY HEALTH AND HOSF'IlAL.S CORPORATION 

270CT88 

''l', 



1.1.1 :'CIII'tI·:l.FS 'I Y 1'111"',· I. U .. Mil' ,./\( r Itl, !lId I, III 
For~ IIOr~Oll(;H OF FIV: It. II I' 

(SOllRCE: SPARCS 1981) 

\6 I'} JIlUI·:;,' !'()), 111:'111.111, .", ,~ .. t'iI 

F'AllENr ORIGIN I I 
........ ................................................................. ······1 I 

OHlER IUNKNOWN OR I1JSSJNld JlHAI. I 
I··········· .. · .. ·················· ··· · ·········,···· ··· .. ................................... , · .. ·•··· .. · .. ·· .. · .. ·· .. ················ .. ········1 
I J)J SCU .. I COL. I ROW I D I sell I COl. I ROW I D I SCU"I COl. I ROW I 

I I AI<(;ES I PCT, WCT. I ARGE:S I PCl. I PC r. I ARGES I P(;l. I PCT. I 
1----.. --------...... ---- .. -- .............. - ....... - .. -.--.... -· .. ---- ..... - ............. --.-- .. -- ....... ---+-----+ .. ----1 
I ElOROllGH I AlISF' I CE I 1 I I I I I I , I I 
, .. ---...... _-------+---------------, I I I 1 I I I I I 
MANHATTAN IHHC I 301 41 II .1 .1 .1 20531 2t I tOOl 

I---------------.------.-----.-----.-----~.-----.-----+------+-----+-----1 
IVOlUNTARIES I b811 961 91 1 n HH)J 01 15551 191 10el 
1------------_ .. -· ............ • .. __ .... • .. _ ...... • .. __ .... _+ .... _ .... ·-.... _ ... ~-----.-----+-----I 
I PROPRIETARY I .1 .1 .1 .1 .1 .1 61 011001 
1---.... _ .. _---_ .. _-+------·---_ .. • .. _-_ .. + .. __ ...... • .. _ .. _-·- .. _--+------+-----+-----1 
nOTAL I 11111001 11 1111001 019614110011001 

---------.... --- ... --- .. -~ .. -- ...... -- .. +--- .. - .. + .... - .... +--- ..... - .. - ...... + .. _ .... _+ ...... _-+ .. _----+---_ .. +-----1 
ElROOKlYN I AllSPICE I I I I I I I I I I 

,· .................... · .. ·_··1 I I I I I I I I I 
I HHC I 31 101 0 I . I • I • I 13811 461 1 eo I 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I VOLUNTARIES I 251 831 21 21 1001 01 15601 521 1001 
1---------------+------+-----+-----+------+-----+-----+------+-----+~----I 
I F'ROPR I ET ARY I • I • I • I • I . I • I 21 ell 00 I 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
ISTATE I 21 11 41 .1 .1 .1 481 2110el 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
nOTAl. I 301 1001 11 21 1001 01 29911 1001 1001 

1----- ---------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
19RONX I AllSPICE I I I I I I I I I I 
I 1--·--·----.. · .... · .. -·· .. -···1 I I I I I I I I I 
I IHHe I 101 81 11 .1 .1 .113451 421 H)OI 
I 1-··----···· .. ·· .......... +- .......... +- .... .. ........... -.- .. -- .... + ...... - ..• - .... - .. + ------+-----+-----1 
I IVOL.UNTARIES I 1141 901 61 131 1001 11 18211 571 1001 
I 1----.............. - .. --+-----.. +-- .. - ..... --.. - ... --- .. -+---- .. +-----+------+-----+-----1 
I I PROPRIETARY I 31 21 381 .1'.1 .1 91 01 1001 
I I---.. --- .. - .. -----+------+--~-- ... - .... -+ .. -----+-----+--- .. -+------+-----+-----1 
I nOTAL I 1271 1001 41 tJll001 0131141 tOOl tOOl 
1---------------+-----------_ .... _+ .... _---+--_ .. -· .... _--+---- .. -+ .. ----+-----+------+-----+-----1 
I QUEENS I AUSPICE I I I I I I I I I I 
I 1---····-··········-······1 I I I I I I I I I 
I I HHC I 11 91 1 I . I . I • I 590 I 461 1 ee I 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I I VOLUNTARIES I 751 91 I 121 11 1001 01 6521 511 teOI 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I I PROF'R I El ARY I . I . I . I . 1 • I • I 281 21 1 ee I 

(CONTINUED) 

PREPARED 9Y THE OFFlCE OF PLANNING SERVICES 
NEW YORK CITY HEALTU AND IfOSPITALS CORPORATION 

270(;T09 
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1 'Ja ,t l'ISCllflI·:(.IS le( {HISI'ILI (I i,ll, 1'(\1111'11 UI-:lI,1e/ 
nm t:OIWU(; 1/ OF F {'Ie I U IV 

(SOURCE. SPARes 1931) 

I PATIENT ORIGIN I 
1-------------------------------------1 
I OlUER /UNKNOWN OR HISSINGI TOTAL 
1---------_·_-------+------------ ------+------------------
IDISCH-leOl. I ROW IDISCH-ICOl. 1 ROW IDISCH-ICOl. I ROW 

I IARGES IPCT. IPCT. IARGES IPCT. IPCT. I~RGES IF~T. IPeT. 
I-------------------------------+------+-----f-----.- - -- - -.+ - ----+-- ---+------+-----+-----
II/OROUGH I TOTAl. I I I I I I I I I 
1----·--_··_·_·_-_··------1 I I I I I I I I I 
I QUEENS I I 821 100 I 61 1 I 100 I 0 I 1270 I tOO I tOO I 
1---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
ISTATEN ISLAND IAUSF'ICE I I I I I I I 1 I I 
I 1 .- -----.. -.-.-.- -. -- -.. --' --.- 1 1 I I I I I I 1 I 
1 IVOLl/NTARIES I 21 tOOl 1 I .1 .1 .1 2301 981 tOOl 
I 1---------------+------+-----+- ----+------+-----+-----+------+-----+-----1 
I I PROPRIETARY I .1 .1 .1 .1 .1 .1 41 211001 
I 1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I IlOTAl I 21 1001 II .1 .1 .1 2341 tOOl tOOl 
1---------------+---------------+------+-----+-----+------+-----+-----+------+-----+-----1 

NEW YORK CITY IAUSPICE I I I I I I I I I I 
, .-- .. -_ .. _ .............. ---, I I I I I I 1 I I 
IHHC I 501 51 11 .1 .1 .1 53751 311 toel 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
IVOlUNTAIUES I 8971 941 81 271 tOol 01 118t81 681 tOOl 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I PROPR I ET ARY I 31 0 I 61 . I • I . I 481 e I t eo I 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
I Sf ATE I 21 0 I 41 • I • I • I 481 ell 90 I 
1---------------+------+-----+-----+------+-----+-----+------+-----+-----1 
1T00AL I 9521 tOOl 61 271 tO<'>I 01 t72991 1001 tOOl 

F'REF'ARED ICY THE OFFICE OF PLANNING SERVICES 
NEW YORK CITY HEALTH ANI) IIOSr'ITALS CORPORATION 

270cnm 
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Appendix 3 
Detailed Utilization Data 

Summary Data and Base Data 
The charts and tables that follow are based on 

inpatient utilization data from the New York Statewide 
Planning and Resource Cooperative System 
(SPARes) discharge database for calendar year 1987. 
These data provide additional detail to the tables in 
Appendix 2. 

& was the case for the data in Appendix 2, these 
data are of all HIV-related discharges from New York 
City acute care hospitals that occurred during 1987. 
The criteria for selecting HIV-re1ated discharges is 
based on the occurrence of specific diagnostic codes 
in the discharge record. These include: 136.3; 279.10; 
279.19; 42.0-42.9;43.0-43.9; 44.044.9; and 795.8. 

The data presented in some of the charts include 
only discharges for New York City residents. This is 
stated in each chart. 

& was noted in Appendix 2, while SPARes data are 
a valuable source of descriptive information on the 
characteristics of discharges from acute care hospitals, 
the absolute number of discharges counted in the 
SPARes database is less than actually occur in a year. 
The Needs Assessment Work Group was able to 
estimate the extent of undercounting of HIV-related 
discharges in SPARCS for 1986 and 1987. This is 
described in Appendix 4 in the section on the acute 
care bed projection method. 
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NEW YORK CITY AIDS TASK FORCE· 

Discharges: By Age 
1987 Total: 15.978 (NYC Residents) 
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Discharges: By Ethnicity 
1987 Total: 15,978 (NYC Residents) 

7,000 -r-------r------~----__,_----__,----___, 

6,OOO~--------r--~~~-4----------+---------~--------~ 

5,082 
5,OOO+---------~~~~~~------~--------~~~~~~ 
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Other 
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NEW YORK CITY AIDS TASK FORCE 

Discharges: By Primary Payor 
1987 Total: 15,978 (NYC Residents) 

10,000 --r------r---------r----~---__r_---______. 

8,932 

8,000 ---4-----+-~~~~----_+_---__+_---__i 

.... 
~ 6,000· 

4,000 --+-~~~---t-~~~~----_t_---__t_---___f 

2,000 -+-~~~-+-~~~-\t--f-----_t_---__t_---___f 

BIC Comm Medicaid Medicare 
~9.4' 1)5.9% ~.6% 

Self Pay 
R.a, 



Needs Assessment Work Group -. 

Length of Stay: By Ethnicity 
Days (All Discharges) 

30.0~------~--------~--------~------~--------~------~ 

25.0+-~2~3~.2~-+------~~------+--------r------~------~ 

20.5 

Asian Black Hispanic Other 

••• 'aI,' ell, N .. ltII .... He.,lIe'e C.r,.,."'''' Oil'" ., ",IUI''', ,." .... 
TIl, " .... ,t,rl .. ",,,,,,,/Ofl ... " " ..... ". 

White Total 

Novemper 7, 19Qa 



, . 
NEW YORK CITY AIDS TASK FORCE' 

Length of Stay: By Primary Payor 
Days 

30.0~------~----~------~----~~----~------~ 

25.0 -+--------I-----=~"--t-----t--I"W"r~~-+------+---2-2.-3-t 

20.0 -+---1-7-. ~19~.4",---+~~ 19. 

15.0 -+---+~ 

5. 0 -t----f!~ 

o.o~~ 

SIC Comm Medicaid Medicare Other Self Care Total 

k\~ All _) 1 Day 



NEW YORK CITY AIDS TASK FORCE 

Demography 
(Sex & Age/Ethnicity) 

tI •• 'tlf. CU, H •• U" .. III H."U.,. C.'untl •• ' all'., •• ,., .... ,., •• ,,1 .. ' 
TIl, "".'''''1'' He.,,,.,-e'Ne/OUI,, •• ,. .. ",". 

Needs Assessment Work Group. 

November 7.1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Discharges: Agel Ethn icity 
Jotal: 1~,9!8 (NYC Residents) 

7,OOO~~~~==~~==~~~--------~--------~--------~ 

6.000~------~--~~~~--------~------~----~~ 

5,OOO+---------+-~~~~+-~~·~--+---------+-

4,000 -+-----+~~~~__f_ 

.... 3.000 
~ 
~ 2,000 -+--------:--_+_~~~~_+_~~~~_+_--------_t__~~~~ 

1,000 -+--------+-~~~~-+-~~~~_+_--_Jr?_o__-_t__~~~r+___I 

- OA=~-4--~~~~~~~~~~~~~~~~~~~~~ 

Asian 

~ 0-4 

_ 66-74 

Black · 

_ 5-14 

o 76-84 

Hispanic 

~ 15-44 

_ 85+· 

... _~ ........ ~ ,..e .. U __ I.~ __ ~ U ___ I._'_ ...... ___ ._.1 __ • ft ••• ___ a ... ___ & _ 

Other White 

_ 45-64 

- ------ -



100% 

NEW YORK CITY AIDS TASK FORCE 

Discharges: Age IEthnicity 

Asian 

~ 0-4 

_ 66-74 

Black Hispanic 

_ 5-14 

D 76-84 

Other 

~ 15-44 

_ 86+ 

., •• ,11 ell, ", ........ " ... lIi'l '.".r." •• , aff'" ., .. , ..... ,.,wl, .. 
Tel. ", .. It".r"" "-.,,,,uo,, .... f ' ..... 1 .. ' 

Needs Assessment Work l:iroup 

White Total 

_ 45-64 

November 7, 1888 
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NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Discharges: Ethnicity / Age 
Total: 16,978 (NYC Re8ident8) : 14,000 .-- -- -- . . ~ ---_. __ ._---_._-

12,446 
12,000 

10,000 

8,000 

6,000 

4,000 

2,000 
824 -

386 
0 

0-4 ' 5-14 15-44 45-64 65-74 75-84 

~Asian _ Black ~ Hispanic _ Other _ White 

85+ 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Discharges: Ethnicity / Age 
100% 

0% 
0-4 5-14 15-44 45-64 65-74 75-84 85+ Total 

1m Asian _ Black ~ Hispanic • Other • White 
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AIDS UrllJ7AflON 
SEX AND AGE [lY E.IHN I (; lTY 

Al.t DlSttlAF:(;rs 
( SOlJf~CE:. sr'Af,(;S 19(1) 

I(IORO : [lRONX , r nlN I C If Y " 
I 1------------------------------------------------------I I 
I , ASIAN I ItU'ICI( I IHSF'ANIC I OTBER I WBlfE I TOTAl I 
,-------------------------------+----------+----------+----------+----------+----------+----------, 
ISEX ,AGE GROUP' I I I I , I 
1---------------+---------------1 I I I I I I 
HALE ,e-4 I 01 471 941 31 :~81 Inl 

,---------------+----------+----------+----------+------~---+----------+----------I 
'5-14 , 01 SEll 54' 01 01 1t21 
,---------------+----------+----------+----------+----------+----------+----------1 
115-44 I 21 511 I 9341 331 1591 1~991 
1---------------+----------+----------+----------+----------+----------+----------1 
145-64 , 21 911 1191 91 31' 2521 
1---------------+----------+----------+----------+----------+----------+----------1 
165-74 I 01 21 II 01 II 41 
,---------------+----------+----------+----------+----------+----------+----------1 
175-84 I 01 01 01 0, II " 
,---------------+----------+----------1---,,------+----------+----------+----------1 
185+ 'I 01 01 01 81 9, 01 
I---------------+----------~----------·----------·----------+----------+----------, 
IALL AGES I 41 7691 12021 451 220' 22401 

---------------+---------------+----------t----------t----------t----------+------~---+----------, 
rEHALE lACE GROUP I I I , I I ,. 

,-----_···_-------1 I I I , , , 
19-4 I 01 301 891 3' 6, 128, 
,------------.---+ -----.-- -. - ..... - .----. - --. ·-·-i· .---- - .-----i· ----- - .----+----------+ .,.---------I 
15-14 I 01 541 981 9, 91 152' 
1---------------+----------+----------+----------+----------+----------+----------, 
"5-44 I 0' 281 I 3941 12' 49' 717, 
I---------------+----------+----------t----------+----------+----------+----------, 
'45-64 I 01 321 291 II 2' 64' 
1---------------+----------+----------+----------+----------+----------+----------, 
165-74 , 01 " " 0' ., 2' 
1---------------+----------+----------+----------+----------+----------+----------, 
'75-84 I 01 31 I I ., ., 4, 
,---------------+----------+----------+----------+----------+----------+----------, 
185+ , 01 01 0' e, ., ., 
,---------------+---------~+----------+----------+----------+----------+----------, 
IAlL AGES I 01 4011 6821 161 48, le67, 

---------------+---------------+----------+----------t----------+----------+----------+----------, 
florAL ,AGE GROUP, I I , , , 1 
, ,---------------1 , I I , , , 
, ,0-4 , 01 171 1811 61 34, 300, 
, ,---------------t----------t----------t--------- .. l----------1----------+----------1 
1 ,5-14 , 01 ,.21 '52, 8' 0, 2641 
--------------------------------------_._-------_ .• -----.---- .•.. -----.. ---.--.-~ . ----~.---.~-------- .•. -.. -------
(CONTINUED) 

PREPARED PY THE OFfICE OF PLANNING SERVICES 
HEW YORK CITY HEALTH .. HOSPITALS CORF'ORATION 

f!NOVOH 



AIDS 1I11UIAliOtl 
Sf.X AND AtE (tY [litH JellY 

Al L. D I SCI-IAr,GES 
(SOURCE: SPAkCS 1907)' 

1 fiORD: [IROHX 1 [lHH I CITY I I 
I 1---------- ------------------------ ---- ----------------I I 
I I ASIAN I (1\ ACK 1 HISPANIC I OlllER I WItITE I HilA\, I 
-------------------------------.--- -------t--------- -f----------t----------.----------f----------I 
lOTAL IAGE 'ROUP 1 I I I I I I 

1---------------1 I I I I 1 I 
115-44 I 21 lin 1 IJllIl 451 1991 24161 
I---------------.----------t--- ------- I----------.----------.---------- t---- ----- -I 
145-64 I 21 12JI 1401 101 331 3161 
1---------------.----------.- ------ ---.----------.----------t----------.----------I 
165-14 I 01 JI 21 el II 61 
1---------------·-------- --·----------·----------·----------·----------.----------1 
115-84 I 0 I 3 I 1 I e I , I 51 
1---------------·----------·--------- -·----------·----------.----------.----------1 
185+ I 01 0 I 0 I e I e I 0 I 
1---------------.----------.----------.----------.----------f----------.----------I 
IALL AGES . I 41 11701 18041 61 I 2681 33011 

-----------------------------------------_._------_._-------_._--------_._---------------------_._._-_._--

f'REF'ARED (tY litE Offlcr Of F'LAH"!"' SERVICES 
NEW YORI( CITY HEALTH" I-lnSF'lTAU r.Or<F'ORAlIOH 

;?NUV88 



AIDS utiLIZATION 
l'rx MID AtE flY nmncrn 

AU. D I SCHllkr,F S 
( Smllil:F.:: ,n'lIRCS 1 YEll. 

I (fORO: [tROOKUH I EIIIHfCITY , 
1 1------------------------·.-----------------------------, 
, I ASIAN I (fLACK 1 H(sF'ANte, OlBER 1 WHITE , lOIAL , 
,-------------------------------+----------+----------+----------+----------+~---------.----.------, I sn 'AGE GROOf' I , I I , , I 
1---------------+---------------1 I 1 1 1 , 1 
HAl.E 10-4 , 01 891 231 41 13' 129, 

,---------------+----------t----------+----------+----------+----------+----------1 15-14 I 01 14, II 21 2' 19, 
1--------·---··-···· +--- .... -------- + ----------- --- --- +------------ - +-- ---------------+----------+---------- , ,15-44 I 61 10221 5961 631 5451 2232' 
1---------------+----------+----------+----------+----------1----------+----------, ,45-'64 I II 1341 6:!1 tt, till 319' 
1---------------+----------+----------+----------+----------+----------+----------1 '65-74 I 0' 31 01 0, I' 41 
,---------------+----------+----------+----------+----------+----------+----------1 , 75-94 I 0 I 0 I 0 I 0 I I , I I 
I------------~--+----------+----------+----------+----------+----------+----------, 185+ I 0 I 01 t I 0 I 0, 1 , 
,---------------+----------+----------+----------1----------+----------1----------, 
IALL AGES' , 7' 1262' 603' 901 673' 2795' 

---------------+---------------+----------1----------1----------1----------+----------+----------, 
FE"AlE ,AGE GROUP, , I , , , , 

1---------------1 , I I , , , 
'8-4 , 0' 96' 32' 3' 7' 139, ,---------------.----------I----------t----------+----------+----------+----------, 15-14 , 0' 9' I , 0, I, 10' 
,---------------+----------+----------+----------1----------+----------+----------, ,15-44 ' , 0' 464, '89, • 7' 122' 792' 
,---------------+----------+----------+----------+----------+----------+----------, ,45-64 , 0' 41, 7' I, 10, 59' 
,---------------+----------+----------+----------+----------+----------+----------, 
'65-74 , 0'0' 0, 0, 5' 5' ,---------------+----------+----------+----------+----------+----------+----------, '75-84 , 0' 0, 01 0, 21 21 
,---------------+----------+--------~-+----------+----------+----------+----------, '85+ , 0, 0, 0, 0, 0' 0, 
,---------------+----------+----------+----------+----------+----------+----------, 
'AU AGE.\' , 01 609, 2291 2., 147, 1006, 

---------------+---------------+----------+----------+----------+----------+----------+----------, 
lOTAl 'AGE GROUP I , I , 1 t , 

(CONTINUED) 

,---------------, , , , 1 , 1 '0-4 , 01 195, 55, 1, 28, 267, 
,---------------+----------.----------+----------+----------+----------+----------, ,5-14 , 01 2:!, 2' 2, 31 29, 

PRU'ARED [tY THE OFF IC[ Of F'lANNJHG SERVICES 
HEW YORK ClTY .. EAtn. '" IIOSF'lTAl-S COfWDRATlUH 

;!NUVlIQ 

- - - - - - - - -



AIDS UTILIZATION 
srx AND AtE (tY ElIIlffCITY 

ALL DU'WAI<£.fS 
(SnllkU:: SF'AI<CS 1987) 

(lORD: IfROOKLYH 1 £THHICITY 1 
I--------~-------·--------------------------------------I 
1 ASIAN 1 IItACK 1 HISf'ANIC 1 OlHER 1 YIIlTE 1 lUIII'- 1 

-------------------------------.----------1----------.----------t----------t----------t----------, 
TOTAL IA'E 'ROUI' 1 1 1 1 , , I 

1---------------1 I I 1 1 I I 
1 15-44 I 61 140'" 1 1"~ 1 80 I 6671 30241 
I---------------.----------f----------t----------t----------.----------t----------I 
145-64 1 I I t1SI 691 121 121, 3781 
I---------------t----------t----------t----------t----------t----------.----------I 
165-74 1 01 31 01 01 61 91 
,---------------.----------1----------t----------t----------.----------t----------I 
'75-84 , f) I 01 & 1 0, 31 J I 
I---------------.----------t----------.----------t----------t----------.----------I 
185+ 1 01 01 1 1 01 01 1 1 
I---------------.----------t----------t----------I----------t----------t----------I 
,ALLA'ES , 71 10711 9121 101, 820, 37111 

f'REF'ARED IIY TIlE OrnCE Of F'lANNl"& SERVICES 
NU. YORI( CHY HEALTH" HOSf'IlAlS c:or.:f'(If<AIlDH 

;!NOVall 



AIDS UTIlI1A1IUN 
SEX Atu) A(;E flY HUtllC ITY 

AU. J) I SCItAR(;f S 
(SmmCE. SF·flr.·C.... I W17) 

IIIORO: HANHA nAN I Ell-IN 1(: H r' I I 1-----------·---------------·-··-· .------- .--.. -.. ---.---- ... ________ . ______________ N_· ______ I 
liAS I AN 1 IIlf1CI( I IH SF·Atm: I 01 HF~R I WIU lE I HIT At I 
1-------------------------------+----------·---- .. _ .. _--+ .. -------- ... ----------+----------+----------, 
I SEX 'AGE GROllP I , I I I I I 
1 .. --------------·---------------1 1 1 1 I , I 
HALE 10-·4 I II 561 231 l'l 71 9,~1 

1---------------·----------·----------·-----------·----------.----------+----------1 
15-14 I 01 41 31 21 0' 91 
1---------------+----------·----------·-------_ .. -·----------.----------+----------1 
'15-44 I Hli 11461 7(131 2091 22401 4396' 
1---------------+-------_ .. -·-------_ .. -·--_ .. _--_ .. -·----------+----------.----------1 
145-64 I 41 2231 1791 561 1301 12001 
1---------------+----------·----------·----------·----------+----------+----------, 
165-14 I 01 II II 31 221 271 
1---------------+----------·----------+----------+----------+----------.----------1 
115-84 I 0 I 0 I 0 I 0' 21 21 
,---------------.--~-------.----------.----------+----------+----------+----------1 
195+ . I 0 I 0 I 0 I ° I II 1 I 
1---------------·----------·----------·----------·----------.----------.----------1 
IALL AGES I 231 14301 9991 2761 30101 57281 

---------------+---------------t----------.----------.----------t----------t----------.----------I 
I FE"AI.E I AGE GROUP I I I I I I I' 
I 1---------------1 I I I I I I 
I 10-4 I 91 381 151 3' 4' 60 I 
I 1---------------.----------.----------.----------,----------.------·---t----------I 
1 15-14 1 01 81 161 01 I' 251 
I I---------------.----------.----------t----------.----------.----------+----------, 
'. 115-44 , 01 3441 1931 69' 1281 1241 

1---------------+----------·----------·----------+----------.----------.----------1 
145-64 1 21 401 231 01 Il' 791 
1---------------·----------+----------·----------+----------.----------+----------1 
165-14 , 01 II II 0, 21 41 
I---------------+----------+----------.----------.-~--------·----------+----------1 
115-84 I 01 01 01 I' 2' 31 
,---------------+----------.----------+----------.----------+----------+----------, 
185+ 1 01 01 0, 01 81 01 
1---------------+----------·----------+----------·----------+----------+----------, 
IAL.L AGES I 21 431, 2301 131 1501 0941 

---------------.---------------+----------+----------+----------+----------+----------+----------1 
TOT At • I AGE GROUP I I 1 1 I I I 

( CONTI NUED ) 

1---------------, I I I I I 1 
10-4 I 1 I 9"1 301 91 1 I 1 1531 
I---------------·----------·----------t----------t----------+----------+----------, 
15-14 I 01 121 191 :!, II 341 

F'R£F'AR£D (tY THE OFH CE (IF F'l ANN I Nt SERY U:U 
NEW YORK CHY Iff-AUII " HOSI'ITAtS COr-I'ORA"U" 

:'NOVIIU 



AIDS urlll1Ar[O~ 
SEX AND AtE ~Y ETHN1CITY 

AL.l DISCBARtU 
(SOllIi:CE: SF'AIi:CS 1981) 

----------~-------------------------.------.-----.----------_._-----------------------------_._--------
(fORO: "ANtfATTAN I ETHNICIlY I 

1------------------------------------------------------I 
I ASIAN I [flACK 1 HISF'ANlC 1 OlllER I WHilE I TOHll 

-------------------------------t----------.----------t----------t----------t----------.----------I 
TorAl 'AtE 'ROUP' 1 1 1 1 1 , 

1---------------1 1 1 1 I 1 1 
,'5-44 I 101 14901 9661 2101 23681 51201 
I---------------t----------.----------.----------.----------t----------f----------I 
,45-64 1 61 26]1 20~1 561 15" .2181 
,---------------.----------f----------.----------t----------.----------t----------I 
165-14 1 01 21 21 31 241 ]11 
,---------------t----------t----------t----------t----------t----------t----------I 
'15-84 1 01 0 lei • I 41 51 
I---------------.----------t----------t----------t----------t----------t----------, 
185+ I 01 01 01 01 II II 
,---------------t----------I----------.----------t----------.----------t----------I 
IALL AtES 1 251 18611 12211 3491 31601 66221 

f'REPARED (ly THE OffiCE Of PLANNI"G SERVICES 
HEW YO~" CHY HEALTH '- HOSF'I1AU tORF'ORAt ION 

2NOVUQ 



AIDS UTILIZATION 
SEX AtlD A(.E ItY E.IHNltIfY 

AU. D I SCtlARr.r S 
(SOlll,CE: Sr'Alil:S 1 ')10 7) 

I (~ORO: QlIHNS I fHlN(UTY I 
I ,-----------------------------------------------~------I 
I I AS[AN I ['LACI< I IHSF'ANn: lOWER I WHilE I 10TAL. I 
1-------------------------------+---- ------·----------·----------+----------+----------+----------1 
tsEX IAGE GROUP I I I I I I I 
1---------------+---------------1 I I I I I I 
I HALE 10-4 I 01 161 41 01 31 231 
I 1---------------+----------+----------+----------+----------+----------+----------1 

15-14 I 01 351 21 01 t I 391 
1---------------+----------+----------+----------+----------+----------+----------1 
115·,44 I 01 4991 Jt71 391 4731 13161 
1---------------+----------+------_·_-+----------·----------+----------+----------1 
,45-64 I II 65' 601 9, 971 2221 
,---------------.----------.----------+----------+----------+----------+----------1 
165-74 , 0, 0' II 0' 131 14, 
1---------------+----------+----------+----------+----------+----------+----------1 
/75-84 I 01 01 01 01 21 21 
I------------~--+----------+----------+----------+----------+----------+----------1 
195+ I 01 01 01 01 01 0, 
1---------------+----------·----------·----------·----------~----------+----------I 
IAll AGES I 91 6151 3B41 4BI 5791 t6351 

---------------+---------------+----------+----------.----------+----------+----------+----------1 
FE"ALE IAGE GROUP I I , I I I I' 

1-·-----·--------1 , I 1 I 1 1 
10-4 I 0' 2M III 01 51 421 
1---------------+----------·----------·----------+----------+----------+----------1 
15-14 I 01 21 II 01 51 81 
1---------------+----------·----------·----------·----------+----------+----------1 
115-44 I II IBII 641 t41 741 3341 
1---------------+----------+----------+----------+----------+----------+----------1 
145-64 I 01 101 4' 01 61 201 
1---------------+----------+----------+----------+----------+----------+----------1 
165-74 I 01 II 01 01 II 21 
1---------------+----------+--------·-+----------+----------+----------+----------1 
175-04 I 01 0' 01 01 01 01 
1---------------+----------+----------+----------+----------+----------+----------, 
185+ I 01 01 01 01 01 01 
1---------------+----------+----------+----------+----------+----------+-------~--I 
,ALL AGES , I , 220 I 80 I I 41 " I 4061 

---------------+---------------+----------+----------+----------+----------+------~---+----------I 
nOTAL ,AGE GROUP 1 I I , , I I 
I 1---------·------, I I I I I I 
I ,0-4 I 01 421 151 01 81 65' 
, I---------------+----------.----------t----------t----------+----------+----------1 
I 15-14 1 01 J71 3' 01 61 461 

( CONTI NUED ) 

F'RU'(lRE D flY THE OFF I C[ OF F'l ANN I NG SERV J cn 
NEW YORk CITY HEALTH .. tlOSF'" AU COFWORAT HlN 

2NCIVUU 



AIDS lII1I.1IAI ION 
srx ANI) AG[ IIY ElIINICITY 

fill . D IS{;HAkf.ES 
(SOURl[: SPARes 19H1) , 

[tORO: QUEENS , El liN 1 CITY , 
,------------------------------------------------------, 
, ASIAN , IllA£:K ,lusr·ANI£:, OTII[R , YIIITE , HllIt'-

-------------------------------+----------+----------+----------.----------.----------t----------, 
TOTAL 'AGE GROUP' , 1 , 1 , , 

,------------.---, , 1 , I , I 
It 5-44 1 91 bOOI JOII 531 5411 Ib701 
,--_____________ • __________ i __________ • __________ + ____ ------.----------.------ ----1 
,45-64 , I' 7~" 64, 9' 9J' :!4:!, 
,---------------+----------+----------+----------+----------+----------+-------_._-, 
'65-14 1 01 II II 01 141 lid 
,---------------+----------+----------+----------+----------+----------+----------, 
175-84 , 0' 0' 0' 0' 2' 2' 
1---------------+----------·----------+----------+----------+----------+----------, 
,85+ I 01 0, 01 01 01 01 
,---------------+----------+----------+----------+----------+----------+----------, 
'ALL AGES 1 10' OJ5, 464' 62' 6101 2041' 

f'REF·ARED ltV THE OffiCE (IF F'lANNUKi SERVICES 
Hf:W YORK cln ilEAl-lit & IIOSF'llAlS CORF-ORATlON 

;'NOVUQ 



AIDS UIIlIZArlON 
SU AND fI(.[ flY UIfNH:UY 

AL.L D I s(:HAR('E S 
(SOllf,l:[: Sf'/Ir.;CS 1907) 

(lDf<D: STATEN ISLAND I F.THNICI1Y I 
I----------------------------~-------------------------I 
I ASIAN I .. tAU I HISf'ANIC I OTHEf< I 'IHITE I TOTAl. I 

-------------------------------.----------.----------~----------·----------+----------+----------1 
SEX I AGE GROllf' I I I I I I I 
---------------·---------------1 I I I I I I 
HAtE 19-4 1 01 .,. 01 91 61 131 

1---------------+----------+----------·----------·----------+----------.----------1 
'5-'4 , 01 01 01 0, " " 
1---------------·----------·----------·----------+----------.----------+----------1 
1t5-44 I 'I 461 21 I 'I 981 '671 
1---------------+----------·----------+----------+----------+----------+----------1 
,45-64 I 01 21 21 3' 241 3', 
1---------------+----------·----------+----------+----------+----------+----------, 
165-74 I 01 91 · 91 01 " " 
I~--------------+----------~----------i----------+----------.----------+~---------I 
175-84 I 0 I , , 0 I 0 I e I , , 
,------------7--.----------.----------i ----------+----------+----------+----------, 
185+ I 01 91 01 01 01 81 
1---------------+----------+----------+----------+----------+----------+----------1 
IAlL AGES I 'I 561 231 41 '301 2'41 

---------------+--~------------+---------~+----------+----------+----------+----------+----------1 
Ff.HAlE I AGE GROUf' I I I I I I I 

1---------------1 I I I I I I 
18-4 I 01 f31 01 01 21 151 
1---------------+----------+----------+----------+----------+----------+----------1 
15-f4 I 01 ttl 01 01 'I f21 
1---------------+----------+----------·----------+----------+----------+----------, 
115-44 . I 01 '71 51 'I 26' 491 
1---------------+----------+----------·----------+----------+----------+----------, 
145-64 I 0 I tI 0 I " 41 6' 
I---------------+----------·--------~-.----------+----------+----------+----------1 
165-74 I 01 01 01 01 tI II 
,---------------.----------.----------.----------.----------·----------+----------1 
175-84 101 01 01 01 81 81 
I---------------.----------+----------t----------+----------+----------+----------1 
185+ I 01 01 01 81 8, 01 
,---------------+----------+----------i----------+----------+----------+----------, 
IALL AGES I 01 4:!1 51 21 341 831 

1---------------·---------------+----------.----------+----------+----------+----------+----------1 
tTOTAl IAGE GROUP I I I I I I I 
1 ,---------------1 I 1 I 1 I I 
I 18-4 I 01 201 01 01 81 281 
I I---------------t----------t----------+----------+----------+----------+----------1 
I 15-14 I 0 I It I 0 I 0 I 21 131 

(CONTINUED) 

F'REf'Aj"(ED IIY 1.1£ OFFICE (IF F'LAHNING SERYTCU 
NEW YDRK (:JlY HEAU .. t. tlOSF'lTAtS r.ORr'ORAT HIH 

:'NnV08 



AIDS UTll.I1AfION 
SEX AND A~[ 1.tV LlIIHICITY 

ALL Dl.n:I-IM,(;ES 
(SOU~(E: SPA~CS 1901), 

I~DRO: STATEN ISLAND 
1 

1 EHlrllCITY 1 
1------------------------------------------------------I 

1 1 ASIAN 1 (ILACK 1 IUSF'AtllC 1 Olll[R 1 WI1I1E 1 TOlltL 
-------------------------------f----------I----------1----------+----------+----------f------'---I 
TOTAL IA~E GROUP 1 1 I 1 I 1 , 

1---------------1 1 1 1 1 1 1 
115-44 1 II 631 261 21 124, 216, 
1---------------+----------·----------·----------+----------+----------~----------, 
,45-64 1 01 3' 21 41 281 311 
,---------------+----------.----------t----------.----------.----------.----------, 
165-14 , 01 01 01 01 21 21 
1---------------+----------·----------·----------·----------+----------t----------, 
115-84 , 01 t' 01 0' 0' t' 
,---------------+----------+----------+----------+----------~---------+----------, 
185+ , 0' 0' 0' 0' 01 01 
,---------------+----------.----------.----------+----------+----------+----------1 
,ALL AGES , t, 98' 28' 6' 164, 291, 

-----------------------------~-----------------------------.-------------------------~--------------

PREPARED ~y THE OFFICE Of rlANNfNG SERVICE! 
HEW YUkI( (:UY HlAI..1H .. HUst'ITAU l:ORF'ORAlIOH 

2NOV8a 



AIDS UTILIZAT'UN 
SEX AND flCor (ey E.IIIN I. en y 

All 1)1 ... r.lIl\f~r.IS 
C SO'",(;f.. Sf 'I\I':CS '907) 

lI:or,o: NON NE.W YORK RE:S IDENlS 1 EI UN J err.. I 
I 1--.. ·· ............ ".'.'.'.' .... -- - ............... 00 '.00 ......... ·00 ••••• 00 •• 00' •••• 00' •• ' •• "_'. __ 1 I 
I 1 ASIAN I (tLACK 1 IUSF·r.tUC I OII-IER 1 WHITE 1 tIUIAl. 1 
1-------------------------------+----------+----------+----------+----------+----------+----------1 
1 SEX 1 AGE GROUF' 1 I 1 1 1 I I 
1---------------+---------------1 1 1 1 1 1 1 
HALE 10-·4 1 01 91 41 31 31 I 91 

1---------------+----------+----------+----------+----------+----------+----------1 
15-14 I 01 II 01 01 71 81 

·I---------------t----------+----------+----------+----------+----------+----------1 
115-·44 I 01 1721 1101 221 4941 E1"501 
1---------------+----------+----------+--------_00 +----------+----------+----------1 
145-64 I 21 211 191 71 991 1501 
1---------------+----------+----------+----------+----------+----------+----------1 
165-74 I 01 01 21 01 01 101 
,---------------+----------+----------+----------+----------+----------+----------, 
175-84 1 01 01 01 01 21 21 
,------------~--+----------+----------+----------+----------+----------+----------, 
'05+ I 01 01 01 " e, II 
1---------------+----------+----------·----------·----------+----------+----------1 
IALL AGES I 21 2051 195' 11' 6131 1049, 

---------------+--~------------+----------+----------.----------+----------·----------+----~-----I 
fEHALE IAGE GROUP' I 1 I , , , 

1---------------1 I I I I I , 
'8-4 I 01 51 71 0' 391 5e, 
,---------------+----------.----------.----------+----------+----------+----------, 
15-14 , 01 21 0' 0' 44' 46, 
,---------------+----------+----------~----------I----------+----------+----------1 
"5-44 I 01 601 111 4, 671 1481 
1---------------·----------+----------·----------+----------+----------+----------, 
145-64 , 0' 51 21. II 8' 16' 
1---------------+----------+----------+----------+----------+----------+----------1 
'65-74 , 01 01 01 0, 2' 2, 
1---------------+----------+----------+----------+----------+----------+----------1 
175-84 I 01 01 01 0, II " 
I---------------+----------+~---------+----------+----------+----------+----------, 
'95+ I 01 01 01 0' 01 8, 
,---------------+----------+----------+----------+----------+----------+----------, 

. ,ALL AGES , 0' 721 261 5' 160, 263' 
---------------+---------------+----------+----------+----------+----------+----------+----------, 
101AL IAGE GROUP 1 I I I , , , 

(CONTINUED) 

,---------------1 1 I I 1 , , 
le-4 I 01 ''11 111 31 41' 69, 
,---------------+----------+----------+----------+----------+----------.----------, 
15-14 I 01 31 01 01 511 541 

F'REF'ARED feY lHE OfFICE OF F'lAHNINCi SfRVICU 
HEW YOkl( CJU IfF-AUH & tUlsr·JTAl.s cp~r'nr'ATlON 

2NOVfltl 



AIDS tHILllAIIUM 
sn ANI) AGE ItY £lIINICITY 

AL.L D ISCW,r-foE.S 
(Sorncc[: spn~cs '907) 

I (tORO: NON NEW YORK RESIDENTS I ETlfNICIlY I I 
I 1------------------------------------------------------I 1 
I I ASIAN I lcLAl:K 1 .IISI'AIUe: 1 OHt[R I WttllE I HI I 'IL 1 
1-------------------------------.----------1----------.----------I----------t----------·----------I 

TOTAL IAGE GROUP I I 1 1 1 1 I 
1-----·_--_· __ ···---1 I / I 1 / / 
115-44 1 01 23:!1 H17/ 26/ 56' I '006/ 
I---------------I---- - -----I~---------I----------.----------.----------1----------1 145-64 I 21 201 2' I 91 1071 t661 
1---------------.----------1 - - --------.----------1 ----------·----------·----------1 
165-14 I 01 01 21 01 '01 '21 
1---------------·----------·----------·----------·----------1----------.--- -------/ 
115-84 I 0 I 0 I 0 I 0 I 3 I 3 I 
I---------------.----------t----------.----------.--·-------.----------.----------1 
185+ / 0/ 01 0/ , / 0/ I 1 
1---------------.----------.----------.----------.----------.----------t----------I 
IAll AGES 1 21 2771 2211 391 1131 t3t tI 

f'R£F'AR£D ley TIlE Off IC[ ur F'LAN"ING SEkVICU 
HEW YORK tllY HEAlTH .. HOSF'ITAL.r (:ORf'URAIJON 

;!NOVaO 



AIDS UTILllAllON 
Sf)( At~D M.E (1'( F.. /lItHe BY 

AI '- D' SfIlAF-:r.r S 
(SIJI.II'c(: .\1·',h:CS 1907) 

ICITY TOTAl. I E.HIN1CIl'( I 
I 1-------------···---·------------------------------------I 
I I ASIAN I I'LACK I HISPANIC I OlHE.R , WHnE , 10TAl , 
,-------------------------------t----------t----------+----------+----------+----------t----------, 
'SEX 'AGE GROUF" I I I , I I 
I---------··-----t---------------I I I I I I , 
"AlE '0-4 , I' 2241 HUI H" 601 449, 

I---------------t----------+----------t----------+----------+----------+----------, 
15-'4 I 0' '12, 60, 4' II' 1811 
I---------------.----------.----------t----------t----------t----------t----------I 
'15-44 I 351 34561 28211 3611 40091 '06801 
I---------------t----------t---------~t----------t----------+----------t----------I 
145-64 I 101 5301 441' 951 1090' 21741 
I---------------.----------·----------.----------t----------.----------+----------1 
165·-74 I 01 61 51 31 461 601 
I---------------.----------t----------t----------t----------t----------+----------I 
175-84 I 01 II 01 01 0, 91 
I---------------+----------t----------t----------.----------.----------t----------I 
185+ I 01 01 II II " 31 
,---------------t----------.----------t----------t----------+----------+----------1 
IAlL AGES I 461 43371 34161 4861 52251 135701 

---------------+---------------+----------t----------t----------.----------t----------.----------I. 
FE HALE IAGE GROUP I I I I I , I 

1---------------1 I I I I I I 
10-4 I 01 2001 1541 91 621 4331 
I---------------+----------t----------t----------t----------t----------.----------I 
15-H I 01 851 "61 01 521 2531 1---------------··_-------_···· .----.----.-.- ".----.--.---.-.• ·--·-·-·--·----·.·----------.----------1 
115-44 I II Il4"l1 8421 tt71 4571 27641 
I---------------+----------t----------.----------t----------+----------+----------1 
145-64 I 21 1291 651 41 43' 2431 
I---------------+----------+----------t----------t----------t----------+----------I 
165-74 I 01 31 2, 9' It I 161 
,---------------t----------.----------+----------t----------+----------+----------1 
I 75-84 , 0 I 3' I I , I 51 I 9 I 
I---------------+----------t----------.----------t----------+~---------+----------I 
195+ I 01 9, 91 91 81 01 
,---------------t----------+----------t----------+----------+----------+----------, 
IAlL AGES , 31 11751 tlOO, 1311 6301 l719, 

---------------+---------------+----------t----------+----------t----------+----------+----------I 
TOTAL IAGE 'ROUP, I , , I 1 I 

(CONTINUED) 

1---------------1 I I , , 1 I 
10-4 I t I 4321 3021 251 1221 8821 
,---------------+----------t----------f----------+----------t----------+----------I 
15-14 I 01 197, 1761 41 631 4401 

PREf'ARfD IfY THE OFFICE OF f"LANNING SERVICE.\' 
HEW YORKCIlY II£ALTII " tIlISF'lTl\\.S CORr"oRATlON 

:'tKIVOQ 



AlliS tlllLlIAI ION 
sn AND A~[ flY E tllrH C IlY 

AL L D f sC"'l\r\~E S 
<SOlIl,c[ Sl'/Ir,cs '9U1) I 

ICITY TOTAL I ETIINICITY I 
1 1------------------------------------------------------1 
liAS I liN 1 (cLACK 1 III SF'IIN lei OlllEk 1 Wit 11 E 1 TO 11.1. 1 
I-------------------------------t----------I----------1----------+----------+----------+----------1 

TOTAL IAGE GROUF' 1 I 1 1 I I I 
1------------·---1 1 1 1 1 1 I 
115-44 I 161 4U011 36631 4841 44661 '14~~1 
1---------------+---------- 1---------- 1----------+----------+----------+----------1 
145-64 I , 21 6611 5061 991 II 33 I 24171 
I---------------I----------t----------I----------+----------1----------.----------1 
165-74 I 01 91 71 31 511 761 
1---------------+---------- 1 ---------- 1 ----------+----------+----------+----------1 
175-84 I 0 I 41 1 I 1 I 1 3 I 191 
1---------------+---------- 1 - --------- 1----------+----------+----------·----------1 
185+ 1 01 01 , 1 , 1 , 1 31 
1---------------+----------·----------+----------+----------+----------.----------1 
IALL AGES I 491 61121 46561 6' 11 59551 172891 

F'REF'AR[J) ltY HI[ OHleE Of fLANNING SERVIr.r.s 
NUl YO~K r. JI Y HEAL 111 ,. IIOSf'l1 AU' (;ORF'ORA nON 

2NOVOQ 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Demography 
(Primary Payor IEthnicity) 

...... ,~ C:.tr H •• '", , •• ",.,U'" c:."., .... ", 0"' .. ,. , .......... ", .. .. 
n. ",,,h,,r,,,, " ..... "-~'Mc:'O .. lc' " ", •• " •• , Navttmbttr 7.18aa 



NEW YORK CITY AIDS TASK .FORCE Needs Assessment Work Group 

Primary Payor IEthnicity (Total) 
Total: 15,978 (NYC Re8iden~_ 

7,000 ~:....:..:..:.... -=-=' =.:'.,===:=::;========---.------r-------..-------.:.--, 

6,OOO4---------~--~~~-+--------~----------r-------~ 

5,082 
5,000 -+-----+-

4,000 

.... 
~ 3,000 
CJl. 

2,000 -+-----+-

1,000 -r------t~=~~1--
47 ~--....;.,..~~ 

Asian Black Hispanic Other White 

~ Self Pay ~ Other [3 ' , Medicare 

- Medicaid - B/C Comm 

•• - . . _ _ . .. ~ "" "'" I"\. 



100% 

75% 

50% 

25% 

NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Primary Payor IEthnicity . (Total) 

, Asian Black Hispanic Other White Total 

~ Self Pay _ Other ~ Medicare _ Medicaid _ B/C Comm 

.... "If' Cit, H ••• II, .... H •• ~II.I. C.'~.r.llo.' 0''' •• 01 ,.."., •• ,.", •••• 

Tile " •• " •• ,, •• " •• ~1t.1I0"' ••• f ,. ... ,". November 7. 1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Ethnicity IPrimary Payor (Total) 
Total: 16,978 (NYC Reeldente) 

10.000 -r--------..---------,-----,--------r-------, 

8.932 

8.000 -+-------+-----+-------+-

6,000 -+-------+-----+-------+~~~~_+_---__f 

4.000 -+-- --t-----r----t-t~~~__r 

2,000 -+-~~...-----+-----+------+-~~ 

589 420 

Self Pay Other Medicare Medicaid B/C Comm 

~ Asia.". _ Black ~ Hispanic _ Other _ Whit, 

u.w v. •• t:1'v N .... II ... d H ..... I •• I. c ... ........ I .... ' Ofll ..... I PI.".I ..... rvlo •• 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Ethnicity IPrimary Payor (Total) 
100%' 

75% 

Self Pay Other Medicare Medicaid B/C Comm Total 

_ Asian _Black ~ Hispanic _ Other _ White 

..... " CII, " .... 11 ••• " ........ C.r •• r,"e,,' D ..... e. 11, ••• , •• , •• ",1 ••• 
TIl, ".,11"." ... " ...... 110''' .... P ••• " ••• November 7, 1988 



AIDS UTILIZATION 
PAY(N< Itt SE.X AND E HINIC:ITY . 

AU. DIS'[HAR~FS 
( SOI.II.:(;(. · SF'AReS I 9(11 , 

IlIORO : (IRON X I E HIN I (; Jl Y I 
I 1----- ............ - .................... ............ - ........................... ···"·-· ·--·'·'···'1 
I I ASIAN I (cLACK I IHSF'ANIC I OIHER I WHIlE I HITAL' I 
�-------------------------------+----------+----------+--------- - +----------+----------+----------1 
I PAYOR I SEX I I I I I I I 
1---------------+---------------1 I I I 1 I I 
ISELF F'AY I HALE I II (191 It II 51 131 2191 
I 1---------------+----------+----------+----------+----------+----------+----------1 
I IFEttAlE I 01 421 51 I 21 21 971 
I 1---------------+----------+----------+----------+----------+----------+----------1 
I ITOTAL I II I JII 1621 71 151 JI61 
1---------------+---------------+----------+----------+----------+----------+----------+----------1 
OIHER I SEX I t I I I I I 

1---------------1 I I I I I I 
IttAlE I I I 201 171 I I 81 471 
1---------------+----------+----------+----------+----------+----------+----------1 
IFEKALE I 01 61 01 01 01 61 
1------------7--+----------+----------+----------+----------+----------+----------1 
ITOTAL I I I 261 171 I I 81 531 

---------------+---------------+----------t----------t----------+----------+----------+----------1 
"EOICARE ISEX I I I I I I I 

I--~------------I I I I I I I 
I HALE I 01 3\1 311 41 51 711 ' 
I---------------+----------.----------.----------t----------+----------+----------1 
IFE"ALE I 01 71 181 81 31 281 
,---------------+----------+----------+----------t----------+----------+----------, 
ITOTAL I 81 JBI 491 4, 81 '" 

---------------+---------------+----------t----------t----------+----------+----------+----------1 
I "EOICAID ISEX I I I I , I I 
, 1---------------1 , I I I , I 
I 'ttAlE I 81 5401 8991 23, 1211 15831 
I 1---------------+----------+---------··+----------+----------+----------+----------1 
I IFE"ALE I 81 JOOI 4021 13' 311 8261 
, I---------------+----------+---------··t----------+----------+----------+----------1 
I I TOTAL , 81 8401 13BII 361 1521 24891 
1---------------+---------------+----------+----------+----------+----------+----------t----------I 
III/C COH" I SEX I I I , , I I 
, ,---------------1 I I I I , , 
I I HALE I 21 891 I 441 121 731 328 I 
I I---------------+----------t----------+----------+----------t--------~-t----------I 
I IFF-"ALE I 01 461 511 I, 121 'tOl 
, I---------------+----------+----------t----------+----------+----------+----------, 
I ITOTAl, 2' 1351 1951 Il' 85, 430' 

(CONTINUED) 

F'R[f'ARED (lY THE OFFICE Of F'LANNfN' SERYICU 
HEW YORK CITY IfF-Al-T1t .. HUSF'ITAl-S CORF'ORATION 

:!N(JVElQ 



AIDS UllL.IlAllml 
F'AYOR flY SU AND EltlNICIlY 

AU. PI SCl-lr,r<tE:S 
(S()lIf~t:[: S.°Ak£:s 19U 1) 

IItORO: (lRONX I . E:TIINICITY 1 
I 1------------------------------------------------------1 
1 I AS I AN I ('I.IICK 1 HI SF'AN 1(: 1 OTlllR I WttJ TE I TO 1111. 1 
I-------------------------------.----------~----------·----------·----------·----------·----------1 
1 All. PAYORS 1 SEX I 1 I I I I I 
1 1-----------·----1 I 1 I I I I 
I I HALE 1 41 1691 12021 4~il 2201 2:!401 I I---------------.----------.----------~----------~----------.----------.----------1 
I IFEHALE I til 4011 6021 '61 401 '0671 
I ,---------------.----------1----------.----------.----------.----------.----------1 
I I TOTAL 1 41 11701 ID041 611 2681 33011 

F'REF'ARED rtY THE ornCE Of F'I.IINNING SERVICES 
ME.W Y($K cn Y HEAUIi " HOSf"nAL.\' (;IIRF'QRAnON 

;!HOVOa . 



A I DS 1II1U ZATlIlM 
f'AYOR (IY SEX AtlD EHltIICIlY 

Alt 0 J SrtfAI<£.n 
( SOUlier: .\l·r,f,(;S I n17) 

I ('ORO : (tROOI(LYN 1 EHltU(;ITY 1 1 
I 1------------------------------------------------------I I 
I 1 ASlAtl I ('LAU I HlSf· ... NIC I OHIE.R 1 WHITE 1 lOrAL 1 
1-------------------------------1----------1----------1----------1----------1----------1----------1 
I f·A YOR 1 SEX 1 I I 1 I 1 I 
1---------------+---------------1 I I I I I 1 
ISELF F'AY 1 "ALE I 1 I 1911 711 61 531 3281 
1 1---------------1------.---1----------1----------1----------1----------+----------1 
I I FEHAlE I 01 761 I 31 01 ttl 100 I 
I 1---------------1----------+----------1----------1----------1----------+----------1 
1 ITOTAL I t I 2731 841 61 641 4281 
1---------------1---------------1----------+----------+----------1----------+----------+----------1 
OTHER I SEX I I 1 I I I , 

1---------------, I 1 I I , , 
,"ALE , 01 241 91 t I t91 53, 
,---------------1----------+----------+----------1----------t----------I----------, 
IFE"ALE I 01 II 01 01 21 31 
I------------~--t----------I----------I----------t----------1----------+----------1 
ITOTAL I 01 2~iI 91 t I 211 561 

---------------I---------------t----------t----------f----------.----------+----------1----------1 
HEDICARE I SEX I I I I I I I 

1---------------1 I I I 1 1 I 
I HAtE I 01 3:?1 141 t I III 581 
I---------------I~---------.----------t----------I----------.-----~----+----------I 
I FEHAtE I 01 71 t I 0 I 81 161 
I---------------.----------.--~-------.----------I----------1----------+----------1 
ITOTAL I 01 391 t51 t I 191 741 

---------------1---------------1----------.----------.----------1----------.----------+----------1 
HEDICAU I SEX I I I I I I I 

1---------------1 I I I I I I 
I "ALE I 01 7731 4751 401 2431 1531 I 
1---------------1----------1----------1----------1----------+----------+----------1 
IFE"ALE I 01 4701 t901 201 85' 1651 
1---------------1----------1----------1----------1----------+----------+----------1 
ITO TAl I 01 12431 6651 601 3281 22961 

---------------+---------------1----------+----------1----------+----------+----------+----------1 
(tIC COM I SEX I I I I I I I 

(CONTINUED) 

1---------------1 I I 1 I I I 
I HALE I 61 2361 It41 321 3411 7351 
1---------------+----------1----------1----------+----------+----------+----------1 
IFEHAI.E 1 01 551 251 II 4tl 1221 
1---------------1----------.----------+----------1----------1----------+----------1 
ITOTAL I 61 2911 1391 JJI 3881 8571 

F'REF'ARrD DY THE OFFU:E Of F'LAHNINt SERVJCE.&' 
HEW YORK CHY ilEAl. HI " tlosn TAU J:IIRF'QRAl HIN 

~'NOV(IQ 



AIDS UlIUIAllON 
F"AYOR IIY SEX AND ElIINICITY 

AU. OJ S(;\lI'lI~('E.S 
<SOlIliU:: SF'Ar,t:S 1907) 

-~-------------------------- ... ----.. --.-.--.--.- .... --_._ .•. __ ._. __ .•. _ .•. _._ .•.. -•.. _._._-----_ .. _-.. _------.- .~ .•. ------------------
1 (fORO: BROOKLYN 1 HHHICITY 1 
1 1------------------------------------------------------1 
I I ASIAN I IfLAl:K 1 HISf'AMIC I OTHER I WHilE If TOIAL 1 
I-·-----------------------------f----------f----------1----------f----------+----------+----------1 
IALL PAYORS I SEX I I I I I I I 
I 1---------·--·-·-···-1 I I I I I 1 
I I "ALE I 71 12621 6031 801 6731 2·/051 
I ,---------------+----------+----------.----------i----------+----------1----------1 
, IFE"ALE I 01 6091 2291 2t I tHI t0061 
1 I---------------+----------+----------+----------t----------+----------+----------1 
I ITOTAL 1 71 t87tl 9t21 tOtl 8201 ]7ttl 

f'REPARED flY mE OffICE OF HANttlHG SERVJCU 
~ .. YOf\f; CHY HEALTH .. HOSF'nA~.f':O ... f'O~AIION 

2HOVOq 



... ..., 
~ 

AIDS "Tfl IZATfON 
F'AYOR IIY SU AND ElHNICHV 

AI. I. D J SCItAr<r.rs 
( SClUI,t[· SI'AI\C.\' 19(1) 

IlcOR(J: "ANBATlAN I EHINICflY I 
1 1""-""'· ......... .. ...... ...... . ...................... ............ · .. ·- ...... -- ...... ---.... -1 
I I ASIAN I IILACI( I HISF'ANIC I OIUEI"< I WHilE I HHAl I 
1-------------------------------.--.. -------... - .. ---.. ---+ .. - .... - .. -- .... +----- .. ---- + .. -------.. -.---.. ------1 
IF'AYOI"< ISEX I I I I I I I 
1---------------·-------_ .. ------1 1 I I I I I 
ISELF F'AY I HALE I 01 101 I 711 III 2011 len I 
I 1---------------.---.. ---- .. -.----------+----------+--- .. - .. ----+----------+----------1 
I IFE"ALE I 01 251 01 01 151 401 I I--------.. .. -.. --- ... -.... ---- .... t- .. - .... -- .. --.----- .. -- .. - ... ---------.----------.----------1 
I IlOTAl I 01 1261 851 It I 2181 4401 
1---.. ------_ .. ---+---------------·----_ .. _ .. _-· .. _ ...... __ .. _-·-------- .. -+-------.. - .. ·----------+----------1 
101 HER I SEX I I I I I I I 
I 1-----------.. ---1 I I I I I I 
I I HALE I 01 001 721 41 501 2061 
I 1---------------.--------.. -+----------.---------.. +----------+----------+----------1 
I IFE"AlE I 01 71 21 41 41 171 
I I------------~--+------- .. --.- .. --------.---.. - .. --.. - ... ---------.----------.--------~-I 
I ITDTAL I 01 871 741 81 541 2231 
I---------------+---------------t----------.--- - - -----t-- --------.----------t----------+----------I 
IHEDICAI"<E ISEX I I I I I I I 
I 1---------------1 I I I I I I , 
I I HALE I 01 671 221 11 441 1401 
I I---------------.----------.----------t----------t----------.----------+----------1 
I I FE"ALE I I I 41 31 31 81 191 
I I---------------.----------t----------t------~---.----------t----------+----------I 
I nOTAL I II 111 251 101 521 1591 
I---------------.---------------.----------t----------+----------.----------.----------.----------1 
"EDICAID I SEX I I I I I I I 

1---------------1 I I I I I I 
I HALE I 131 9(101 5411 1711 6391 23521 
1---------------+------_ ...... ·--_ .. .... _---·--_ .. _ .. _ .. _-·-_ .. -------.----------.----------1 
IFE"AlE I 01 3611 2031 541 981 1221 
1---------------·----------·---_ .. __ .. _-·----------· .. _--- .. --- ... ----------+----------1 
1T00Al I 131 t3551 1441 2251 7311 38741 

.. --------------+---------------+----------.-- .... - .. - .. --.--- .. ------t----------·----------·----------I 
II/C CO"" I SEX I I I I I I I 

(CONTINUED) 

1------------.. _ .. 1 I I I I I I 
I "ALE I 101 1941 2771 8.H 20141 26381 
I---.. -------- .. --+--.. - .. -- .... ·· ... --.. - .. .. ··- ... --- .. ...... ---t---- .. --- .. -t----------t'---------I 
I FE"Al.E I I I 281 221 121 251 881 
I---------------t----------I ----- -----+----- -----+----------+- ---------t----------I 
ITOTAL I III 2221 2991 951 28991 21261 

F'REF'ARED Ity IHE OFHCE (IF F'LAHNINI; SERVICU 
NEW YORK CITY m:Al. TIl " ItOSF'l1 AI,S ClIRF'ORAllON 

2NOVlIU 



AI D.\' lIri U LAI HI" 
FWflIR IIY sue AND ElItNlCITY 

... L'- D I S(;I1I'1kGES 
(SOU'·:CI:: sr· ... kes 1901) I 

I (40RO: "ANHATTAN I ElItNJel1 Y I 
, 1---------·---- ----------------------------------------, 
I I ASH,N I IIl.ACK 1 IIlS/'IINIC I OTlfU< I WItITE I TOIAt I 
1-------------------------------·----------·----------+----------+----------+----------f----------, 
IAlL F'AYORS I SEX I I I I I I , 
1 1------·---··- - · ····1 I I 1 I I 1 
, I "Al.E 1 2:'1 14]01 9091 2761 38101 51201 
, ,---------------.----------.----------1----------+----------+----------1----------, 
I IFE"AlE I 21 4311 2:'81 nl 1501 894' 
, ,---------------+----------.----------.----------.----------+----------+----------, 
I nOTAL I :!~i1 HI611 '2UI 3491 31601 66:'21 

F'REf'ARED 14Y THE OffICE OF F'LANHINIi SU<VICES 
NEW VORl( en V HEIIl-l H a. H(!SF'IT AU (:ORF'ORA II ON 

2Hovon 



AI liS lIT II IlA1 InN 
F'AYOf.: IIY SEX MID E nlN I (:flY 

All. DISl:IIAF\(;fS 
(,mum:E: SF'ARt.\' '9(111 

-_ .. _--------------------_.---------------------------------_._-----_._ .. _-.... _----- .. _--------------------._-
IIIOF\O : QUEENS , E HltH c: IT Y 'I 
I 1------------------------------------------------------, I 
1 I ASIAN , ItLACk 1 IH Sf-'ANJC' 01 HER 1 WHilE 1 lOrAL , 
I-------------------------------+----------t----------t----------t----------I----------I----------I 
I F'AYOR I SEX I , I I I , I 
1---------------+---------------1 1 1 I 1 I I 
ISELf F'AY I "ALE I 01 401 211 31 421 1061 
I 1---------------1----------+----------1----------1----------+----------+----------1 
I I fEHAlE I 0 I I 21 51 I I 71 251 
I I---------------I----------t----------t----------t----------+----------+----------1 
I ITOIM.. I 01 521 261 41 491 III I 
1---------------1---------------+----------+----------+----------1----------1----------+----------1 
IOlHER I SEX I I I I I I I 
I 1---------------1 1 I I I I I 
I I HALE I 0 I 751 731 41 361 188, 
I 1---------------1----------+----------+----------1----------+----------1----------1 
I IfEHALE I 01 231 191 21 31 471 
I I------------~--I-----------I----------+----------I----------1----------1----------1 
I !TOTAL I 01 981 921 61 391 2J51 
1---------------1---------------1----------1----------.---------- I----------t----------I----------I 
I "EDICARE ISEX I I I I I I 1 
I 1---------------1 I I I I I , 
I , "ALE I 0 I J I I 51 I I 29, 661 
I ,---------------t----------+----------.--- -------t----------+----------1----------, 
I ,fE"ALE I I I 3, 0 I ." 71 III 
I ,---------------t----------+----------1-------- --I-- --------t----------I----------, 
, !TOTAL 1 I' J4, 51 II 36' 17' 
1---------------.---------------.----------+----------1----------1----------1----------.----------, 
I"EDICAJP!SEX I I , I , , , 
, ,---------------1 , I I , I I 
, 'tlALE , 2' 3561 174, 25' nOI 727' 
1 ,---------------.----------+----------+----------+----------1----------+----------, 
, IfUtAt.E 1 01 1621 491 I II 51 1 2731 
, ,---------------+----------1----------+----------1----------.----------.----------, 
1 "OTAL I 21 518, 221, 36, 2211 1100' 
1---------------.---------------1----------1----------·+----------.----------.-----p----.--p-------I 
'1I/C C,,"" I SEX 1 , , , , , , 
, ,---------------1 , , I , , , 
, ,HALE , 7, 1131 III 1 15, 302' $48, , ,---------------.----------.----------.----------.----------.----------.----------, 
1 ,fE"ALE' 0' 28, 11 8, ;!J, 58, 
, ,---------------I----------t----------t----------t----------t----------.----------, 
, nOTAL , 11 13l, 118, 15, :125, 598, 

(COHTlHU[D) 

F'Rff'ARED ItY lHE OFFIl:f (IF f'lANNINfi SERVICES' 
NEW YORK CHY ItEAUH " IInsF'I1IU.S CIII'I·ORAliPN 

2NUY8l1 



AIDS UllLllArIOH 
F'AYOk IIY SIX AND [lIINICITY 

AL L D 1.n:llnl\l;E S 
(SOUli(:F: SI'I\W:S 19tH) , 

-~------------------------------ .•. ---.-.---.-.--.-. . --.... -.. --.--.. -.~: ... -.---------------.-.-- .----.--------------- .~- .--- -~ 
I&ORO: WEENS 1 ETllNlCITY 1 
1 1----------- -------------------------------------------1 
liAS IAN 1 lJUI(;K I IIlSr'ANIC 1 OlllrR 1 UItITE I TOTAL 1 
1-------------------------------t----------1----------i----------,----------,----------.----------I 
IALL F'AYORS I SEX I 1 1 1 1 I 1 
1 1---------------1 1 I 1 1 I I 
1 I"ALE 1 91 6151 3041 481 5-'91 16351 1 1---------------.----------.----------.----------.----------~----------I----------I 
I IFE"AlE I II 2201 801 141 911 4061 

. 1 I-------·-------t----------.----------.----------.----------.----------i----------I 
1 ITOTAL 1 101 0351 4641 621 6701 20411 

F'R£f'AfiED (IY TIlt=: prr If.£ (IF ftANNIHG Sf.RVICU 
ttrw YURI( (; JI Y HEAI-l H " HUSf'11 ALS (;OI\f'{If\A linN 

;!NUVQQ 



AIDS UTILIZATION 
F'f1YOR ItY S£.X AND EHINIC I n 

ALL D J SCHA',GES 
(SOURCE.: Sf'ARCS 19(7) 

11101<0: STATEN ISL.AND I fTHNICITY I 
1 I--------------------~---------------------------------, 
I I ASIAN I (ILACK I IHSF'AtlIC I OlHE.R , WHITE , lOTM. I 
1-------------------------------·----------·----------.----------.----------.----------.----------, 
1 F'AYOR I SEX , I , I , I , 
1---------------.---------------1 1 I I , , , 
I SELF PAY , HALE I, 0 I 3' I , 0' Ie, , 4, 
, ,---------------.----------.----------.----------.----------.----------t----------, 
I 'FEMLE' 0' 01 01 01 3' 31 I 1------------··--.----.... -,-.-- .-----.. ---- .--.. -----.. -. ----------.----------t----------I 
I ITOTM. I ' 01 31 II 0' U' 11, 
,---------------.---------------.----------.----------.----------.----------.----------.----------, OIHER I SEX I , I I I I I 

1---------------1 I , I 1 I , 
1 HALE I 0 I I I I 51 0 I 3, I 91 
I---------------t----------.----------.----------.----------.----------t----------I 
IFEMLE I 01 21 01 01 I' 3' 
,---------------.----------.----------.----------.----------.----------t----------I 
ITOTAL . I 01 III 51 81 41 221 

---------------t---------------t----------t----------l----------t----------t----------t----------I 
HEDICARE ISEX I 1 I , I 1 , 

,---------------, I 1 I , , 1 
1 HALE I 01 I , ° 1 I 1 I , 31 
I--------------~t----------.-~--------.----------i----------t----------t----------I 
IFEHALE , 01 21 01 01 61 8, 
,---------------t----------.----------t----------t----------t----------t----------, 
/TOTAL I 01 31 01 II 11 II, 

---------------t---------------t----------t----------t----------.----------t----------t----------I 
IHEDICAID ISEX , I I I I I , 
I 1---------------1 I , I , I 1 
I I HALE I 01 Jjl III 21 481 941 
I I---------------t----------.----------t----------t----------.----------t----------, 
I IFEHALE I 01 J61 51 21 161 591 
I I---------------t----------.----------.----------.----------t----------t----------, 
I ITOlM. I 01 691 161 41 64, 1531 
I---------------t-------------~-t----------.----------.----------.----------t----------t----------, 
III/C eDItH I SEX I I I , I , 1 
I 1---------------1 I I I I I , 
I I HALE I II 91 61 II 68, 841 
I I---------------t----------t----------.----------t----------t----------.----------I 
I IFEHALE I 01 21 01 8, 81 II, 
I I---------------t----------t----------t----------t----------t----------t----------I 
I nOTAL I II 10' 61 I I 16, 94, 

(CONTINUED) 

F'RU'ARED ltV lHE OfFitE (IF f'LANNING SERVICES 
HEW VOkK CITY HEAl. TIl " HtlSf'l1l1l.S cor,r'ORAJlOH 

2NOVlIQ 



A.IDS 1ll'lUIMWN 
F'AYOI( flY S[)( AND [lIINU:ITY 

AU. D I Sl:HAf<Gf .r 
(SlIIII,n-: Sl'l'IkCS 1981) . 

Illoreo: STATEN ULAND I F.HtHICIlV I 
I 1------------------------------------------------------1 
I I ASIAN I (ILAU I HIS"'ANll: I 0"'1:1( 1 WHilE 1 JOIAL 1 
I-------------------------------t----------t----------.----------t----------t----------t----------I 
IALL PAVORS UEX 1 I 1 I 1 1 1 
I 1---------------1 I I 1 I I I 
I 1 "ALE I 'I 561 211 41 IlOI 2141 
I I---------------t----------~----------t----------.----------t----------t----------I 
I IfEttAlE I 01 4:!1 51 21 341' 831 
I I---------------t----------t----------~----------.----------t----------t----------I 
1 ITOTAL 1 'I 901 281 61 1641 29"11 

PREPARE!) I'IV TtIE orfiCE or fLAHHIH& SERVICES 
NEW YOf<IC eny HEA'-lH .. Hun'lTALS (;Of\F'(Jf<AIlON 

2HOV8Q 



AIDS UTILIZATIUN 
f'AYOI~ f'Y SEX AND E. "!til(; I lY 

All. DISCtlAR(;fS 
CSOlII,£:E:: .H'Ar,(:S 1907) 

II'ORO: NON NEW YORK RESIDENTS I EnINJ(:nr I 
I · 1----------------------··-------------------------------I 
1 I ASIAN I ('LA£:K I I-IISF'AtUC I OiliER I WlHIE I TorAL I 
1-------------------------------+----------+----------+----------+----------+----------+----------1 
If'AYOfc ISEX I I I I I I I 
1---------------+---------------1 I I I I I I 
ISH.F PAY I "ALE I 01 3:.'1 lEI I 21 411 931 
I 1---------------+----------+----------+----------+----------+----------+----------1 
I IFEttAl.E I 01 81 21 II 81 191 
I 1---------------+----------+_---------+----------+----------+----------+----------1 
I ITOT AL I 0 I 46 I 20 I 31 491 1121 
1---------------+---------------+----------+----------+----------+----------+----------+----------1 
OlHER ISEX I I I I I I I 

1---------------1 I I I I I I 
I~E I 01 391 371 51 381 1191 
1---------------+----------+----------+----------+----------+----------+----------1 
I FEtlALE I 0 I I 71 21 0 I 61 251 
1---------------+----------+----------+----------+----------+----------+----------1 
ITOTAl . I 01 561 391 51 441 1441 

---------------+---------------+----------t----------+----------+----------+----------+----------1 
"EDICARE I SEX I I I I I I I 

1---------------1 I I I I I I 
I "ALE I 6 I 41 3 I I I 191 21' ' 
I---------------+----------t---------·-+----------+----------+----------+----------1 
IFEHAlE I 61 II 61 61 41 5, 
I---------------+----------t----------+----------+----------t----------+----------I 
"OTAL I 61 51 31 II 231 321 

---------------+---------------+----------·t----------+----------t----------+----------+----------, 
"EDICAID 'SEX I I I I I , I 

1---------------1 I I I , I , 
I fW.E I 6 I fl tI 60 I II, 81 I 2441 
I---------------+----------+----------+----------t----------+----------+----------, 
IfE"ALE I 61 321 191 31 51 I 1.51 
1---------------+----------+----------+----------+----------+----------+----------1 
nOTAL I 01 1161 871 141 1321 3491 

---------------+---------------+----------t----------t----------+---------··+----------+----------1 
l'IC COM I SEX I I I I I I I 

1---------------1 I I I I I I 
I HALE I 21 461 691 141 4341 5651 
I---------------+----------t----------t----------+----------+----------•• ---------1 
I fEHALE I 6 I I 41 J I I I 9t I 1891 
I---------------t----------t----------t----------+----------+----------.----------1 
ITOTAl I 21 681 121 151 5251 6141 

-----------------------------------------_._----_._---------_._---------------------------------------
(CONTINUED) 

F'REf'ARED flY THE OffiCE Of f'l.ANNING l'ERVICU 
HEW YORK CITY HI' At. Ttl .. HOSf' n AL oS tURf'ORA II PH 

;'NUVfUl 



AIDS UIlUIAI HlN 
f'AYUk lty S[)( liND ElIINlelTY 

ALI. " UtHAf.:(;E S 
(SOUI(C[: S"Ar,l:S '987) I 

Illoreo: NON NEW YOreK RESIDENTS I ETlltlltH'I' I 
I ,-------------------- ----------------------------------1 
I I ASIt.H , IIU\CK 1 HISf'IIHlt I OJtI[k I WillIE I TO 1111. I 
,-------------------------------.----------.----------1----------·----------·----------·----------1 
IIILI. PAYORS UEX , I , I I I I 
I 1---------------1 , , I I , I 
, I "ALE , 21 20~i' '951 33, 613, '040, 
I I---------------i----------.----------.----------.----------.----------1----------, 
I IfE"ALE I 01 12, 261 51 '60, 2611 
I 1---------------.---------- 1----------.----------.----------.----------.----------1 
, ITOTAL I 21 21"11 22'1 lOI 77ll 13"1 

f'REPARED 11'1' TltE Of ncr Of F'l.At4t4IHIi SfRVtCf-S 
tfEW YQ«I( elf Y HE-AL 111 & liUSf' IT AI..$ f:Q«f"~A n 0,. 

2HQVPQ , 



AlOS UTIlIZAT HlN 
F'AVOR IIY SEX AND E.IIINll:ITY 

Att D I SCIIAr,(;[S 
(SUIII,(;E . SF'I\J;-CS 1'1(1) 

ICITY TOTAl I EHINl£:ITY I I 
I 1----------------------------- - ------------------------I I 
I I ASIAN I llLACK I HISF'ANIC I OIlIE.R I WHHE I Hl1Al. I 
1-------------------------------+----------+----------+----------+----------+----------+----------1 
I F'AYOR I SEX I I I I I I I 
1---------------+---------------1 I I I I I I 
I SELf f'AY I "Al.E I 21 ~621 :~991 211 3621 "521 
I ,---------------+----------+----------+----------+----------+----------+----------, 
I 'fEt1AlE' 01 16JI 791 41 46, 292' 
I 1---------------+----------+----------+----------+----------+--------=-+----------1 
I ITOTM.. I :'1 62~1 3701 JI I 4081 14441 
1---------------+---------------+----------+----------+----------+----------+----------+----------, 
10 ntER I SEX I I I I , , 1 
I ,---------------1 I I I I I I 
I I "AlE I II 2491 2UI 151 1541 6321 
I 1---------------+----------+----------+----------+----------+----------+----------1 
I IFEMLE I 01 561 231 61 16' tot, 
I 1------------7--+----------+----------+----------+----------+----------+----------1 
I I TOTAL I I I 3051 2361 21 I nOI 733' 
1---------------+---------------+----------+----------~----------.----------+----------+----------I 
I"EDICARE I SEX I I I I I I 1 
I 1---------------1 I I I I 1 I 
I I "ALE I 01 1661 751 151 1091 3651' 
1 I---------------+----------.----------~----------+----------+----------+----------1 
1 I FUAtE I 21 2~1 221 31 361 811 
I 1---------------+----------+----------+----------+----------+----------+----------, 
I ITOTAL I 21 1901 971 181 '~5' 452, 
1---------------+---------------+----------+---------- 1----------+----------+----------+----------, 
I"EDICAID ISEX I I I I I I , 
I 1---------------1 I I I I 1 , 
I IMLE I 151 27741 21601 2721 13021 653" 
I 1---------------+----------+----------+----------+----------+----------+----------1 
I I FE"ALE I 01 13671 940 I 1031 3321 2750, 
I 1---------------+----------+----------+----------+----------+----------+----------1 
I ITOTAL I 151 41411 JI161 3751 16341 92811 
1---------------+---------------+----------+----------+----------+----------+----------+----------1 
Ill/C CO"" I SEX I I I I I 1 1 
I 1---------------1 I I I I 1 1 
I I"ALE I 281 6861 7211 1571 3298, 48901 
I 1---------------+----------+---------- 1 ----------+----------+----------~----------, 
, IfEMLE I II 1651 tOOl 151 200' 4891 
I 1---------------+----------+----------+----------+----------+----------+----------, 
I /TOTAL I 291 (J~' I 8291 1121 34981 53191 

(£:ONHNUED ) 

F'REPARED llY HIE OffICE Of' PLANNING SERVICES 
NU' YORK [;llY HEALIH .. liOn'HALS (;(~f'()f\AIlON 

2NlIVOO 



AIDS UIIII:tAllUH 
F'AYOR (IY SEX AND EHIN1CilY 

AU. DlSCIIARGES 
C SUlIli:CE: .\'f'Ar,(:S '9EI7) I 

ICITY TOTAL I '. EIIINICHY I 
1 1---"- .. .... ---- --- .... -- .... --·--· .. --- .... · .. ·---------------- .. ----- .. ----.. - .... ---1 
I I ASIAN 1 I'LACK I IIISf'I.NIC 1 OilIER I WlillE I 101AL. I 
1----------------------------.. --.---.. ------... -.. -.. -.. -- .. -.---------.. t--- .. ---- .. --... --.. ---.. ---t- .. ---.... --.. I 
I ALL PAYOR.\' I.\'EX I I I I I I I 
I I----------~----I , I I I I I 
, I KALE , 461 4HlI J4161 4061 5n51 13510, I I---------------... ---...... .. .. -t----------t-------.... -.----------.----------.----------, 
I I FEMALE I 31 17751 1180/ Ilil 6101 37191 
1 I----------.. ----.--.. --------t--------------~-- .. ----- .. -.----------.----------t----------I 
I ITOTAL 1 491 611:" 4l.56 , 6171 58551 112891 

F'f<Ef'ARfD ItY THE (Iff ICE Of F'LANNING nRV ICU 
HEW YORK CITY IIEAl.TH " tfOSF'UAU CPIWURATION 

2HOVUII . 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group· 

• 

Demography 
(Ethnicity /Sex & Inpatient Utilization) 

N, .. "r~ ellr tr. ... " 11111 H.','Ie'l co, •• ,,"./I' Off'ce ., "enlll"l "'.nl,,, 
TIl, ",,,\lrl.rl,,, .Ho,,".I-'"".Ul/Oltl ... , "unlllli 



... 
go 
~ 

NEW YORK CITY AIDS TASK FORCE Needs Assessment ·Work Group 

Discharges: Ethnicity /Utilization 
Tot~I:- 15,978 (NYC Residents) 0 

7,OOO~--------~--------~--------~--------~--------~ 

6,000 

5.000 

4,000 

3,000 

2,000 

1,000 

0 
47 

Asian 

~ Bronx 

_ Queena 

Black Hispanic 

_ Brooklyn 

_ Staten Island 

II •• ,. ~", """" ''' .. He.,"a'. Cafllo"UOIII O'''Ot ., .. ,,",,',,' .,,, •• ,, 

Other White 

~ Manhattan 

~n\lnrnhnr ., 1QAA 



100% 

NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group-· 

Discharges: Ethnicity/Utilization 

Asian 

~ Bronx 

_ Queens 

Black Hispanic Other 

_ Brooklyn 

_ Staten Island 

.... _.k ell. H •• IIII •• ~ " •• ~ ... I. C.r ••• a"'.' ou ••••• " ... ",". '.nl ••• 
Tile ""'f.,.I •• ".""IIIOUI., •• ", ... , .. , 

White- Total 

~ Manhattan 

November 7, 1988 



... 

NEW YORK CITY AIDS TASK FORCE I Needs Assessment Work Group ! 

Discharges: Utilization/Ethnicity 
. .. - .-

Total: 16,978 (NYC Residents) .. . . . . . 
8,OOO~--------~------~~------~~------~--------~ 

7.000 -'------...J-------~I__~ft9.9--+------_+_------~ 

6,000 --'------1-------+-

5,000 -+------1-------+-

~ 4,000 -+----..,.....--I--~~-I----+-

3,000 

2,000 -+-~~~~+_1~~~~I__fI~~~+---f-

1,000 
297 

0 ·-'----
Bronx Brooklyn Manhattan Queena Staten Island 

~ Asian _ Black ~ Hispanic _ Other _ White , . ' 

lIew "', .. I':It .. W •• I.h ... If H" ... ".I~~'dln"-l n,uc. a' PI.",,",n •• ,vl" •• 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group' 

Discharges: Utilization/Ethnicity 
100% 

Bronx Brooklyn Manhattan Queens Staten Island Total 

~ Asian n!Wl Black ~ Hispanic _ Other _ White 

.... _,II e .. , H ... tII •• ~ " ......... c., •• ' ..... , Oil ••••• ".".,., '.nl ... 

'", """"'''U " ...... "0" ... • 1 " .. ".,,' Novemher 7, 198ft 



NEW YORK CITY AIDS TASK FORCE· Needs Assessment Work Group 

Patient Day~:Ethnicity /Utilization 
Total: 315.,898 (NYC Residents) 

140,000 -.--------r--12-5-.3-7-0-~---~---~-------, 

120,000 -+-------+-

100,000 +-----I---f~~~I--t--~"""""7"JI'II~--t-----_+__~~~__I 

80,000 .....:t-------+-~~~'d__+-

60,000 -i------+--tSI 

..... 
QO 
00 40,000 -t-------i---tS!i 

20,000 -+-~-----+~~~~~~~~I-+---H"\-I~"--~~~~~ 
1,082 

~ .~~~~~~~~~~~~~~~~~-L~~~~ 

Asian Black Hispanic 

~ Bronx 

_ Queena 

_ Brooklyn 

_ Staten Island 

"'" ." C". " ........ tI " ••• 11 ••• C"'I.r,"o'" orr'el 01 ft'I""'''1 """'" 
" " 0 , I "0 1_""ln 

Other White 

~ Manhattan 

November 7, 196ft 



100% 

NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group"' 

Patient Days: Ethnicity /Utilization 

Asian 

~ Bronx 

_ Queena 

Black Hispanic Other 

_ Brooklyn 

_ Staten Island 

..... ,'C'" H •• , ...... " ...... ,. c., •• "u •• , 0''' ••• , .. , ............. . 
T," ., .... , •• , ... " ...... 110''' ••• , .... ", •• 

White" Total 

~ Manhattan 

NovQmbar 7. lQ8B 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

patient. Days: Utilization/Ethnicity 
Total: 316,898 (NYC Residents) 

160,000 

140,000 

120,000 

100,000 

... 
80,000 CoO 

0 

60,000· 

40,000 • 

29,000 
5.632 

·0 
Bronx Brooklyn Manhattan Queens Staten Island 

~.A8Ian _ Black ~ Hispanic _ Other _ White 
'. . ,~ 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group-

Patient Days: Utilization/Ethnicity 
100% 

25%uaDmUJ 

Bronx Brooklyn Manhattan Queens Staten Island Total 

_ Asian _Black ~ Hispanic _ Other _ White 

...... r. C'" " ........ 4111 " ........ 0., •• ,." •• ,0',., •• , "' .. 11'.' ,.n'", 
'" ... , ....... " ... " ...... 110' ..... , ... , ..... November 7, 1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

LOS: Ethnicity /Utilization 
Days (All Discharges) 

30.0~------~--------~------~------~--------~-------. 

25.0 

20.5 
20.0 ..... 

cc 
N 

15.0 

Asian · Black Hispanic, Other Whita Total 



~~EW YORK CITY AIDS TASK FORCE Needs Assessment Work Group' · 

LOS: Utilization/Location 
Days (All Discharges) 

25.0~------~--------~------~--------~------~------~ 

20.9 20.8 

Bronx Brooklyn Manhattan Queene Staten leland 

...... " PI', """" .,,,' ",,,"t', 0""."., .. ", ....... ,,' "', ... ,,, ••• " •• ,. "', ",,,~,.,r,,,, """,n,HP"''' ,,' P'tt"'''' 

Total 



AiDS lI1 II IlAllON 
LOS STAIISTICS "Y [TIINICI1Y 

At I. D r S(;fIAI~r.F. S 
Unll"tr sr'IIReS' 907) 

I ""fill . 'IRONX I SE X I I �------------------------- -------------------------·-----~--------I 
I I "Alf: I F [HAlE . I TOH,t 
I I--------------------------------f--------------------------------+--------------------------------
I I I LENGTH or STAY I I lENGTH or STAY I I I.ENGT" or SlAY 
I I 1--·-·--····-··· --...... - - ..... -.- ,,-·1 I· .. .. .. -. .. ·····-·····-·---------·1 1---'-·- ..... ...... - .......... - .... . 
I I DISCtlAk('[P I AVl:kAl.[ I I'II111:N' IDISCtlAR(;£D1 AnkAGE I f'ATlEHT IDISCttARGEDI Avn<A(.[ I "filII In 
I I F'AlIENTS I tos I DAYS I F'Al JEHU' I UIS I DAYS I F'AflENU I l.(lS I DAYS 
1-------------------------------+----------·----------.----------.----------.----------.----------+----------.----------f------·--·· 
If. "'til(: r 1Y I I I I I I I I I 
1--··· .. · __ .. _----------------------1 I I I I I I I I 
I AS I At~ I 41 9.251 311 0 I 0 I e I 41 9.251 j 11 
1-------------------------------·----------·----------... ------ .. -..... -- .... -- .. --.----------.----------.----------.----------.---------·1 
II'IACK I 7691 19.4.'1 149421 401 I 16.441 65931 11701 18.411 215,~')1 
I ·· · .... -- -- -------.. ---------------+----------. ----------. ---- ................... ---- .. -......... ---.... -... ----------.----------.----------.-------.. -.. I 
"HSF'Amc I 12021 19.901 2J9191 1.021 14.111 84951 10841 17.971 324141 
I -------------------------------.----------+----------1----------1----------1----------.----------.----------+----------.----------1 
I 0 TII[ Ii I 451 15. " I 600 I 11.1 lB. L' I 298 I 61 I 15 • 90 I 970 I 
I - ------------------------------+----------.~---------.----------.----------.----------,-~--------.----------.----------.----------1 
IWIUTE I 2201 18.801 41371 481 15.001 7621 2681 18.281 48991 
I· ------------------------------.----------+----------.----------1----------+----------1----------+----------+----------1----------1 
110TII\. I 22401 19.521 4:17151 10671 15.131 161481 3]811 t8.IOI 590551 
_ .•. __ ._-----------------------------------------------------_ .. -_ ._ ------ ---- ----------_._ - ------------_._------------------~----.------.----.-.--

F'R£"ARED (lY TIlE on ,r.r or r'lAN"'"' SH<VU:rS 
NEW YORI( (:IU HE AU H " "OlT 11 nu u,r,f'Of\n I HlN 

2NOVIIU 



~1»S UTILIZAIJUN 
, LOS SIAl J.n Ie.\' fey EllltHCITY 

ALL J) J SUII\R(;rS 
( SUUI,CE: ,H·AJ.:CS 19(17) 

lIeORO: (IROOK LV N I SEX I 
I 1---------------------- -------------------------------------------1 
1 / HALf 1 F [HALE 1 1 (JJ Al 
1 /------------------------------- - t--·- - -~--------- - ----------------t----------------------_---- -- ··--
1 / I LEN(;IB OF SlAY I / LU~(;TI" OF SlAY / I LEt1r.11-! 01: SlIH' 
1 / 1------------------ ---1 /---------------------1 /---------------------
I I DISCItAf<GED I I\VH:A(.E 1 1'1\1111'011 II>ISCItAI\I.UI/ AVEf<A(;[ 1 F'AllENT IOlSCIU.I,:(.UII AVII·:Ar.r. 1 "AIIiNI 
1 / F'AlIfNTS / LOS I DAYS 1 F'AIU.NIS 1 lOS I DAYS / f"AllE.NlS I LOS 1 DAYS 
1-------------------------------t----------t----------t----------t----------t----------t----------t----------t----------t---
IEHINICIlY / 1 / 1 / I / 
1-------.... __ .. _----------------------/ I I 1 I 1 1 
I ASIAN / 71 50,71 I 3551 01 0/ 01 71 50.71 I jr)') 

/--- .. ---------------------------+----------t----------t----------t----------t----------t----------t----------t----------t----------
IfllACK / 1262/ 23.841 300861 6091 20.41 I 124301 18711 n.121 '1:,'516 
I----------- --------------------+----------t----------t----------t----------t----------t----------t----------t----------t---- - -- .. --
I HISPANIC 1 6831 20.541 140291 2291 18.01 I 4124/ 9121 19.901 IEI'~d 
/-------------------------------+----------+----------t----------t----------t----------t----------t----------t----------+- ---------
IOTHER / 801. 17.461 Il9l1 211 19.761 4151 1011 17.941 HI121 
I-------------------------------+----------t----------t----------+----------t----------t----------t---- ------+-------- --.--------- - 1 
IWIUTE 1 6731 18.091 121721 1471 17.541 25781 8201 17.991 14/~)()1 
I-------------------------------+----------t----------+----------t----------t----------t----------t----------t----------.- --- - - - ---I 
arOTAl I 27051 21.46/ 580391 1006/ 19.43/ 195471 371 1/ 20.91 I 7i'SB61 

f'RU'ARED flY TIlE Off I CE OF F'l-ANNING SERVICEI 
tlUI y~" CUY HEAl- HI .. I-lUSF'UAU (:ORf'Ur<AHON 

2HOvap 



AIDS UTiliZAtiON 
LOS StAllSIU:S IcY fUltHelTY 

AU DISl:IIAr,&£S 
(SOI.II,C':: sl"l'Ir-:(;s t 91.1 11 

IIcOf;:O H,"ItIUA Tr AN I SEX . I 
I 1------------------------------------------··----------------------1 
I 1 HAl.E 1 H.HAl.E 1 TOTAL 1 
1 1--------------------------------+--------------------------------+--------------------------------1 
I 1 1 L.ENGTH OF SlAY 1 1 U.tIGTH £IF STAY' 1 1 L.EtIGTH OF STAr I 
t I 1---------------------1 1---------------------1 I-~-------------------I 
I I DISCHARGED I AVERAGE .1 F'AlJEHr IDISCIIAR&EDI AVERAGE I F'ATIENT I DISCHARGED 1 AVEr<AGE I F'AlIE~1 I 
I 1 PATIENTS 1 L.OS 1 DAYS I f'AlIfNlS 1 LOS 1 DAY'S 1 f'ATlENTS I LOS I DAYS I 
1-------------------------------+----------+----------+----------+----------+----------+----------+----------+----------+----------1 
IETHN'l:ITY 1 I I I I I I I I I 
1-------------------------------1 I I I I I I . 1 1 1 
'ASIAN I 231 21.351 491 I 21 20.001 401 251 21 .241 5~" I 
1-------------------------------+----------+----------+----------+----------+----------+----------+----------+----------t----------I 
IIctACK 1 14301 21.921 313461 HII 22.931 98811 18611 22.151 412211 
I----------------------------~--+----------+----------t----------+----------+----------t----------+----------+----------+----------1 
IIUSF'ANIC I 9891 22.331 22081 I 2381 22.331 53141 12271 22.331 273951 
1-------------------------------+----------+----------+----------+----------+----------+----------+----------+----------+----------1 
I ornER I 2761. 18.591 51101 731 19.391 14151 3491 18.751 65451 
1-------------------------------+----------+----------+----------t----------+----------+----------+----------+----------+----------1 
,WIIITE I 3010' 17.06' 51361' 1501 20.501 38751 31681 17.231 544361 
1-------------------------------· ·--------+----------i----------+----------t----------+----------+----------t----------+----------I 
ITOTl'll 1 5728, 19.281 1104091 8941 22.061 197251 66221 .19.651 1l01l41 
._ ..•.....•. .. __ ._-_._----_._--------------------------------------,-----.----.~-------------------------------------------------------------_._---

f'REPARED IIY THE C1Hle[ or F'LANNIN" SERVICU 
NEW YORIC 'In "EAUH .. liO'\'f'HALS ';U'WlI"AIJOH 

2NOV08 



AIDS UlIlIZATlON 
LOS SlAIISIICS II)' EniMIen)' 

AI.l. DJSCttAR~ES 
( SOlmCE: Sf'AF\CS '9(11) 

JI,OF\O: ~IUEENS 1 SEX 1 
I 1-----------------------------------------------------------------1 
I 1 HALE I FEttAL.E IIOIAL I 
I I--------------------------------t--------------------------------t-------------------------··------I 
I I I LENGIH OF SlAY I I LENGTH Of nAY' I I l .EN('IH (IF S)M I 
I 1 1-------------··--····---1 1---------------------1 1-----··-····--··-··-···· ····· ···1 
I 1 DISCHARGED 1 AVERAGE I f'ATltNT lIilSCIIAf\GI:DI AVEF<AGE 1 fAllENT IDISCIfAf<r.[D1 ',Vlw,r.r 1 f'AIII t.. 1 
I I PATIENTS I LOS I DAYS I F'AllfNU I LOS I DAU I fAllENIS I LOS I DMS 1 
1-- - - ---------------------------+----------t----------t ---------- t ---------- t ---------- t ----------+--------.--. ------- - - - t ...... ............. I 
IfTHNlcn)' I I I 1 I I I I 1 1 
1·· ----··_--_··_-------------------1 I 1 1 1 I I 1 1 I 
I AS I AN 1 91' 6.441 , 4f11 , I 4.00 I 41 , 0 I '~L 20, I,):' , 
I--------------~----------------+----------t----------t----------t----------t----------t----------+----------t----------t----------I 
JI'LACK I 6151 21.50, 132241 2201 22.401 49291 B351 21.741 Hit,)], 
1-------------------------------+----------+----------t----------t----------t----------t----------t----------t----------t----------I 
,HISF'AN1C I 3841 23.271 89371 801 26.41 I 21131 464, 23.0' I "O~IOI 
1-------------------------------+----------+----------t----------t----------t----------t----------t----------t----------t----------I 
10THER 1 4BI· 19.101 917, '41 17.07, 2391 621 IB.651 It~i'" 
,-------------------------------+----------+----------t----- -----t----------t----------t----------+---------- t----------t----------I 
1 WHITE 1 5791 18.171 '05211 911 16.011 14571 6701 17.001 119101 
1-------------------------------+----------+----------t----------t----------t----------t----------+----------t----------t---------·I 
I TOTAL 1 16351 20.641 337471 4061 21.531 87421 2'4'1 20.821 424891 

fREf'ARED ltV TltE OfT ICE Of F'UNNIN' SERVlcrs 
NU' 'for-" ell y HEA~ 1 H .. HUSF'" AU (:~f'Qf(A 1 "IN 

;!NOVOq 



AIDS llTlUlATIIIN 
LOS SIAIISIlCl' 11'1' UIltUCIIY 

AU. DlStItAR~ES 
(SUl.lf,CE: sr'/'wcs I 'Ill 1 ) 

1 J:Uf\O SlA lEN ISLAND I SEX I 
1 1-------------------------------------··-'··------------------------1 
I ,KAlE I FE.HALE I TO I At 
I ,--------------------------------t--------------------------------t-------------------------- -- - ---
1 'I LENGTH Of SlAY' 'L.ENGTH OF STAY, I l.Et~GIII Of SlAY 
I I 1---------------------1 1--- ------------------1 ,--~----------"- -- - ' --' 
1 IDISCItAR~EDI AV[RAGE I PAlI!:NT IDISCIJAr(~EDI AV[kAGE I F"ATJENT 'DISCttARGEDI AVU<AGE I l'A1UHI 
I , PATIENTS' LOS , DAYS 'F'AllEH1S' LOS I DAYS 'f'AlI£NTS I L.OS I l\AYS 
I-------------------------------+----------t----------t----------t--------·-t----------t----------+----------t--------- -t----------
I [HIN 1 C ITY I I I I I , I , I 
1-' -----------------------------, I I I I I , , , 
IASIAN I 11 7.001 71 0' 01 el 11 7.00, 7 
~-------------------------------+----------+----------t----------t----------t----------t----------+----------+----------t----------
III LACK I 561 27.18' 1522' 421 9.711 4eSI 981 19.69, 1,,.lO, 
I-- - -----------~----------------+----------t----------t----------t----------t----------t----------+----------t----------t----------, 
HIISf'ANIC '23' 19.43' 4471 51 6,401 32' 28' 17.11' 47'11 
I --------------------~----------+----------.---------- .----------I----------.----------t----------+----------+----------.----------, 
IOlltER I 41 14.251 571 21 1.001 21 61 9.83' 5'11 
I- ------------------------------+----------t~---------t----------t---------- t ----------t----------t----------+----------t----------, 
I WitHE I 1101 20.911 27181 341 12.651 4301 1641 19.2el 31481 
1-------------------------------+----------+----------t----------t----------t----------+----------+----------+----------+----------, 
nOTAl. I 2141 22.201 47511 831 10.511 8721 2971 ,8.931 56231 

f'REf'MED IIY THE OFFICE Of r'lANNIN' S(~"ICES 
NEW YURK (; IIY HEAl TH " HQSF'lI AJ..$ COf\f'Qf\A 110H 

2NOVUU 

· . 



AIDS UTlllZAIION 
LOS STAIISIICS DY EIHNICITY 

AU D) SCIlt\f,tES 
(SOUriCE: SF'Aries 1'107» 

IlIORO: NON NEW YOI\1( RESIDENU I SEX I 
1 1-----------------------------------------------------------------1 
1 I HALE 1 FEHAlE I IOltoL 1 
1 I--------------------------------t--------------------------------t--------------------------- ~ -----I 
I I I L.E:NGlH Of SlAY I I LENGTH Of STAY I I Ut~tlli 01: IrM / 
I I 1---------------------1 1---------------------1 1-----------------'----1 
I IDUCHARC.£DI AV[RAtE I l'All[Hf II)JSCtlAkC,UI AVUcAtE 1 f'ATlENT IDISCtlAkC.EDI AVfkAC,[ I .'Alil In 1 
I I PATIENTS I LOS I DAYS I f'AIIENlS I LOS I DAYS I f'Al1ENfS I LOS 1 DMS 1 
I-------------------------------+----------t----------t----------t----------t----------t----------t----------t----------t------ -----1 
IE'HNICI'Y I I I I I I I 1 I / 
1-------------------------------1 I I I I I I I I 1 
IASIAN I 21 27.001 541 01 01 01 21 21.001 ')41 
I-------------------------------t----------t----------t----------t----------t----------t----------t----------t----------t----------I 
ULACk I 2051 27.761 56911 121 38.141 21461 2711 30.461 UHlI 
I-------------------------------t----------t----------t----------t----------t----------t----------t----------t----------t----------I 
IHISF'ANIC I 1951 25.171 49091 261 32.001 8321 221 I 25. '101 ~; HI 1 
I-------------------------------+----------t----------t----------t----------t----------t----------t----------t----------t---------- / 
lOftiER I 331, 14.821 4891 51 14.201 711 381 14.741 5/.01 
I-------------------------------+----------t----------t----------+----------t----------.----------t----------.----------f'---------I 
I WHITE I 6131 H.871 109571 1601 15.721 25151 7131 H.4JI 134121 
I-------------------------------+----------t----------t----------t----------t----------t----------t----------t----------.----------I 
"orAL I to4S1 21.891 221081 2631 23.441 61641 Uti 1 21.561 2S:!641 

f'REf'ARED ItY TttE OFFICE OF PLANNIHG SERVICES 
NEW YOf.:K tHY Ht:AUH " HOSF'IlAU COf.:f'ORATlOH 

2HnVOQ 



AIDS ~TllllATIUN 
LOS SlAIISrrCS DY fl.~ICITY 

AI I. D I n:IfAk(;F S 
(SOlJl,(;E: Sf'A~CS 1907' 

---._--_.------------------------------------------------.-.-----.-----------------------------~-----------------------------_ .. _---_ ... -_._---.. _--
1(:1 rr HIlAL 1 Sf. X 1 1 
I 1-·-··----··--····----······--········-············-·············-··---········--········---··-------1 1 
I 1 HALE 1 HHAlE 1 forAl 1 
I I--------------------------------t--------------------~-----------+--------------------------------I 
1 1 I lENGTH Of SlItY 1 1 LE.N"H Of .nAY 1 1 l.E.NGTH (If SIlty 1 
1 1 1---------------------1 1---------------------. 1---------------------1 
1 IDISCHAR(;EDI AVERAGE 1 F'ATJENr IDISCIfARGEDI AVERAGE' PATIENT 1 DISCHARGED' AVEkAGE 1 F'AJlfNr 1 
1 1 f'AlIENlS 1 LOS 1 DAYS 1 f'AIIE.NIS I l.OS 1 DAn 1 PAJlENTS 1 UIS I DAYS 1 
,-------------------------------+----------+----------t----------t----------+----------+----------+----------+----------t---------· 1 
1 E IlIN Ie I nil I 1 I , 1 1 1 1 
1-·_··············_---------------------1 1 1 I , 1 1 1 I 1 
1 ASIAN 1 461 23.741 10921 31 14.671 441 49' 23,181 11361 
1-------------------------------+----------+----------+----------t----------+----------+----------+----------+----------t----------I 
IlILACK 1 43371 22.321 96811 1 1775' 20.841 369871 6t121 21.89, 13379(1, 
I-------------------------------+----------t----------t----------t----------t----------t----------+-~--------+----------t----------, 
IltISf'ANIC , 3476, 21.381 743221 tlBOI t7.721 209101 46561 2&.451 9523:!' 
I-------------------------------+----------t----------t----------t----------t----------t----------+----------.----------.----------1 
IOlllER 1 4861· 11.841 86701 1311 18.561 2432' 6171 t7.991 111021 
I-------------------------------+----------t----------t----------t----------t----------+----------+----------.----------.----------1 
I WIIIT[ 1 52251 17.58, 918661 6301 17.171 te817' 58551 17.541 1&268:iI 
1-------------------------------·----------+----------+----------t----------+----------t----------.----------.----------t----------, 
ITOIAL I. 135701 20.101 2727611 31191 It.I4, 71198' 172891 "'.891 3439511 

PREF'ARED flY TIlE OffiCE Of F'IANHfH' S[f\VICU 
NEW YORI( l:HY ttl:Al.TH .. IIOl'F·l1Al.S ,:ur..F'lIl<AUUN 

2HUV8B 

· . 



NEW YORK CITY AIDS TASK FORCE 

Patient Origin 
(Location/Ethnicity) 

" .... ,~ C:II, H ..... , .. te H.,~",I. O~r""" •• 1 Q"', ... , ", .. ",., .'''I~" ''', "r",,,,,fI,,, ""'""-f:f'"C:/OI"~, " ""u'", 

Needs Assessment Work Group" 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group·­

" 

,..{"..y 
c-..... 

Thl Zip Code Referenol Map I. from thl NI. York Cit, 

Community Health Atla. (1988) Prepared by thl United 

Hoeplta' Fund. 

" ••• ,. ell, N .. "" • ., H •• ,II ••• a.".' .... II, 0"' ... , ,. .... , ...... , ... 
TIlt "".".,'u " ... ".'-O'''C/Off' ... , "U"'''I November 7,1988 
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NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Discharges: Location/Ethnicity 
- . . . 

. Total: 15.978 (NYC Residents) . . 

7,000 . 

6,000 

5,000 

4,000 

3.000 

2.000 

1,000 
47 

0 
Asian Black H ispan ic 

.3% 36.5% 27.8% 

~ Bronx _ Brooklyn 

- Queena _ Staten Island 

II •• ",' ~Ilr " .... " ... 11 H ... ".I. 0.,,,.,,11,,,1 QUI" .. , ',.'u'I". '.nl." 
T ... . .. ' •• ~".rl." H.,.,II.I/Olflce ., I"."nl". 

Other 
3.6% 

White 
31.8% 

~ Manhattan 

November 7. 1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group·· 

Discharges: Location/Ethnicity 
100% 

l\:) 

= .. 
25% -r-I~~~-r-tii 

Asian 

~ Bronx 

_ Queena 

Black Hispanic Other 

_ Brooklyn 

_ Staten Island 

It ••• ,- CII, N .. It" ... ~ NI.,,,.t. C",,,,,.,,"., Offl ••• f '1 ... 1". '.nl ... 
Til, .. ".h l" • ..- """","Off.,. 'f PI~""'''' 

White Total 

~ Manhattan 

November 7. 1Q88. 
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NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Discharges: Ethnicity ILocation 
. Total: 15.978(~YC Realdenta) , 

8,OOO~--------~--------~--------~--------~--------~ 

7,000 

6,000 

5,000 

4,000 

3,000 

2,000 

1,000 
297 

.0 
Bronx Brooklyn Manhattan Queens Staten Island 

~ Allan • Plack ~ Hiapanlg _ OthQr _ White 
, .. 

t', '" 

Itw .,' ~"w ", ...... 41 hn"." ,.,,"." •• , Ptll., ,. " .. " .. ".,,1.,. 
lU ',,,.,,,,'u "'''''''/Q",,, ,. ,. ... ,". 



NEW YORK CITY AIDS TASK FORCE Needs Assessment · Work Group· 

Discharges: Ethnicity ILocation 
100% 

75% -+-~~~t--+-

Bronx Brooklyn Manhattan Queens Staten Island Total 

_ Asian fM]Black ~ Hispanic _ Other _ White 

~.w .,. CI" N .......... N ....... I, c., ....... ., Off .... t 1' ..... 1 •• '.",1 ... 
Tit •• , .... , •• ,. ... " ..... ,1I0Ifl ••• , 1', ••• 1 .. . November 7, 1988 



AIDS UTlllZAllUN 
(taRO AND llf' tODE OF RE.SIDEfoICE (IY HHNICIH' 

AI I. D I SCIIAI;~rs 
(SlIl"~Ce:: sr'Ar(cs t YO " 

I EHitHCHr I 
1------------------------------------------------------I 

I I (CU~CK I HISF'ANIC I OIHER I WIH IE I ASIAN I TOTAL I 
I-------------------------------t----------t----------t----------t----------t----------+----------I 
IlIORO: IZIP CODE I I I I I I I 
1---------------+---------------1 I I I I I I 

(CRONX 10451 I t J t I 8J I 41 71 • I 2251 

(CONTI NUEIU 

---------------t----~·· ---+-- -------.. + ----------+ ----------+----------+----------1 
1.452 I 1181 IIll 31 101 .1 2441 
---------------+---------~+----------+----------+----------+----------+----------1 
10451 I t 031 I 471 21 11 • I 2551 
---------------+----------+----------t----------+----------+----------+----------1 
10454 I 141 741 11 11 .1 lUI 
---------------+---------··+----------t----r-----+----------+----------+----------1 
10455 I 221 811 21 I I .1 1061 
---------------t----------t----------t----------t----------+----------t----------I 
18456 I 1411 1401 61 41 .1 2911 
---------------+----------+----------+----------+----------+----------+----------1 
11457 'I 8JI 1711 II 61 II 2621 

I---------------t----------t----------.----------.----------+----------+----------1 
It 8458 I 531 I 481 41 151 • I 228 I 
I---~-----------t----------t----------+----------t----------t----------+----------I 
111459 I :!41 721 21 JI II 1121, 
I---------------t----------+----------+----------t----------+----------+----------1 
111461 I 581 821 .1 121 I I 1511 
I---------------t----------+----------t----------t----------+----------+----------1 
I I 04" I 41 91 II 291 • I 411 
---------------t----------t----------t----------t----------+----------+----------1 
11462 I 201 841 21 251 .1 UII 
---------------+----------+----------t----------t----------t----------+----------I 
1046J I 91 341 21 211 .1 661 
---------------+----------t----------t----------+----------+----------.----------1 
10465 I 61 121 • I 121 • I lei 
---------------t----------t----------t----------+----------+----------+----------1 
18466 I 301 241 21 11 .1 711 
---------------t----------t----------t----------t----------+----------.----------1 
18461 I 301 961 71 241 .1 1511 
---------------t----------t----------t----------t----------t----------+----------I 
18468 I 481 1661 81 4el .. 2631 
---------------t----------+----------t----------t----------t----------.----------I 
18469 I 251 121 21 101 ~ I 491 

1---------------+----------+----------·----------+----------+----------.----------1 
II 0470 I I I 41 II 11 • 1 UI 
I---------------+----------t----------,----------+----------.----------.----------1 
118411 I II 3, .1 5, .1 91 

F'REF'AAED BY THE OfFICE OF HANNING SUVICU 
NEW YORK CITY llEAlTH .. HOSF'llALS tORF'ORAIION 

2NOVUQ 



AIDS LHILIlAI ION 
1I0kD AND ZIf' (:OD£ Of kUJDfNC[ (IY ETtINICITY 

AU. 1I1.n:I-IAJ<C,U· 
C SOURCE: SF'ARCS '987) 

I E1I.,..CI1 Y I 
1------------------------------------------------------I 

I I [ILACK I tU:;r'ANIC I 0111[1( I WtlllE I ASIAN 1 TOIAl 1 
1-------------------------------+----------1----------.----------1----------·----------+----------1 
III0kO: I ZIP CODE 1 I I 1 I I I 
1--------·------+---------------1 I I I I I I 
IIIRONX "8412 I -'91 14'111 31 81 .1 2391 
I I---------------+----------I----------I----------t----------1----------1----------1 
1 118413 I 521 461 21 101 .1 1t01 
I 1---------------·.-------·-·--· t·- -·--····-·-·---t·-----.. -----·.------·----.----------+·-----'-----1 
I 111414 I JtI 461 tI .1 .1 781 
I 1---------------1----------1----------1----------+----------+----------1----------1 
I "8415 1 591 81 31 61 .1 161 
I 1---------------+----------.----------+----------+----------1----------1----------1 
I IIiORO TOTAL I InOI 18041 6' I 2681 41 33871 
1---------------+---------------+----------1----------1----------.----------+----------1----------1 

IIROOICLYN I ZIP CODE I I I I I I I 

(CONTINUED) 

• 1---------------1 I I I I I I 
I "2ft ., I 361 471 101 621 .1 1551 
1---------------+----------1----------1----------+----------+----------1----------1 
111283 I 1 251 20 I • I 4 I • I 1491 
1---------------+----------+----------1----------+----------1----------1----------1 
'''284 I .1 71 31 431 .1 531 
1---------------+----------1----------+----------+----------t----------t----------I 
IH285 I 601 121 II 141 .1 871 
I---------------t----------+----------+----------t----------+----------+----------1 
It 1286 I 1391 1241 71 121 • I 2821 
I---------------t----------+-----------+----------t----------+----------t----------I 
'" 281 I I 01 I 341 41 61 . • I 1451 
1---------------1----------1----------.----------1----------1----------+----------1 
III 288 I 561 471 31 It I • I II 71 
I---------------I----------+----------t----------I----------1----------1----------1 
I H 289 I • I 91 . I 401 • I 491 
1---------------1----------1----------1----------1----------I----------t----------I 
1112'8 I 271 61 II 121 .1 461 
I---------------.----------.---------~I----------+----------1---_------·----------1 
IH211 I 201 861 ttl 241 .1 '411 
1---------------+----------1----------1----------1----------+---------~f----------I 
111212 I 1451 341 31 51 .1 1871 
1---------------+----------·----------1----------1----------.----------+----------1 
lit 21 3 I 1031 0 I . I 51 • I tt 61 
1---------------+----------+----------+----------+----------+----------+----~-----I 
I I 1214 I I I 31 . I 40 I • I 521 
I---------------.----------.----------t----------.----------+----------+----------1 
111215 I III 521 51 851 II 1541 

PREPARED flY THE OfffCE Of f'UNNIN' SERVICU 
NEW y,*" CIT\' ttE~TH" HOSf'lTAU l:Of'f'Of'AHQH 

;!NUVD.8 



AIDS UIILIZA110N 
(IorIO AND llf' CUD' /If kfSlJlrN(;[ flY HIIHICIlY 

AI. L D (sUfAk'E S 
( SUlIl,(;[: sr·nr~r.s 1901) 

1 ETHNICITY , 
,------------------------------------------------------, , , IIlACK ,llISf'ANIC, OltfEk 1 WillIE , ASIAH , lO.fll I 

,-------------------------------.----------i----------.----------.----------.----------.----------, 
'"ORO: 'ZIP CODE , , , I , , I 
1---------------+---------------, I , I , I , 
,IIROOKLYN '11231 • 1'1 501 4' 6' ., 1'1 
, I---------------·----------·----------t----------+----------.----------.----------, 
, I tt 238 , 120, I 41 31 32' I'. no, 
, I---------------t----------t----------.----------.----------+----------.----------, 
, 'tORD TOTAL , 181'1 912, 101' 8201 7, 3711' 
,---------------+---------------+----------+----------·----------+----------·----------+----------1 

"AHHATTAM IZIP CODE , , , , , , , 
,---------------1 I , , , I I 
1111.. I 32' 16, l' 86, .1 1411 
I---------------.----------.----------t----------.----------.----------.----------1 
.. 11.2 I 481 let' 581 56' 5' 2681 
,------------7--+----------·----------·----------·----------+----------+----------, 
'tee03 , 43, 291 21 I 2751 41 3721 
1---------------+----------·----------·----------·----------·----------.----------1 
It He, , I' .1 ., I' .1 21 
1---------------+--_ .. _-----+----------·----------+----------.----------.----------1 
I10ee, I " ., .1 21 .1 3, 
I---------------+-------- .. -·----------t----------.----------.----------.----------, IItH7 I 31 ., ., 4, .1 71 
,---------------.----------.----------.----------+----------+----------t----------I 
I tee" I 701 831 601 I lSI I I 3371 
I---------------.----------t----------t----------.----------t----------.----------I 
I tOote I 21 I 291 31 771' .1 tJOI 
I---------------.----------t----------.----------+----------.----------t----------I 
lIeelt I 321 161 331 4131 31 6171 
I---------------.----------t----------t----------t----------.---------- ----------1 
IIee'2 I 221 III "gel 1241 
I---------------+----------t----------t----------.----------.----------.----------1 
lIoen I 831 531 61 751 I I 2181 
I---------------+----------t----------t----------+----------.----------.----------1 
I , eet 4 I .. I I 491 23, 3921 31 5e81 
1---------------·---------_··----------·----------+----------.----------.----------1 
I lee" I 841 671 121 1941 .• 1 3571 
I---------------+----------.----------t----------t----------+----------t----------I 
lIeet? I 31 .1 " 321 .1 361 
1---------------+-----------.----------.----------.----------+----------t----------I 
I I 00 I B I I 21 I 41 I I 451 01 721 
I---------------.----------t-----------.----------.----------.----------t----------I 
110019 I ' 461 391 31 1421 .. 23el 

--------------------------------------~-------------.------------------------------------------"----

CCON HNUUI 

p~ErA~ED 'Y lHE orrlCf. OF rLAHNIN& SE~VICES 
NEW YORI( CITY ~AL.lH .. HQSF'HAU tORF'ORATUlti 

:!HQvQU 



AIDS UTILIZATION 
(IORO AND liP (:ODE OF RE.SIDENn (IY EnltHCITY 

Att DISCIIARGf.S 
( SOtll'CF.. SF'AkCS '9071 

I E.THNICITY " 1------------------------------------------------------, I I I ItI.Ac:K I HISf'AHIC I OniE.1"< I WHITE , ASIAN I TOTAL , 
I---------~---------------------.----------.----------t----------t----------.----------.----------, 
lliORO: ,Z If' CODE , I , I I , I 
1---------------1---------------1 I I I I I I 
ttANliAHAN 110020 I 21 II .1 .1 .1 l' 

,---------------+----------I----------.----------t----------+----------+----------, 
110021 , III 2', 81 1271 .1 1691 
I---------------t----------t----------t----------t----------+----------t----------I 
,10022 I ~ I 141 41 1111 • I 1341 
I---------------t----··-----t----------+----------t----------+----------+----------1 
110021 I 211 5]1 51 2091 .1 2881 
,---------------.----------.----------+----------.----------+----------+----------, 
,10024 , 2:~1 271 101 1771 21 2181 
I---------------t----------t----------+----------t----------+---------~t----------I 
110025 , 9EI, 741 151 1561 11 1461 
I------------~--t----------t----------.----------t----------.------~---+----------, 
110026 I 1601 91 51 61 II IBI' 
I---------------t----------t----------t----------t----------.----------.----------1 
II 6027 I 1981 II I 51 II I • I 225, 
I---------------t---~------t----------t----------t----------.----------.----------1 
'10028 I 121 261 II 761 2' 1171 
,---------------.----------t----------t----------t----------.----------.----------, 
110029 I 83, 1701 201 291 ., 1021 
I---------------·----------I----------t----------.----------.----------.----------, 
" eelO I It II 0 I 41 21 • ... I 251 
---------------+----------.----------t----------t----------t----------t----------I 
1·0&31 , 1621 431 21 I' .1 2151 
---------------+----------t----------t----------t----------.----------.----------, 
10012 I 601 371 141 "' .. 1221 
---------------t---------··t----------t----------t----------+----------.----------, 
I eOll I 51 241 21 2, . , 11' 
---------------.----------t----------.----------t----------.----------.----------, 
I ee14 I 1 41 I 61 21 161 • I 481 
---------------.----------.-~--------t----------t----------.----------t---------~I 
10035 1 112, 5:>1 lJ 81 .1 1751 
---------------.----------t----------+----------.----------t----------t----------I 
10016 I 24, 21, 71 101, .1 1591 
---------------.----------t----------t----------t----------t---------~t----------, 
loe17 , 09, 5, 2, II . , 911 

I---------------I----------t----------t----------t----------t----------t----------I 11 f)f)ll , 1, 151 7' 8, .1 31' 
I---------------t----------t----------t----------t----------t----------t----------t 
,,1119 . I 9~ , II II 11 • 1 91 

-------------------------------------------------_._--,._--_._---_ .•. __ ._---_ .• ------------------------------
(CONTU'UEP) 

f'RU'ARU ltY THE. OFFU:f IIf f·LANNIHGSE.RVICU' 
HEW YO"" CIlY m:Al.TH " HOSF'IlAI.S COf<f"PfiAlIPN 

:'NPVlIQ 



t\:) .­... 

AlliS III lL 11AI HlN 
(tORO AND lIF' WDre (If J\[SIDfNl:[ flY ETtINICIlY 

ALI- D U'U,r.r.('E"S 
(StlII',:(;[: Sf'I\r.t:s .. 'O"/), 

I [TI'NICIlY I 
1------------------------------------------------------I 

I I itt-liCK I 'IISf'lINIC I OHlER I WtlllE I ASIAN I TOlllL I 
I-------------------------------t----------i----------.----------t----------t----------.----------I 
I (tORO: IZIP CODE I I I I I I I 
1---------------·---------------1 I I I I I I 
I HANHA "All .. 1041 I , :I I Ull 3 I 61 • I 4(1 I 
I I---------------t----------,----------,----------,----------,----------,----------1 
I I I &144 I 1 I I I . I 3 I • I 51 
I 1---------------.---------· t----------t----------·----------.----------.----------I 
I ".128 I 51 'II .1 321 .1 441 
I I---------------t----------t----------.----------.----------t----------.----------I 
I 180RO TOTAL I 18611 12271 3491 31611 251 66221 
1---------------.---------------.----------.----------t----------.----------t----~-----.----------I 
I QUEENS IZIP CODE I I I I I I I 

(CONTINUED) 

1---------------1 I I I I I I 
1111'1 I 221 191 21 121 .1 551 
1------------7--·----------·----------,----------·----------.----------.----------1 
" tt 12 I 81 II I I I 61 . I 261 
1---------------·----------·----------·----------·----------.----------.------~---I 
I II .13 I 21 51 21 121 • I 21 I 
1---------------·----------·----------·----------·----------.----------.----------1 
"ttl4 I .1 31 II 81 II III 
1---------------·----------·----------·----------·----------.----------.----------1 
111.15 I 31 31 .1 81 .1 '41 
1---------------·----------·-_ .. _------·----------·----------.----------.----------1 "tt16 I III 81 61 451 II 711 
1---------------·----------·-_ .. _----_ .. ·----------· .. _--------.----------.----------1 Itt354 I 21 .1 .1 ttl .1 III 

, 1---------------·----------·----------·----------·----------.----------.----------1 
III 355 I 81 81 1 I 111 • I 351 
1---------------·----------·----------·----------·----------t----------t----------I 
1.1356 I .t 41 .1 51 .1 91 
1---------------·----------·----------,----------·----------.----------t----------I 
Itt 357 I .1 3 I . I III .1 .41 
I---------------t----~-----.----------.----------.----------t----------t----------I 
1.1358 I .1 21 .1 81 .1 101 
I---------------t----------.----------.----------.----------.----------t----------I 
I I 1359 I I I . I • I . I . • I I I 
I---------------t----------,----------.----------t----------t----------.----------I 
Itl3" I 71 .1 .1 51 .1 121 
I---------------t----------+------- .. --.----------.----------.----------+----------1 
" 1162 I • I tI . I 3 I d 41 
1---------------·----------·----------·----------·----------.----------+----------1 
1 II 363 I • I 1 I , I II • I 31 

f'REF'ARED rtY THE OffiCI' Of f'l.AHHIH& SfRVJCU 
NUl YUkI( l: H Y ttf:A~ lit " HOSf' J1 Al-t CorWUf(A{ Jl'" 

;!HOVQQ 



AIDS UTILIZATION 
(cor.n AND lH' CODE. (IF f<ESIDENCE icY ETIINICJTY 

AI L D ISCttllf<'fS 
lSUlIli:(:E: SF'f\f<CS I YO 7) 

I EHltm:IIY I 
1------------------------------------------------------I 

I , (cLACk I IHSF'ANIC I OIliER I WUIlE I ASIAN I TOTAl , 
,-------------------------------+----------+----------t----------t ----------+----------+-------___ , 
IICOR(I: IZIP CODE I I I I 1 1 I 
1---------------+---------------1 I I I 1 1 I 
I QUEENS 11364 I • I I I . I 31 • , 4 I 

(CONTINUED) 

---------------+----------+----------t----------t----------+----------+----------, 
11365 , 41 51 I I 9, I 1 20 I 
---------------t----------t----------t----------t----------+----------+----------1 
II 366 I • I . I . I II I I 21 
---------------t----------t----------t----------+----------+----------+----------, 
tt367 I 41 21 II 10' ., 171 
---------------t----------+----------t----------t----------+----------+----------1 
11368 I 411 211 21 III .1 831 
---------------t----------t----------t----------t----------+----------+----------1 
tt 369 I 20 I 251 I I Il' ., 59' 
---------------+----------t----------+----------t----------+----------+----------, 
11378 I 401 711 31 91 ., t231 
---------------t-------~--t----------+----------t----------+----------+----------1 
tt372 I 9, 531 31 661 .1 t31 I 
---------------.----------+----------t----------+----------+----------+----------1 
I 1173 I 61 411 101 281 21 93' 
---------------+----------.----------+----------+----------+----------+----------1 
11374 I 21 101 31 23' ., 381 

I---------------+----------t----------.----------t----------+----------+----------1 
,11375 I II 151 .1 211 " 381 
1---------------+----------+----------·----------+----------+----------+----------1 
,"371 , 6' 301 21 45' II 841 
I---------------+----------t----------t----------t----------+----------+----------1 
111378 I . I 61 . , " • I t51 
I---------------+----------t----------t----------+----------+----------+----------1 
,,1379 , .1 .1 ., 3e, .1 lO' 
I---------------+----------+----------+----------t----------+----------+----------1 
111385 I • I IJ I 5 I 371 • I 551 
I---------------+-----------t----------+----------.----------+----------+----------, 
Ilt41t I 111 .1 .1 II .1 t81 
I---------------t-----------t----------t----------+----------+----------+----------1 
111412 I 69, 21 21 I, ., 741 
1----------- --- --- t- -- ----- -- -- t-- ------- -+ ---------- t----------+-----------+----------I 
Itt4t3 I 241 .1 ., 61 ., 381 
,---------------+----------t----------+----------+----------+----------+----------1 
Itt414 1 I' 21 ., ttl.' 14' 
,------------~--.----------t----------t----------t----------+----------+----------1 
Itt415 I II 21 .1 221 .1 25, 

F'R£F'ARED IcY IHf OFFU:E OF f'lANNING Sff<VICfS 
HEW YORk CITY \II:A1.TII .. II0Sf'ITAI.S CO"I'Or<AlJON 

2NOVlIO 



t'-' ...-
W 

ArOS 1.1'" IUHWt' 
',nr," ANP 7.11' cmlr (lJ .dS.DENl:1: IIY 1:1IIN'l:Jty 

1\1. L II I.\,UII.I((.E S' I 

(SOlll,(;E: n'nkt;S 1987) 

.~------------------------ .• --------- .. -.-- .. -.--,- .. ~ ... ,.-- .•.. --.- .•.. ---.---------~-----------.-------.. -~.- .------.- .. '., 

I 1 £TIINICITY 1 
1 1------------------------------------------------------1 
1 1 ltl.ACK I HlSJ'AN1C I OTlIER I WHITE I ASIAN I TDlnL I 
1-------------------------------·----------·----------~----------+----------+----------.----------I 
'~DRD; IZIP CODE I , , , I , , 
---------------+---------------, . I I I 1 I I QUEENS 

(COHTlNUED) 

11I4t6 I " 21 .1 " .1 121 
I---------------+-------~--.----------.----------.----------+----------+----------1 
111417 \ .1 51 21 121 .\ 191 
,---------------.----------~----------.----------+----------+----------+----------1 
II 141 B I 91 10' 2\ 30 I I I 52\ 
1---------------·----------·----------+----------+----------+----------+----------\ 
111419 I 3' 81 .\ 161 .1 271 
,---------------.----------.----------+----------+----------.----------+----------, 
111428 I 251 41 • I " • I 341 
1---------------·----------+----------+----------+----------+----------+----------1 
111421 I I I • I 21 71 • I lei 
------------~--+----------+----------+----------+----------+----------+----------1 
II 422 I 41 • I • 1 It I • I 151 
---------------+----------+----------+----------+----------+----------+----------1 
11423 I 321 51 II 81 .1 46' 
---------------+----------+----------+----------+--------~-+----------+----------I 
It 426 I 31 . , • I I I • I 4' 
----------------+----------+----------+----------+----------+----------+----------1 
I 1427 I 4' 4, I , 51 • I I 4' 
---------------+----------+----------+----------+----------+----------+----------, 
11428 I ., 3' .1 21 .1 5' 
---------------+----------+-------_._-+----------+----------+----------+----------, 
II 429 , 321 31 ., II .1 361 

,---------------.----------+----------+----------+----------+----------+----------1 
111438 I 21 ., .1 .1 .1 2' 
,---------------+----------+----------.----------+----------+----------+----------1 
111431 I " II .1 .1 ., 21 
1---------------+----------+----------+----------+----------+----------+----------1 
,"432 I 46, , 61 , , 'I . I 691 
1---------------·----------·----------+----------·----------+----------+----------, 
"'433 , 661 41 .1 5' ., 751 
1---------------·----------·----------·----------+----------+----------+----------, 
111434 I '461 II 31 .1 .1 1501 
,---------------.----------.----------.----------+----------+----------+----------1 
111435 'I 5i.1 ~I II 12' .1 741 
,-----------------+----._-- -.. -+ ----------+ ----------+----------+----------+----------1 
111436 I 291 tI , I • I • I 3' I 
,---------------+----------+----------+----------+----------+----------+----------, 
'"69' I 341 5' t , 61 • I 461 

F'RU'ARED ItY TIlE OFFICE or PlANNINr. SERVICES 
NEW YORK CITY HE.AL HI " HOSF'Il AlS (;ORF'ORA 1 ION 

2NOVBB ' 



AlbS UTILIZATION 
ItORO NfD llF' tODE Of I\'£SlDEHCE ItY EtHNICITY 

AI.L DUCttARGES 
, S(ltJf\CE: SF'AI\'CS 1987' 

-----------------.-----------------------~---------------------------------------------------------I I ETHNICITY 1 
I 1-----------··------------------------------------------I 
I I 8tACK I HISF'MIC I OTHER I WHITE 1 AllAN , TOTM.. I 
I--------~----------------------.----------.----------+----------+----------·----------.----------1 11IORO: IIIP CODE I I I I I I I 

• 211 
1---------------.---------------1 I I , , , 
IWEEN.r 111692 I III 51 .1 " ., 
I 1---------------.-·--------.----------.----------.----------.----------.----------1 I Itt693 , tel 6' ., '8' .1 261 
I 1---------------.----------.----------.----------.----------.----------.----------1 
I '"694 I 2' 3' .1 7, ., 12' I 1---------------.----------.----------.----------.----______ • __________ .J _________ I 
I .. 1696 I 31 • I • I II • I 41 
I 1---------------.----------.----------·----------·----------.----------.----------. I I 11697 I • I . I . I II • I .. 
I 1---------------.----------.----------.----------.----------.----------.----------1 
I 18ORO TOTAl I 835' 4641 62' 6781 '81 2e4'1 
I---------------.------------~--.----------.----------·----------·----------.----------·----------1 
STATEN ISlAND IZIP CODE I I I I , , I 

1---------------1 I I • I I I 
'IIJ91 , Il' III 2' 32' .1 581 ,--:--------------. ---------...• ----------. ----------. ----------·----------·----------l 
118392 , 41 .1 .1 "1 ., 151 
1---------------·----------·----------·----------·----------.----------.----------, " 8303 I tI I • , 2' " • 1 , 81 
1---------------·----------·----------·----------.----------.----------.----------1 
118304 • 42' 18' .1 II' " 711 
1---------------·----------··_---------·----------·----------.----------.-------·--1 110385 I 51 tI .1 29' .1 3'1 
1---------------·----------·----------.----------·----------.----------.----------1 1183$6 I ., .1 •• 261 .1 261 
1---------------+----------+----------.----------+----------.----------.----------1 118387 I ., .1 .1 '1 .1 '1 
1---------------·----------.----------·----------.----------.----------.----------1 118388 I •• •• II 71 .1 I' 
I---------------.---------~t----------.----------.----------.----------+----------1 
.. 8389 I It I 51 • I 4' .1 281 
,---------------+----------.----------.----------.----------.-----+----------, 
Itl31' I 12".1 .1 61 ., III 
1---------------.----------.----------.----------.----------.----------.----------1 "8312 I .1 .1 .1 121 '.1 .21 
1---------------·----------+----------+----------·----------+----------.----------1 Ite314 I .1 tI tI III .1 151 
1---------------.----------.----------.----------+----------+----------.----~-----, 
IIORO TOTAl. I 981 281 61 .641 '1 2911 

---------------------------------------------------------------------------~-----------------------
(CONTINUED) 

PREPARED ,Y THE OffiCE Of F'LANNIN' SERVICU 
NEW Y~I( CITY HEALTH a. HOSPITALS CORf'Dr<ATlON 

2NOV88 



AIDS UTILIZATION 
(cORD NID llFo tUI)[ Of ~UIDENC[ ItY ETtIHICIlY 

AU. D ISCHAkLU 
UOUm:l: Sf'AI'U 1 YO n I 

1 . [lHHICIH' I 
1------------------------------------··-----------------I I I lilAC" 1 HISPAN:C 1 OlHEf< I WHITE 1 ASIAN 1 TOTAl. 1 

1-------------------------------·----------·----------.----------.----------.----------.----------1 18ORO: IZIP CODE 1 1 I 1 1 I I 
1---------------.---------------1 I I I 1 I 1 
INOH NEW YORI 199999 1 2171 2211 381 1131 21 131 II 
IRESlDENTS 1---------------.----------.----------.----------.----------.----------.----------1 
I 'lORD TOTAL I 2771 2211 381 1131 21 1311 1 

PREPARED 8Y THE OFFICE Of PUNN,", SERYICU 
NEW YORK CITY HEALTH l HOSPITALS CORPORATION 

2HOVBB 



AIDS lIlIUZATrON 
IIY (cORD or RUIf)ENCE AND ETIIHICHY 

AU. D ISCHAR~ES 
CSDltr\C[ : Sf'ARCS 1987) 

-:-------------------------------------.. __ ...... _-_ .•. __ ........ _-------------_ ... _---------._-------------------
I ETHNIC.TY I ,--------. -------.---------------------------------------1 
I IllACIC I ttlSF'AH1C, OTHER I WHITE I AllAN I TOTAl , 

,-------------------------------+----------+----------+----------+----------.----------.----------, 'DORO: ,I, 1 1 , , 
,-------------------------------, , , , , . . 
,'RONX , "'0' 1804, 611 2681 4' 3317' 
I-~-----------------------------·----------· ·----------+----------+----------.----------+----------, 
,IIROOICLYH , t8711 912' til' 8211 71 3111' 
,-------------------------------+-------_._ ..•. _-------_._+----------+----------.----------.----------, 
'"ANHATTAN ,1861, 1227' 349, 31'1' 2" 6622' 
,-------------------------------+---------_.+----------+----------+----------+----------+----------, 
'QUEENS' I 8]5, 4641 62' 678' 'tl 2t4" 
,-------------------------------+----------+----------+----------+----------.----------.----------, 
,STATEN ULAND ,98, 281 61 "4, " 297' 
1-------------------------------.----------.----------+----------+----------.----------.----------, 
,NON HEll YORI R£S'IIENT! • 277' 221' 381 113' 2' 131t , 
I----------------------------~--+--------·--+----------+----------+----------.----------.----------, ITOTAL • 61 12, 46561 617, 5.", .. ,. . 11289' 

PREPARED flY TIlE orFlC[ or F'LANNIN' UkVICU 
Nn. YORIC cln HEAlTH .. HaSF'flAtS (;OIUlIRAllON 

2NOVQU 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Grou~ 

. 

Patient Origin 
(Location/Primary Payor - All) 

~, ... ,II 011, H ....... , H ........ '.r •• r ..... ' O'fI ••• , ,.,.,.,. ",.1, .. 
, ... ,' .... ,., .... " ... ",1-0'"0/0''' .. t' ,.." ••• November 7,1888 



NEW YORK CITV AIDS TASK FORCE . Needs Assessment Work Group 

LOS: Primary Payor 
Days (All Discharges) 

30.0~------~------~--------~------~------~------~ 

25.04-------~-------+------~~------+-~~~~------~ 

~ 20.0 -t-1~~~_t__=;;;;:;;~__t_-n:r-::r___t_------__t_m~~~~~~~ ... 
co 

Medicaid "«"~Medicare Self Pay B/C' Comm Other Total 

....... 11 Cit, " •• ltll .. , " ... It.,. C." ....... , Off .... , " ....... ,.,. ... . ovember 1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

LOS: Location 
Days (All Discharges) 

25.0~------~--------~------~------~--------~------~ 

20.9 20.8 

Manhattan Brooklyn Bronx Queen s Staten Island Total 

.. ~ •• ,11 a .. , ...................... a.r, ••• "", 0"' ••• , PI ••• I •• '.nl ••• "It P,,,,,,.r'u " ...... 1I0lt .... t P",.", November 7. 1988 



N 
l\) 

= 

NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

_DischCirges:Primary Payor ILocation 
Total: 15.978 (NYC Realdenta) 
(All Discharges)' . 

12,000 -r-------.--------,-------,-----.---------, 

10,OOO~-~~---+--------~~--------+---------~--------~ 

8,000 

6,000 
4.753 

4,000 

2,000 
423 

---- -----
0 """"~"""" 

Medicaid Medicare Self-Pay B/C Comm 

~ Manhattan . 

_ Queena 

_ Brooklyn 

_ Staten Island 

•••• f' 011, H •• IIII •• 41 H •• ~".'. 0."., ...... , Off •••• t PI ....... '.n' ••• 
, ... " ....... , ••• " •• ,1t.1I0U •••• f ", •• "'"' 

~ Bronx 

638 

Other 



100% 

NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Gtoup 

Discharges: Primary Payor ILocation 
(All Discharges) 

. Medicaid Medicare Self-Pay B/C Comm 

~ Manhattan 

_ Queena 

_ Brooklyn 

_ Staten laland 

It ... ,. 0", " .. ,," •• , " • .,u,-, .,,",,",., .n" .. II p"""" ••• ", ... 
Tilt ""'r,.r, ... " " ... ",11 A"' ... ' """1'''1 

Other Total 

~ Bronx 

November 7, 1888 



NEW YORK CITV AIDS TASK FORCE Needs Assessment Work· Group 

.Disc~arges: .~ocation I Primary Payor 
Total: 15,978 (NYC Realdents) 
(All Discharges) 

8,000 -r-----__ -----,~---~---~---__, 
7.000+-~~~--~--------~---------r----~---r--------~ 

6.000 

5.000 

~ 4.000 
N 

3.000 .!-I •• ~-L 
~~~ 

2.000 -+-~~~~-+-~~~~+__~~~_N_+__ 

1,000 -I-~~~I--4~~~~4-~~~~~~~~-I--~.......-----I 

O~~~~~~~~~~~~~~~Ll~~~~ 

Manhattan Brooklyn Bronx 

~ Medicaid 

_ B/C Comm 

_ Medicare 

. - Ot·her 
,. ' . 

"t. lint on, " .. " ...... " ... ",1' 0., en" .. ' a'".. '" •• ,. ',nl •• , 

Queens Staten Island 

~ Self-Pay 

•• 



l\:) 
~ 
c:.,') 

Nl::W YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Discharges: Location/Primary Payor 
--. 

(All Discharges) 
100%11 .. _ 

75% 

25%~~~~~~~~~-+~~~~~~~~*-~~~~~~~~~~ 

Manhattan Brooklyn Bronx Queens Staten Island Total 

~ Medicaid ht6,fl Medicare ~ Self-Pay _ B/C Comm _ Other 

....... ,. ell, .... 1 ............. ,. O., •• r.",,' Oil ••••• P, ••• , •• ,.,. .. .. 
Tile " ••• , • ., ••• " ...... 11011 •••• t ...... 1 •• November 7. 1988 



NEW YORK CITY AIDS TASK FORCE' Needs Assessment Work Group 

Patient Days: Location/Primary Payor 
. .. . 

Total: 315,888 (NYC Realdenta) 
160,000 .....--------,.-----,-----....------------, 

140,000 -+--~&--,I-....,..-+------+-----r-----__f_---~ 

120,000 

100.000 

80.000 -n~~n-
60,000 -I-I~~~-I-~~~~-. 
40.000 -+--~~~!I--+~~~~--+-~~~~.-

20.000 ~~~~-+-~~~'-+~~~~~~~~-I--5:-,-=-63~2=---t 

· o~~~~~~~~~~~~~~~Li~~~U 
Manhattan Brooklyn Bronx 

Medicare ~ Medicaid 

_ B/C Comm _ Other 

••• lI'" 011, N .... II .. tI ••• , ... 1. e.,,,.,e" •• ' eU"n •• ,. ••• 1 •••• ,.1, .. 

Queens Staten Island 

~ Self-Pay 

November 7 _ 1QRA 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Patient Days: Locatior 'Primary Payor 
(All Discharges) 

100% 

Manhattan Brooklyn Bronx Queens Staten Island Total 

I~ Medicaid b-/:fiiJ Medicare ~ Self-Pay _ BIC Comm _ Other 

•••• ,,' .It, .. ,.,," ,.,1 .......... ,.".r,"'" 0"'" " ", .... " ••• ,,1, .. 
iu '"n".rl." ",.,,,.UQIf'u ., ,.,,"',., 



'981 AID! UllUlAtWtl It, F-AWR AND lYF-[ OF' DAU 
FOI'< f-AJll:Nlo S .. OOOUGIl 

Al.l D J.\'(;llMtU 
(SIIUI't:i. ' SI"tt,r;s t 'In, » 

10 : ]0 WEDNESDAY. NOVf.HbER 2. 1908 

.- .. -... .... " ....... _--_ .................. _---..................... -_._----------------...... -.... -............ -.. -...... ' -.... '. ' ' ... - .... ...... ------------_ ...... _.----------------------_ ... _--------
I "RlttARY PAYOR , 
,---------------------- --- ---------------------- --------------------------------------------1 I rtEDICAI D I MEDICAR[ 1 
I-------------------- -------------------------~--------------------------------------- ------1 
IDISCHARr.-1 ACUrF. Icun"·".DI rOlAI. I IDISCHMt-1 ACUTE ICERTlnEDI tOTAl I I 

1 I ES I DAYS IAtC DAYS I DAYS I Al.OS 1 u 1 DAU IAlC DAU 1 MYS 1 M .OS , 
1-------------------------------.---------+---------+---------+--------.------t---------.---______ + _________ +--------.------, 
1II(1f\Ol.lfOH '" 1 I 1 1 I I I • 1 
1-------------------------------1 1 1 I I , I I 1 I I 
IHAtIUAHAN 1 3188' 6t1891 99671 nlt~' 22.91 1591 25141 f441 21981 17.71 
,-··-----------------------------t---------+---------+---------+--------+------+---------+---------+---------+--------+------, 
IIIF'OOkLYN 1 23301 438771 58551 508421 21.81 761 15181 • 591 18471 24.31 
1-------------------------------.---------+---------+---------t--------t------+---------.---------+---------t--------+------, 
IItRONX I 2425' 366491 5643, 43868' 18. II 991 17251 811 18121 f8.31 
1-------------------------------+---------+---------+---------+--------+------+--~------+---------+---------+--------t--~---, 
1 QUEENS I 10241 186461 31531 221061 21.6, 781 f2491 4311 17ft I 21.91 
1-------------------------------+---------+---------+---------+--------+------+---------+---------+---------.--------+------1 
ISTATEN InAND I 154 ~ 27641 I III 29511".21 It I f451 II 1451 fl.21 
1-··" ... -.. -------------------------+---------+---------. ---------+--------+------+---------.---------+---------.--------+------1 IOlHER I 1441 34051 4041 38321 26.61 281 5311 41 5701 2'.41 
I-------------------------------.---------t---------.---------+--------+------t---------+---------+---------.--------.------. IUNIC"""N OR "ISSING • 161 7091 4871 11991 74.91 II 41 I.. 41 4.01 
1----0._-------------------------+---------+---------+---------+--------t------+---------+---------.---------+--------+------. 
IH£W YORK City I 92811 1672391 256201 19791', 21.31 4521 77481 7", 88971 19.71 
-----------------------------------------------------------------------------------------------------------------------------
(COHliNtIED) 

A~UTE AND ftlC DAYS ARE CERTifiED 
~Ol IS FRO" DATE Of ADHISSIOH TO DAlE Of DISCHAR&E 

PREPARED ItY . THE OfF fCE Of f'lANNING SUYICU 
... YORI Cny HrAUN AND HaSPITAt-S CORfoQRAliOH 

2HOY88 



1987 AIDS UTII.llATlOH (ly PAYOr< AHD nF'E Of DAYS 
. FOR f-AIIENi' S I~OR(JU(;H 

10:30 WEDNESDAY, HOVr"~lk 2, 1908 

AU_ D I S'l:ttAf<'U 
( SOUR(:E : Sf"N,U I 90 1 » • _ 

---------------------------------------------------------------------------------------------------------------------_ .. _--_ .. -1 I PRIMRY f-AYOR I 
1 1-------------------------------------------------------------------------------------------1 
1 l.n.lf -.-At 1 IILUE-CROSS' AND COM. 1 
I 1---------------------------------------------+---------------------------------------------1 
I IDISCHAR(i-1 ACUrE ICERTlflEDI IOIAl I IDISCIW<C;-I ACUrE ICERlIfiEDI IOrAl 1 I 
1 I U I DAYS IAI.C DAYS I DAYS' I AlOS I U I DAYS IAlC DAts I lAYS I A'-OS I 1-------------------------------.---------t--- .-_ .... - ....... - ------. - -- .... ---t •.. _-- -. ---------.---------.--------.... ---- .. _ ...... o · •• _ ••••• I 
IItOR000H I I I I I 
1-------------------------------1 I I I I 
IHANHATTAN I 4571 74521 991 16411 16.71 27451 376831 ~901 4'6811 16;61 
1-------------------------------+---------+---------·---------+--------+------+---------+---------+---------+--------+---··--1 
IflROOILYN I 4461 74361 4601 19001 11.91 0731 153811 4041 113411 19.\11 

.-------------------------------.---------.---------.---------.--------.------.---------.-~-------.---------.--------.----_ ... IIRONX 1 3191 5171 I 3151 60891 t9.11 4321 17M I 3991 B:!511 19.11 
,-------------------------------.---------+---------+---------+----.----.------.---------+---------+---------·---------·------1 I QUEENS I 1481 26341 1491 2812120.tI 6091 180021 t251 116581 P;.1t 
1-------------------------------.---------.---------.---------t--------.------t---------t---------.---------.--------.-------, 
ISTATEN ULAN. I t71 4461 01 4461 26.21 941 1394, 01 1450' 15.41 
1-------------------------------.---------.---------.---------.--~-----t------t---------.----~----.---------.--------+------, 
I OTHER I 61 I 1413' 01 14241 23.31 621 I 00551 '91, 9050. 15.\1, 
1-------------------------------+---------+---------+---------+--------+------+---------+---------+---------.---------+-------1 
IUNKNOWN OR "ISSING I 41 .961 01 1961 49.81 51 401 01 4'1 8.~1 

1-------------------------------+---------+---------+---------+--------+------+---------+---------+---------+--------.------1 
IHEW YORI( CITY I 14441 253401 10231 265961 18.41 53191 8e895 I - t8091 94212, 11.51 

(CONTINUED) 

ACUTE AHD AlC DAYS ARE CERTifiED 
LOS IS fROH DATE Of AD"ISSIOH TO DATE Of DISCHARGE 

PREf'ARED IIY THE OffiCE Of PLAN.,,", SERYICES 
NEW YORK CITY HEALTH AHD ttOSPITAlS CORPORATION 

2HOVOH 



1981 AIDS UTIl.IlAnOH fly "AYOre AND TYJ'[ Of DAYS' 
FOf< F·Allfttl·.f 11(Ir.1IUGH 

AI.l DUf.ttMI,n 
c S(tI."~t:E; Sf'NiCS 1 90 1 I 

18:38 UEDN£SDAY, HoVr"ft[~ ~. 1988 

.... -... _ .. - ..... -.. --.. --~---~--------------------------------- .. ----_ ..• -------_ .. -... _----------------------------------_ .. _---_ .. _---_ ... ! ---------------.. --.. -'lli£R -.. -.. -.. -,.--.... --~:~~~i -~~!~-------------"iiiiiiG-----_ .... -........ , ............ i 
.---------------------.. -----------~-----------.---------------------------------------------1 IDlstHMG-1 AClIJE un:lIf1EDI lOlAl I IDJSCtMRG-, ACUTE ICERTIFlED, TOTAl' I 

I I ES I DAYS 'lite DAYS' DAYS 'ALOS I ES I lAYS IALC lAYS I DAYS I AUS I 
I ..... --.- ... -------------------------. ---- - ----.-- ------- ..... - - --- - -.------ -- + - -----. ----- ----t---------.---------.--------+ .. - - .. - .. I 
IIIOF'OlK.1f •• I I I • I • I I I 
,-_ .. _---------------------------1 .. I I I I I I I I I I 
I HNIHA It AN I 1981 41961 601 43191 21.8' 321 4171 46' 4'53' 14.~1 
,---.. ---------------------------+----~----+---------.---------+--------+------+---------t---------.---------.--------+------. 
IIIr.:OOkUN I 761 1043' 25' 1407118.5, 61 1t41 II 114,19.0' 
,--.. ----------------------------.---------+---------+---------+--------+------.---------+---------+---------+--------+------1 
Il'RONX I 541 1080' 0' lOU8, 29.0' .1 .1 .1 •• •• 
,-------------------------------t---------.---------+--------..... -------.------+ .. --------.---------.---------+--------+------1 • QUEENS I 188' 40161 501 4069121.61 581 9851 ., teI8117.61 
1-------------------------------+---------+---------·---------+--------+-.. ----+---------+---------+---------+--------.-----.. 1 
ISTAlEN Ul.AND • 022' 6401 O. 64&, 29.11 .1 .1 .1 .1 .1 
,-------------------------------.---------+-------.. -+-------.. -+--------+--.. ---.---------+---------t---------+--------+------, 
" .HI4£R I 93' 291" II llG3' 33.4' 51 681 .1 681 13.61 
,_ .. -.. ---------------------------.---------+---------+---------+--------.------.---------t---------+---------+--~-----+------, 
IltNkNOWNOR"U.fIIC · 1 tI 51 8' 51 5." .1 .1 .1 .1 .1 
, .. ------------------------------+---------+---------.---------.--------.------.---------+---------+---------+--------+------1 
, .. £w rDr.1( CITY I 632' 13891' 136' 146231 23.1' tell 15741 461 1653, 16.41 

(CONHNI.IED' 

ACUTE AND ALe DAYS ARE CERTIFIED 
lOS IS rROH DAlE Of AD"ISSION TO DATE OF DISCHARCE 

f'REf'ARED [tY THE OFFICE (If f'l..ANNU.' SEfiYICU 
. HE" YO"" CITY ttEAI. TIt AND ttoSPITAU tORf'ORATlON 

2NUV88 



N 
N 
CQ 

1981 AIDS Ulll. JZAIIOH (tV' F'AYOrc AND TYPE or DAY'S 
FUR FoAIIUn"S (tOR~H 

AU. DJSC"Arc~rs 
UlIlN,U: Sf"f,I«(;S '90 lJ ,. 

10: 30 .aEDNUIAY. HOVr"ltl.k 2. 1988 

------------------------------------_ .. _-._---------------------------------------
I I lOTAL I 
I 1---------------------------------------------1 
I IDU'CHN<G-I AClUE ICERJlflEDI TUTAL I I 
I I U I DAY'S IAlC DAU I IAU I AlOS I 
1------------------------------·---------+---------+ ------.--.-+ --------+------1 
IIORDUC;H I I I I 1 I 
1-------------------------------1 1 I I I 1 
I nANNA,'" I 61191 1134211 I,e061 '340141 1'.81 
I------------------------------+---------t---------+---------.--------t------J 
IIROOICUIl 1 JOOll 692891 680JI 195391 28.91 I-----------------------------t·---------. ---------t·--------- t --------.------1 
IIIONX I 33291 529251 '4381 6 .... 1 18.41 
1-------------------------------+---------·---------+---------+--------+------1 
IQUEENI I 20971 383321 39081 433741 28.11 
1-------------------------------+------_·_-+---------+---------.--------+------. I'TATEII IILAM. I 2981 53891 1II1 '6321 11.'1 
1----------------------------+---------+---------+---------+--------+------1 
10TtIER , I '521 163851 ,eel 188471 19.81 
1-------------------------------+---------·---------+---------.--------+------1 
IUNKNOWN OR "I!!I~ I 271 9541 4811 14451 '3.51 
1-------------------------------+---------+---------+---------+--------+------1 
IIIEW YORI CITY I 172191 2966951 293531 3439511 1'.91 

ACUTE A"D ALe DAYS ARE CERTifiED 
1-01 IS fROfI DATE or ADttIS.fIOH TO DATE or DUCHARCiE 

PREPARED ,Y T~~ OffiCE Of PLA"N'~ !ERY'C~S 
... YIN c:ny Hf~'H ,,"D HU,sf'U"'-' l:'f<t"""HQII 

~"QV8Q 



NEW YORK CITY AIDS TASK FORCE Needs Asselsment Wot"k Group 

Patient Origin 
(Location/Primary Payor - ) 1 Day}, 

•••• ,. Cit, H .. ,UI •• , H •• ,It.'. 0., •• , ...... , Off' ••• f " ... ,,',,' ,.,., ••• 

'ti' '"'''''''''' " ...... '-C'IIC/O", ••• f " ..... , .. , 
November 7.1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

LOS: . Primary Payor 
Days (Discharges ) 1 Day)· 

30.0~--------------~--------~------~------~--------' 

26.04---~1--+--------~------~------~--~~--~------~ 

Medicaid Medicare Self Pay B/C Comm Other Total 

••• '11'11 Ott, ", ... 11 •• f " ...... ,. o.".f.",.' Oil .... 1 PI ••• , •••• ", ... 
, ... " ... , •• , ••• " ....... /0 ...... t ., .... ,.. . November 7, 1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

LOS: Location 
Days (Discharges) 1 Day) 

30.0~------~--------~------~------~--------~------~ 

25.0+-------4---2-2-.9--~--2-2-.9--~--2-2-.6--~------~------~ 

N 
~ 15.0 

Manhattan Brooklyn Bronx Queena Staten leland Total 

,,~ .• r. CII, N",," •• , N_ ....... C.r •• ' .... ", Of" .... , ...... ". ,.,. .... 

'", .,,, .... ,,, .... ""."1"01" ... f "'."'''' Novemh~r 7, 1988 



19.1 AIDS UTILIZATION ~Y PAYOR AND TYPE or DAYS 
rOR F'AlIENT'S (lOf\'Ol"H . 

DISCHARGES 'kEA1ER THAN • DAY 
C SOUr«:E: SF'N<CJ' • 98 ., ) 

10:38 WEDNESDAY. NOV[H~[R 2. '988 

.. _____________ ~-------~-------M----------------------_______________________________________________________________________ _ 
1 PRUIARY F'AYOR I 
1-------------------------------------------------------------------------------------------, 1 tlEDICAID , HEDICME , 
1---------------------------------------------+---------------------------------------------1 1 DUCHAR&-I ACUTE ICERTlFlEDI TOrAL I I DUCHARC;-I ACUfE ICERTlFlUI TOrAL 1 1 

1 I [S 'DAYS IAlC DAYS' lAYS 'ALaS I ES I lAYS 'ALC lAYS, DAYS I ALOS , , ...... -.-----------------.----------.---------.---------+---------t--------t------t---------+---______ + _________ • ________ • _____ ... , 
1I10001JU&H 1 I 1 I I I 1 I 1 
1-------------------------------1 1 1 I , I I I 1 
IHANHATTAN I 29661 618271 99671 728981 24.6' .511 ~68' 144, 28&0' t8.51 
1------··_-----------------------+---------+---------.---------+-----.. --+------+---------+---------+---------+--------.------, 
Iltfc0000LYN 1 2891' 437091 5855' 506031 24.2' 711 "Ill '9, 18421 25.9' 
,-------------------------------+---------+---------+---------+--------+------+---------+---------.---------·--------+------1 
'ltRONX I 18461 36446' 56431 432891 23.51 a31 11"' 81 I 11961 21.61 
1-------------------------------.---------+---------.---------+--------+------+---------.---------.---------.--------+------1 I QUEENS I 9181 185771 31531 22008' 24.81 711 12411 4311 110]1 24.]' 
1-------------------------------+---------+---------+---------+--------+------+---------+---------+---------.--------+------1 ISlATEN ISLAND I lie, 27561 till 29151 24.71 It I 145, " 1451 1l.2' 
,-------------------------------+---------+---------+---------.--------+------+---------+---------+---------·--------+------1 I OTHER I 1241 ]481 I 4041 38121 38.71 241 53]1 41 5661 23.61 
1-------------------------------+---------+---------+---------+ .. -------+------+---------.---------.---------.--------+------1 
IUNkNOWN OR "Isrl", I III 7091 4871 1 "61 92.tl " 41 ". 41 4.81 
1--····_---_·_-------_·_----------.-_··_----·---------+---------.--------.--.---.---------.---------.---------.------·-.------1 
INEW YORK CITY I at76 I 1666251 256201 "67051 24.41 41" 77131 7191 88561 21.51 

(CONTINUED) 

ACUTE AND AlC DAYS ARE CERTifiED 
LOS IS FROH DATE (W ADHISSION TO tAlE OF DlfCHAR'E 

PREPMED IJY THE OFFICE Of PlANHI", SERVICES 
.W lOR. CITY HULTH AND HOSPITALS' CORf"ORAHON 

2HOVQQ 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Patient Days: Primary Payor ILocation 
Total: 15.878 (NYC Residents) 

250.000~--------~--------~--------~--------~------~ 

201,879 . 
200,000 

150,000 -+--~~~+---+-----+-----t--------t------f 

100,000 -+--fo!ii 

50,000 24,976 
8,323 7.394 

0 
Medicaid Medicare Self-Pay B/C Comm Other 

~ Manhattan ~ Brooklyn ~ Bronx : ~ .• :.#.,.-: • .. .. 

- Queena - Staten Island 

. 
••• • rll 011, N •• ,n ........ 11.,. 0., •• ,.11 •• , Ofll ••• , " •• 1'.1 •• ,., •••• 

fll. 'r •• h'.,'." " •• ,11.1/0111 ••• , " •• nl"l November 7. 1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Work Group 

Patient Days: Primary Payor ILocation 
(All Discharges) 

100%~ 

50%~~I~iii4111+111~ 
N 
~ 25%4-~~~~~~~~~~~~~-+~~~~~~~~~~~~~~ 

c:.n 

. Medicaid Medicare Self-Pay B/C Comm 

~ Manhattan 

_ Queens 

k~ii:1 Brooklyn 

_ Staten Island 

.... ,.,11 c .. , H ........ H ........ c."., ..... , 0." •••• ,. •••••• . ,.r.' ••• 
,' •• " ••• "., ••• M •• , ... 1I0." •••• ,. •••••• 

Other Total 

~ Bronx 

November 7. 1988 



"81 AIDS UlIllZAIiOH 'IY r'AYOf< AND TYf'[ 0 .. DAYS 
FOf< F'n II EN r • S ItOROtK.H . 

DISCtlfII<t.U t.f;UlEk lIIAN I DAY 
CSOORl:E:; .\'t·ARtS' I '181) I 

10: JO WUlNUbAY. HlMr1I'. Ii ;!, IYIIII 

I f'.UtlARY f'AYOR I 
1-----------------------------------------------------------------------~--------.. ,.-.. ----... ··1 I SElF··F·AY I ItlUE-CROs.r AND COM. , 

1---------------------------------------------+----------------------------------.--.. --.. ---, 
I DUtHARIi-1 ACU'E 1t:(~lIF1UI 101r.t.. I IDISCIMRfi-1 ACUTE ICERIlFIEDI 10'r.t.. I I , I ES I DAY! IAlC DAYS, DAYS I Al.OS, U 1 DAYS IAlC DAU I DfIY.':' ,AUtS, ,--.--.--.. ------------------------+---.. -----+------.:-.. t .. ----.. ---.---.. ·---t··-----.-------· .. · t ---- .. --- . . t · .. . - .... ----t .. -.--.. .... •. . -1 

,I:oROUGH 1 I , , , , I I , I , 
1-------------------------------1 I , I , , I I I I 1 
'tlANHATTAH 1 4161 14121 991 1600' 18.3, 24'111 31484, 6901 4S4271 18.:" 
,-------------------------------+---------.---------t---------.--------t------.---------+---------t---------t---------t----· -I 
IItkOOKLYN 1 4241 74171 460' 7'1661 18,81 7991 152411 404' 172611 21.61 
I------~-----------------------.---------.---------.---------.--------t------t---------t---------t---------t---··-~--.-···---· · · I IltI'<OHlC I 2891 5143' 3151 60591 21.0, 3751 16631 399' 019", 21.f, 
I-------------------------------.---------+---------t---------t--------+------.---------+---------+---------+--------t- -"-1 
'QUEENS I 1341 26281 1491 2806120.91 5591 1.,591 I~I IIM)81 ~I).O' 

1-------------------------------+---------+---------.---------+--------+------t---------+---------+---------+--------t------I 
ISTATEN UlAND I 171 4461 81 446, 26.21 871 IlIll 81 141.1' 16.6' 
,-------------------------------.---------+---------.---------t--------+------t---------+---------+---------+--------t-----· , 
'OUtER , 531 14001 0, 1416, 26.7, 528' 8015, "" 91511 IO,~1 
I-------------------------------.---------+--~------.---------t--------+------t---------+---------+---------+--------.------, IUNKNOWN OR "ISIING 1 41 1961 8' .961 49.81 31 3'1 " 39, 11.0, 
I---------~---------------------+---------+---------t---------t--------t------t---------+---------t---------+--------t------, 
INEW yorctc cny I Ill71 25250, 10231 26489' 1t.01 48421 8ose81 18091 931351 19.41 

(CONTINUED' 

ACUTE AND ALe DAYS ARE CERTifiED 
LOS IS fR~ DATE Of AD"ISSIOH TO DATE Of DISCHAR'E 

F'REf'ARED IIY THE OffiCE OF PLANHI", SERVICES 
HEY YOfCK CITY HEALTH AND 1I0SrITAU tOfCPORATlOH 

2HOVOU 



1981 AIDS UTILIZAtiON bY F'AYOR AND "f'E OF DAYS 
F OR F'A Tl EN I • S (cOf'\Ol"~H 

DISCHARGES GREATER nlAN , DAY 
UOURCE: S'F'Ar<CS , 981) 

10 :30 WEDNESDAY. NDVEHP[R 2. 1'88 

-------------~---------------------------------------------------------------------------------------------------------------1 F'RUIARY F'AYOR 1 
1-------------------------------------------------------------------------------~-----------I 
1 Of HER 1 "USING 1 
1---------------------------------------------·---------------------------------------------1 
IDIS'C~-I ACUTE IC[f'\TlFfEDI rurAl. 1 IDISCHAR'-I ACUTE ICERTlFlEDI TOrAl. 1 1 

I 1 U I DAYS IAI.C DAYS I DAYS I AtO! I U I lAYS IALC lAYS I lAYS I ALOf I 
I-------------------------------.---------.---------t---------.--------t------.---------.---------.---------.--------.------1 
I (lOf'\OlIGH I 1 I 1 I I 1 I I I I 
1-------------------------------1 I I I I I I 1 1 1 1 
I "ANHAHAH I t941 41921 . 601 43151 22.21 311 4161 461 4521 14.61 
I-------------------------------.---------t---------.---------t--------t------.---------t---------.---------.--------t------I 
IIcR(IOkUN I 711 10411 251 14021 t9.71 51 flJ" ., 11l122.61 
1-------------------------------+---------+---------·---------.--------t------t---------+---------t---------+--------.------1 
IllRONX I 581 10161 01 10161 21.51 .1 .1 .1 .1 .1 
I-------------------------------.---------.---------t---------t--------t------t---------.---------+---------.--------t------I 
I QUEENS I 1781 40061 501 40591 22.81 531 fH' ., flfll ".11 
,-------------------------------.---------.---------.---------t--------t------t---------t---------+---------.--------+------1 ISTATEN ISLAND 1 20. 6381 81 6381 31.91 .1 .1 .1 .1 .1 
I-------------------------------.---------+---------t---------t--------+------.---------.---------t---------.--------.------1 
100HER 1 "I 29091 II 31011 34.11 51 681 81 681 fl.61 
1-------------------------------·---------+---------·---------t--------t------+---------.---------.---------.--------+------1 
IUNkNO"N OR "USING I 'I 51 01 51 5.01 .1 .1 .1..1.1 
I-------------------------------+---------t---------.---------+--------.------+---------t---------.---------.--------.------1 
INE" YORK CITY 1 6951 138671 tJ61 t45961 24.11 941 '5671 461 16461 11.51 

(CONTINUED) 

ACUTE AND Al.e DAYS ARE CERTIFIED 
LOS IS F~OH DArE OF AD"ISSION TO DAlE OF DISCHAR'E 

F'REf'AR£.D IIY THE OFFICE (IF PLANNING SERVICU 
HEW YORK cny H£Al Ttl AND HOSPITAlS CORPORATION 

2NUVlIB 



'981 AIDS UTILIZATION 8Y PAYOH AND TYPE Of DAYS 
FOH fA TIE NT" l' I(W(OtKH 

DU'CtlAkGU 'f([ATEk TtIAN I DAY 
Uour.tE: .sTARtS I 98 n I 

'8:30 WEDNESDAY. HOVl"~.k 2. '988 

-------------------------------------------------------------------------------I I M~ I 
I 1---------------------------------------------1 
I IDISCHMG-I ACUTE ICnTlF IEDI TOTAl. I I 
I I ES I DAYS IALC DAYS I DAYS I AlOS I 
1-------------------------------·---------·---------·---------.--------.------1 
I~H I I I I I I 
1------------------------------·--1 I I I I I 
IIWlHAn... I 62491 1130091 tlea61 1334141 2' .41 
1-------------------------------·---------·---------·---------.--------.------1 
I __ UN I 346' I 698341 61031 791931 22.91 
1-------------------------------·---------·---------·----------.--------.------1 
IIRONX I 26431 526311 64381 684141 22.91 
1-------------------------------·---------·---------·---------.--------.------1 
IQUEENI I "'21 3819' I 39081 43'891 22.61 
1-------------------------------·---------·---------·---------.--------.------1 
"TATEM IILAND 1 2531 53121 "II 55811 22.' I 
1-------------------------------·---------·---------·---------·--------.------1 
I OTHER . I 8251 '63341 6081 181211 22.11 
1-------------------------------·----------·---------·---------.--------.------1 
IUNKNOWN 01 "ISSI", I 221 9531 4171 '4411 65.51 
1-------------------------------·---------·---------·---------.--------.------. INEW 'ORI CITY I 153651 2955381 293531 342.211 22.3' 

~UTE AN. ~c DAYS ARE CERTIFIED 
UtI JS FRott DATE OF ADttU'IJON TO ~U: OF DJ.r(:tW~(" 

PREPARED 8Y THE OffiCE OF P~AHHI", SERVJ(:~.r 
NEw YORI CITY HEAlT" AND HQ.ff'UAU CORf1Ir(AHON 

2HOV88 



I'H ... n I Vn" vi I , I\IU~ II\~" rVN\"C Neeas Assessment Work Grou~ 

• 

Hospital Use 
(Hospital/Primary Payor) 

•••• r. 0 .. , ......... ",1 .... , ... ,. O,r •• ,.",,,, OU, .... '1 .... 1 •• '.nl ••• 
TI.e 'r •• ,~,.'I •• H ...... '-C' .. C/Ofll .... ,. ••• 1 •• November 7.1988 



NEW YORK CITY AIDS TASK FORCE Needs Assessment Wotk Group 

AIDS talA • ....., 1 ..... , MULlS 

• 11f.IIUIICII Of MULl AlII .1 .... , .. ACUfI CMI ',e .... IIAl. 
t-.1tW 

110111 DA'A IIlCU •• GII·tA, If A' IIICMICI. 
"'A Eleu.s IISCIIAIfiE. c 11 YII. cu CPEDS ....... S) 
IAILE A IICLIM .... ·lYe MSIDEIII IIICIMaI , ... ,e IIOWIlAlS 
'AILE I IIICLIM ... , .,e MSIDEIII AlII IIICIIMCEI 

• 

tAlLE AI 

.... E ADUlt AI.S PAIIE.1I IECEIVED flUf .. " .. 1_ .. 19111 

II II II I CIIAIGI II 
II IOICIJGII Of II 1916 IOf II 1911 IOf II .IIfIIMlIIOl II 
II .... Ilf.fl II DISCMIGEI em III II .IICIIAIGII el" "L Of en, nL II 
II .................................................................. ••• .... ···········11 
II lIIaDlU' n 1.611 16.D II 2.441 16.71 2.41 II 
II II II II 
II ..... II 1.591 15.51 II 2.t" 14.91 ·s •• II 
II II II II 
II ...... " .. II 6.111 59.D II I.m 59.51 '.41 II 
II II II II 
II GUEEII II 111 7.51 II t,1I1 '.51 I .• II 
II II II II 
II If AlE. Ill .. II 154 1.51 II Z05 1.41 ·6.71 II 
II .•...•..•••...................•..............•....•.••••.•..•••••. ··················11 
II II II II 
II lYe fOlAlIl to.J19 100.01 II 14 •• too •• I II 
II ............................................................................ ···········11 

IAILE I: 

'AIIE.I OIIGI. Of AIDS 'AI.E.II· 1916 AID 19111 
II ..............................•.........•......••••••• ·································11 
II . II II I CIIAIGI II 
II IOICIJGII Of II 1916 I Of II '91' I Of •• 1 ... IIMlIICII II 
II IESIDEIICE: II DISC!lAlGES em "L II .ISCIIAIGI. el" "L Of el" ttL II 
II .................................................................. 
IllIaDlu, II 2.176 22.11 II S,1. U.1I 

II II II 
II IICIII II 1._ II.JI II 2.415 17.91 

II II II 
II ....... " .. II 4.m 44.JI II 6.- 44.11 

II II II 
II GUEEII II 1.221 12.71 II 1.11S 11.11 

II II II 
II StAfE. IIlAID II 110 1.91 II 240 1.71 

•· .. · .. ···········11 
I.D 

·0.41 

S.1I 

·10.51 

II 
II 
II 
II 
II 
II 
II 
II 
II 

II .•.••.................•.......•..............••••.•••••••••••••••• ··················11 
II 
II-

II II 
.,e 10f ALI I 9.'1' 100.01 II 11,796 100 •• I 

II 
II 

.......................................................... •··••··•··· .... ··············11 , _-.,e lEI; 112 ItS I 



N 
.~ ... 

"- ..... __ ...... __ •• "......,., • .....,.1'-l1li""-

tAltE al 

VIElE PED'A'.'C AIDS PAtIE.tS .EClIVED '.EAtMENt· 1986 AID 1987: 
.•...•....••..••..............•...................................................... 

II 
II IOIaJGII 01 
II !lOW •• tMYr 

II II 
II I. 101 II 1987 lor 
II DISCIAIGII cln IfL II DISCItAlGES cn, Ifl 

I CMANGE II 
I. DIS'.'lUtIOM II 
or cm nL II 

II .................................................................. ················,1 
II IIIOOIL ,. II 1M !I.II II 212 52. III ·15.61 II 
II II II II 
11-- II ,. 22.41 II 144 22.ft ·0.51 II 
II II II II 
II .... n. II '56 R.9I II Zl5 54.51 4.71 II 
II II II II 
II IllEEIS II Z6 s.SS II 65 10.01 11.11 II 
II U II II 
II SfAfEl ISL_ II 2 0.41 II 5 0.51 25.01 II 
II •......•.•••••.••.••.••.•••.•.••.••••............................. ················11 

II II II II 
II IIfC totAl II 474 100.01 II "'7 100.01 II 
II ........................................................... ··························11 

.AlLE I. 

PA"E.t Gill •• Of AIOI PA.,E.'I· 1 ... _ 1917: 
II ....•.•••••••••••••••••••••••••••..•••••••............ ·······························11 
II II II " CIWIGI II 
II ICIIOUGII Of 111 ... IOf II 1917 IOf I. DIS •• ,IU"OM II 
II IUIMIICI. II DlICIMICin cln ttL II DISCItMGES cln nl Of cln nL II 
II .................................................................. ················,1 
II IIODItL YI II 1" 4J.7I II 254 JI.91 ·11.01 II 
II II II II 
11-- II 100 22.01 II 161 26.1ll 21.91 II 
II II II II 
II ...... ". II 111 25.71 II 126 21.01 ·11.51 II 
II II II II 
II IllEEIS II JI 6.11 II 75 12.51 IS.II II 
II II II II 
II StAtE. I .... II • t.a II 5 .0.11 '55.61 II 
II ...............•...•.••.••...••................................... ················11 
II II II II 
II IIfC 'otALIl 455 tOO.OI II 601 100.01 II 

................................................................... ··················11 
C _-IIfC.' " 46' 

....... ,. 0 .. , H .......... H ...... ,. O.r'.r ..... , Offl ••• , " ••• , •• '.nl ••• 
Tilt ",U,'.rl •• " ...... ,·O' .. O/O'tI ••• t " ... , •• 

• 

Aln "'A - ..... , 'AIU: "DlA'.,CS 
DIS.lIIUTIOI OF 'IIIA'.'C Aln DIICIAICEI ,laM ACU'E CAlE .'C IDS'I.AlS 

' ...... '., 

"'E: OA'" EIICUIII. _-tA, "A' I._I 
... " 11ICUIIE •• , DI_, '-17 ftl. CD ,.acludel .a.anS) 

,AIlE A ....... "-1IfC ••• MIt IISCUICED '1CIIIIfC ""ALI 
,AILE' ........ , lie ."B' A.DS OISCIIMGEI 

N ovam bar 7,1988 



ItEAl. T" __ HOSPITALS CURF'ORATION . 
OffiCE Of SfRAfUfC Ft.AHtUNCi 

HEY YORI CIIY AIDS 'ISCI~'£I IY 'AYOI 
IOURCE: Sf'MC,f crt 987 

1' :11 fUES.,.'. OCI08lR II. If •• 

.. _-------_ ... ------------------------_._-----------------------------------------------------------------------------------------
I ,---------------------------------~~~!-~~~---------------------------------1 I 
I ,---!~~-~~!----!-----~!~~-----!---~!!~~----!---~!!~!!----!--~~-~!---I I 
I I Nt I !UtI 1 lUll I lUll I lUll , Nt I 
I 1---------------.---------------.---------------.---------------1---------------.---------------1 I 1 tIKHM'U I tUCHAR'U 1 tUClWtUI I IUCHMUS , IUCtWIA' , I.TM.. 'A'" 1 
1-------------------------------.---------------.---------------+---------------.---------------t---------------.---------------1 IDGROUCH I • I " 
1-----------------------------1 I I I , I I 
IIROOILYN. I, 1151 2461 661 '."31 1411 2."11 
I-----------J-------------------.---------------.---------------.---------------.---------------.---------------.---------------1 IfIRONX . I .71 .191 1'1 2.1321 UII 3. tJ41 

1-------------------------------.---------------.---------------.---------------.---------------.---------------.---------------1 I """"""AN ,6'.' '.2561 2311 4.25fl 3.271' '.6111 
1-------------------------------.---------------.---------------.---------------.---------------.---------------.---------------1 1QU[[N,f I '" zell 'II 6711 248, 1.21" 
,-------------------------------.---------------.---------------.---------------.---------------.---------------·---------------1 UTATEM UU'" I 141 341 '" 1141 62, 2341 
1-------------------------------.---------------.---------------.---------------+---------------.---------------.---------------1 ICIfY JOJM. 1.44'1' .8561 4'71 '.1361 4.2611.. 11.3", 
---------------------------------------------------------------------------------------------------------------------------------



I 
I 
I 
• I 

• • 

.. .:AUN .. HOSPITAlS COr.f'O~AJlOH 
(Iff ICE (lfSI~Af£f;IC fLANHIM(. 'fl." YDkIC C 11' AI DS DUCHAf<'ES II', "A'OR 

lOUI(C[ : If'NoU CY 1981 

11 :11 TUESDAY. DCTOtER II. Ite. 

I f"UtIM' f'AI'OR I 
1-------------------------------------------------------------------------------1 
1 .l'ELf PAJ I OTHER '1tfIICM[ I .IICAII I ILUE Cf(OSS' 1 

.---------------.---------------.---------------.---------------.---------------, I SUfI , $Ute I SUIt • lUIt 1 SUfI , lUll • 

I---------------·-----~---------·---------------·---------------.---------------.---------------. 1 IUCHAR'U I IUCIWc'U I IUCHA""U I IUCIIArc,U I IUCtWc'U I TOTAl f'A'Dfc I 
1-------------------------------.---------------.---------------.---------------.---------------.---------------.------------- ·~~I • "OR~H IlIOspn .. 1 I I I • I 
1---------------·---------------1 • • • I I • • 4. It'''OOIlLYH .II""TU" 21 2. •• •• .1 

I---------------.~--------------.---------------.---------------·---------------.---------------.---------------1 Ilil000NLE 1 51 11 III .. II 631 2061 
1---------------.---------------.---------------.---------------.---------------.---------------.---------------. I "ODIUM I 361 21 " 1851 23' 1721 
1---------------·---------------·---------------·---------------t---------------.---------------t---------------I ICALEICINIM I III 21 21 241 261 651 
1---------------.---------------.---------------.---------------t---------------.---------------t---------------t ICONnUNI" 1 • I .. .1 .1 51 61 

1---------------.---------------·---------------·---------------.---------------.---------------.---------------I 'CONE' IILMI 1 51 31 41 16" 261 1991 
.---------------t---------------.---------------.---------------.---------------.---------------.----~----------I • JEWISH/IMlERfA-, • • I I I I 
.ITH 1 691 12. 71 '''' 211 ll2l 
1---------------·---------------·---------------·---------------.---------------.---------------.---------------I 
IIINCi. COUNTY I 1141 .24. 51 491' 28' 7611 
1---------------·---------------·---------------·------,--------.---------------.---------------.---------------I IL I CaUUE I 61 491 71 1141 491 2251 
I---------------t---------------t---------------.---------------.---------------.---------------t---------------I ILUIHERM I 241 6. 31 4" III 841 
1---------------·---------------·---------------·---------------t---------------.---------------.---------------I IMI_11U 1 41 91 .1 .8. 91, .. .,. 1---------------.---------------. ---------------. ---------------. . ---------------. --------------.• ---------------I 
lltETHODU' I .1 5' ., 941 181 l:!tI 
1---------------·---------------·---------------·---------------.---------------.---------------.--------------·-1 1ST. I I • I I I • 
IJOHNI/IMllRFAI-1 I • I I I I 
ITH I I 4 • 2. 2' et I 51 It :! • 
I---------------·~------------·---------------·---------------.---------------.------~--------.---------------. ,IT. lIAR" I 44. 31 II 8" . II 14:!1 
1---------------·---------------·---------------·---------------.---------------.---------------.------------·---1 I VICTORY , :!I 91 t I II • 21 151 
1------------···--------------·-------------_· .. • --------------- .... ---.-----------.---------------.------------_ .. -. 
IICINCi.fIP.OOI, •• II I, 91 " 111 
1---------------.---------------.---------------.--------~------.-----.--.------.---~-.. ~-w.w-~-t·~.--_·-·-----··1 
,"YClCorr ""'""' " .1 .1 211 'I II I 
I---------------.---------------·---------------t-··-------------t-----~---------t----·----------t--~-----------··1 I ",*"f1AT' • 'I . 11 .]1 271 "~I 4UI 

.------------------------~------.----.----------------------:-----~------------.---------~--------~-----~ ... --.. ~-... --.-.------~ 



l"AU!t •. !tU!F'nAU rOU'DRATlUH 
OfFICE Of SIRAfEGIC ft",,"IHf~ 

lEU YUf(1( tHY AIDS IUtHAUU 8Y. PAYOR 
.sOURCE: S"ARCS C1I981 

I' '1 I IUUI"Y. DttOIlU ". 1988 

._ .. _--------... _-----------------------------------.. --------------------------.-------------------------------------------------1 I f'ln ... y PAYOR 'I 
I 1-------------------------------------------------------------------------------1 I , , I£lf PAY I atHER I MEtICM[ , MEtiCAl. ' .... UE CROff 1 1 
I I~--------------t---------------t---------------t---------------.---------------1 I I I ~M I nM , nM , AM , AM , ~ , 
1 ,---------------.---------------.---------------t---------------.---------------t---------------I 1 I ~1!ct~r.Er I 1.Ir.MARGE! 1 DISCHAR'EI I •• SC~EJ , .I~J 1 faTAL PA'OR , 1 ___ ··· __________________________ • _______________ • ____ -----------+---------------t---------------.---------------.---------------1 
• IIOF:otKH 1 HOSPITAL 1 , I , 1 I I 1---------------·---------------, I I I , I , 
.flF:OOICLYN III",' Hn ..... ' I II ., II .1 .1 21 
I I---------------.~--------------.---------------.---------------.---------------.---------~---.------~-------··1 I IMOOl'HULL I 3'1 'I 61 3'31 211 4211 
I 1---------------.---------------.---------------.---------------+---------------.---------------.---------------I I IHOLY'MILY I .1 II .1 71 .1 II 
I I---------------+--------~------+---------------.---------------.---------------.---------------.---------------, I I ALL I 3851 2461 661 1."31 J471 2."11 
,---------------.---------------.---------------.---------------+---------------+---------------+---------------.---------------, 11ROH1. IHOSPITAL I I I I t 

1---------------1 I I I I I 
·IIRON,. LEMHON- 0' I I , I I I 
IF ... f... . I· 1.11 31 141 14JI 'I, 2111 I __ ~ ___________ .---------------._--------------._-----------___ + _______________ + _______________ + ____ L __________ , 

I tItHe I 251 :!Ol 141 4121 42' ,e31 
·1---------------·---------------·---------------·---------------.---------------+---------------+---------------. I"U£P.ICORIIA ·1 141 2, I, til 'I 441 
1---------------·---------------·---------------·------~--------.---------------.---------------.---------------I IttONTEflCF.£.1 31 321 241 2tll 631 4091 
1---------------·---------------+---------------+---------------.---------------.---------------.---------------I II:IMCOLM I 51 141 41 3721 a, 4151 
1---------------·---------------·---------------+---------------.---------------.---------------.---------------, IUMION !I 21 21 II II II 11 
I----~----------·---------------·---------------·---------------.---------------.---------------.---------------, Uf. IIJMHAIIAS 'I 511 121 11 ·1'" tI' 2141 
t---------------.---------------.--------··--~---.---------------t---------------.---------------.---------------I ·1 ~p.",x LENHOIt- .1 I I I I I 1 ICOMCOl.tt., 841 II 21 77' II 1651 
14 _____________ ~.--------------~.--------_------.---------------+---------------.---------------.---------------, 

,lPELfwt ItAY'1 .1 .1 • , .. .1 II 
,---------------.---------------.---------------t---------------t---------------.---~-----------.-.---_---------I IUEIlCHUTEP. so. I 21 II .1 II JI 1, 

·I-~~----------~·---------------·---------------·---------------+---------------.---------------+---------------, ItlfJF:lH elMIRA&. '1 I , I I , 
·tllkOHf. il)1 51 31 2191 411 1411 
I---------------+---------------·---------------t---------------.---------------.---------------.---------------I Il: .. ~.srn", " .1 81 11' 19' '4'1 1~61 10~1 
I---------------.--------~------.---------------t---------------t---------------.---------------.---------------, .1 AU. ., lt11 119' 85' 2.1121 JJII 1.114, 

-----------------------------------------------------------~---------------------------------------------------------------------
(CUM' IHI.IE 1'. 



II£AI.TH .. IIIUf"lTAU COJ\F'Or.AIIDN 
("tleE OF SlkAIUIC "lANHI", 

HEll YUf\1 CITY AIDS IUCU""C.U IJY f''''tDR 
SOUr.CE:; S'-AJ(CI CY1981 

---------------------_._.----------_._-------------------------------------------------------------------------------------------1 
1 
I 
I 
I 
1 
I 

I t"f( 111M' f"AYOfC I 
I----------~-------------------------------------~------------------------------1 I SELF f'A' I OUIER I IIUICME I IlEDICAII I .... UE CI\1U" I 
I---------------t---------------.---------------t---------------t---------------I 
I SUII I S'UtI I SUtt , S'UtI I lUIt I IlMt , 
I---------------.---------------t---------------.---------------t---------------t------------·'--I 

• t 'UCHAF:'£S' I 'UCtWc'ES I DUCHArc'U I IUCHArc'ES I IUCtWc'U I TOTAL f'AYM I 
,------------------------------.---------------.---------------.---------------.---------------.---------------.----------·~·- .. ·--I IIJ(Jf(QUC;H I HOspn AI. I 
1---------------·---------------1 itAl4HAl1A1t IN. Y _ I 

I 
1 
I 
I 

I 
I 
I 
I 

I I I 
I , I 
1 I I 
I I I 

I 
1 
I 

• IIHfIRKAR"~-1 
IMII IOIIHTOWN I 141 211 21 n, 591 U~I 

1---------------+---------------·-------------_·-·---------------.---------------t---------------.---------------I IHLUVUE I 151 "I, 141 1941 ttl 1.1911 
,---------------+---------------.---------------t---------------.---------------.---------------.--------------·,1 nET" 1SUQ. I 191 12&1 181 4851 2411 11891 
I---------------t---------------t---------------.---------------t---------------t---------------t--~------------, 
ICA.INI I I' 911 91 2741 3461 nil 
1---------------+---------------·---------------·---------------.---------------.---------------.---------------I INCT.' I 4, ']41 31 9. gel 14'" 
I---------------t---------------.---------------.---------------t---------------t---------------t---------------I 
IHMtUII.. 1 3~1 12. 1615111 91 518. 
1---------------·---------------·---------------·---------------.------------~--.---------------.---------------I I JOn" IIS'tASU I .1 •• II II .1 21 
1---------------·---------------·---------------·---------------·---------------·---------------·-------·-----·---1 IlENOX HILL 1 ~"I 721 III '01 2861 44'1, 

I---------------+---------------t---------------.---------------.---------------.---------------.---------------. IIWIHATtAN 1 . I I I 1 1 I 
IEYE.EMt.'lI"CUAr I .1 •• •• II .1 II 
I-------~-------.---------------t---------------t---------------.---------------t---------------t---------------I 

• ·I ..... IM../ADAN I I I I I I I 
· I .. E"UIMc. 1 IBI 541 III 411 1581 284, 
I--------------~.---------------·---------------.---------------·---------------·---------------·---------------1 ·'uEi"'nAN • 491 . 21 31 21t. 111. :!8:!1 

· I-------~-------.---------------·---------------.---------------.---------------.---------------.---------------1 : I"". ,aMi. 11 ]7, .51 1831 1441 10:.1 
.I--~-~~--~--.----·---------------·---------------·---------------.---------------.---------------.----~----------. · .1"," YOfcIC . I . I I ' I . , 1 
I HOSPITAL I III ~41 221 "II 1141 

I 
4221 

I-.-~--.--------.---------------.---------------.---------------.---------------.---------------t-------------- ._, ; I NE" YOa EYE . • - I I . I I , 
,lltHt EM . I .1 .1 .1 31 II 41 1--------------·--------------·---------------·---------------.---------------.---------------.-------..,----.---I 
I NYU ""ICAI. I I I I I • I 
leENIER 1 131 188, 131 211 5881 O:OJ. 
I---------------.-------------·-.~--------------.---------------.---------------.---------------.--------- .. ---··1 It'fcESIIVTERIItH I 161 34,· 351 1"1 1:!41 11(\, 

-------------------------------------------------------------------------------_._-----------------------------------.... -- .. -.. --~ .... 



'IfAUN , IIO.!'J'UAU' tor.'PMAUON 
OffiCE OF· nlo'AU"C f'LAHHINC 

N£U '0fi1C tllY AIDS IIIClIAJ:'U II' PAYOII 
.sOURCE: Sf'NetS en981 

II I' tUESDAY. octO~R I •• " •• 

• ______ u. _____________ • _________________________________________________________________________________________________________ _ 

, I FiUItARY F'AYOR I I 
I 1------------------------------------------------------------·------------------1 I , , fELF f'AY I 01 ... R I IIE.ICME I IIElICAII • K..UE tr«O.I'l , , 

I 1---------------.---------------.---------------.---------------.--------------~I I , I .rutI I .rutI • .rutI I .rutI • SUfI • SUfI , 

I 1------------··--.---------------.---------------.---------------.---------------.---------------1 I ! DUtHM'U , 'IStHARGU I 'IStHMUS , IISCHMUS • ,aICHAIUS • lOtAL PAY. I 
t-------------------------------.---------------.~--------------.---------------.---------------.---~-----------+---------------1 t flORot"N t HOSP If AI. I , I I I • I 1---·--·_---------.---------------, I I , • • I 

. I "AHHAnAN I RoonVEU I. .." 94, 31 "" 3M' 6841 
1---------------.---------------.---------------·---------------.---------------+---------------+---------------, 1ST. CLMES I '331 t 161 2'1 311' t271 1791 
1---------------·---------------·---------------·---------------·---------------.---------------.---------------1 1ST. lUKE.f I !" 761 '41 2'11 t'" 5211 
1---------------.---------------·---------------·---------------.---------------.---------------.---------------1 Ii',. VIMaNTI I '291 911 .81 2'" 379' .. , 
1---------------·---------------·---------------·---------------.---------------.---------------.---------------I IIIUICAL.fI , ., II .1 II 4, " 
1---------------.---------------·---------------·---------------.---------------.---------------.---------------I Ic!OI.lUAtP I· .1 • I 21 2" 2' 'r 3" 
1---------------+---------------·---------------.---------------.---------------.---------------.---------------I ,aiR' I. COLEP. I II ., 31 2f. 31 36, 

1---------------·---------------·---------------·---------------.---------------.---------------.---------------, IMORTN "tERAL • .1 .1 .1 3411 II 111 
1---------------.---------------·---------------·------.--------+---------------.---------------.. --------------, ,.,L I,. 6!41 t.~61 23., 4,259, 3,273' t,".' 

----... ----------.---------------.---------------.---------------+---------------.---------------+-----------·---------------1 l'lll[[M!' 1 HOSPITAL I • I , 1 
I~--------------I I I , , 
1ST .. JO!E'H.s-tltC I II 21 .1 •• 2' " 
I---------------.---------------.-----------~---.---------------·---------------·---------------·---------------1 ILlJ ,-, MHHASSETI .1 .1 " .1 ,. 11 

I-~---~---------·---------------·---------------.---------------·---------------·---------------·---------------1 ICHCt , 21 " I '71 til' ,251 28~1 
I~~-~-~---~---·---------------.---------------.---------------.---------------.---------------.---------------I Irl:UltutC I • 01 t " . , t I 341' 2" 841 
I~-------------·---------------·---------------.---------------.---------------.---------------.---------------I 1..wtAICA ,I 151 41 ; 31 45' 6, n, .-.-------------4---------------+---------------.-----__________ . _______________ • _______________ • ___________ ----I 
'lPHli rn~ I I I ! I • • 1 
1.If:UUN' 31 .41 lei '" 42' ,., 
I--~---i~~------f---------------.---------------t·-~-------------.---------------.---------------+---------------I I f"t"rHM A I .1 •• 21 24, ., 151 
I_~--_----------·--------_______ ·---------------·-h-------------.------------~--.---------------.---------------I 
'~f"S',' " ". ' 12' 246' 251 lOll 
I-r~---~--------.---------------.---------------.---------------t---------------.---------------. ___________ ----I 
U',. JOHHr-cltC , 11 II " It I ttl )01 

-------------------------------------"-----------------._-----------------------------------------"-.. _._.--.. --... ---." .. ---~.-



111:4\1.111 .. HIISf'ITAU Cfmf'Of(ATJOH 
OffiCE Of Sff(AJUIC f'lAt!ttIH(; 

NEW YOkI CIIY AIDS IISCHAk'ES .Y PAYOR 
SOURCE: Sf'~'CS ertf" ' 

11 :11 lUESDAY. OCIO~t~ '1. "80 

._-----------------------_. __ .. ----------------------------------_ ... _-------------------------------------------------------------
I 
I 
I 
I 
I 
I 
I 

I f'RIfW'<Y f'AYOfC I 
1-------------------------------------------------------------------------------1 
I InF PAY I OIl€R I ItEDfCARE I "EDleA" • kUE C"U I 
1---------------·------_ .. _------·---------------·---------------.---------------1 

I I 
I 
I 

I IUtI I SUfI I IUtI I Illft I SUtI I SUIt I 

,---------------.---------------.---------------.---------------.---------------.---------------. I tUCtWc'U I DIICIIM'U I DUCtWc'U I DUCltM,n I .UCIIM'U I lOlAL f'Alorc I 
1-------------------------------·---------------·---------------+---------------+---------------.---------------.----------------1 IliORouc;H IHOIPIIAL I I I I I I 
1---------------·---------------, I I I I I 
1 QUEENI I"'. .IOIfHI I I I I I I 

I Ef'U'COf'AL , 21 21 51 221 61 311 
1---------------·---------------·---------------·---------------.---------------.---------------.---------------·1 
1Il00'" .fIORIAL I 131 61 21 141 221 511 
,---------------.---------------.---------------.---------------t---------------.---------------t---------------I 
'L~laA/"IP I 31 131 21 41 .1 8:!1 
I---------------.---------------t---------------t---------------+---------------.---------------.---------------I IM'URa" 'f_.ALI ' .1 :!I .1 31 21 11 
1---------------·---------------·---------------·---------------.---------------.---------------.---------------I I Hlf"ALE I . I .1 .1 .1 31 J I 
1---------------·---------------+---------------·---------------.---------------.---------------.---------------I IPARIIIMY, .1 .. . • II 41 61 
1---------------·---------------·---------------·---------------+---------------.---------------+---~-----------I IPARJOU I .1 II .1 .1 ., .. 
1---------------·---------------·---------------·---------------+---------------.---------------t---------------I IPtlYfICIANf I •• .. .1 •• I., III 

1---------------·---------------+---------------·------~--------.---------------.---------------.---------------I IltARy IMACULAJEI I I I I I 
ICIIt I :m III 21 501 2" 108. 

I~------------~·---------------·---------------·---------------·---------------·---------------·---------------1 ILlJ _ I I I 1 1 I 
U'CHHEIKU I II .1 •• .61 29J 46' 
1---------------·---------------·---------------·---------------+---------------t---------------.----------_----I .1 ALL .I 851 2"1 581 6181 2481 .. 2701 

---------------.---------------.---------------.---------------t---------------.---------------+---------------.---------------1 SlAIEH ULAND IHIII,nAL I I I I • I I 
.---------------1 • I I I I I 
Il'CIC'.f I . I 21 • 1 • I 21 41 
1---------------·---------------·---------------·---------------.---------------.---------------.---------------I 
~.n. IlNCEHTS .. ~I II II 211 161 441 
1---------------·---------------+---------------·---------------.---------------.---------------.---------------I ,llAnUI lEJON I' 31 6, 41 JJI II '41 
Ir~-~---------~.---------------·--------------~·---------------.---------------.---------------+---------------I , IRICIIIONt I " I I 'I I I I 

,llt£tIOR1M. ,I ,1 :!~I .1 51 21 :!"" 
1---------------.---------------.---------------.---------------.---------------t---·-----------t-·------_·--.... , ISTtUr .. ULAN •. I " 51 51 531 341 Hi!» I -------------------------_._-------------.---------_.---........ --------------.-------.-----.. -------... -..... _-.-....................... __ ... 



In:"', til f, HOSF'UAU CDr\f'ORATlON 
on ICE Of' SI~:AJE.GIC .'LN'HIMG 

HEY YO~k CIIY AIDS DISC~'ES tY PAYOR 
1000C[ : ,ff'ARCS CY t '181 

tt:tt tUESDAY. octOtlR tt. t9a8 

I f'RUW:Y PAYOR I I 
1------------------------------------------------·------------------------------1 I I au f'AY I OIHER I· tlEDICARE I "EDICAII I 1IlU[ CP.O.I'I I I 
1---------------·---------------·---------------·---------------.---------------1 I I IUtt I S'UH I IUtt I "'" I .rutt I .rutt I 
1---------------·---------------·---------------·---------------.---------------.---------------1 I IIJCHAR'U I 'UCHM'U I IUtHMUS I IUCtlMUS I IUCtlMUS I '.'M. PAY... I 

---_._--------------------------.---------------.---------------.---------------.---------------.---------------.---------------, "M:OUfitl I AlL I 1 I I I -,·-------------1 I I I I I I 1 
SlAtEN ULAND I I 141 341 III "41 '21 2341 
-----------.---------------.---.~-----.--------.---------------.---------------.---------------.---------------.---------------1 ICIfY TOTAl:. t.44~1 La5'1 4'71 t.JMI 4.2", 17.3"1 

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



Itf.AI.IH .. 1I0SF'JTAU CORrORATfOH 
(WfIC[ or SIRAllGIC ~lANNI", 

I~U YORI CII' AIDS tIScHAR'Er AND DAYI 
s~eE: JrARer crl911 • 

11:11 TUESDAY, OCTO~[R 'to '9a8 

-------------------------------------------------------------------------------------------------I I "M I JlIft I SlIft I S'UtI I 
I 1---------------.---------------.---------------.---------------, I I DISCHARGES I lOrAl DAY.f I ACUTE DAYr IAlTERNATE DAYS I 
1-------------------------------.---------------.---------------.---------------.---------------1 IItOF:OlIGH I I I I I 
1-------------------------------1 I I I I 
IlIROO1CUN I 2.9911 62. nIl '4.2521 7.8861 
1-·------------------------------.---------------.---------------.---------------.---------------, IIIRQHIC I 3.1141 ".3271 41."21 7.2451 

1-------------------------------.---------------.---------------.---------------.--------------.• ItWtfMTTM I 9.6101 20' .500, 172.974, 21.'261 
1-------------------------------.---------------.---------------.---------------.---------------1 
I QUEENS' " .2701 27.8161· 23.7471 4. '''' 
1-------------------------------.---------------.---------------.---------------.---------------. IsrArEM ISLAND I 2341 ',0511 4.9", 1421 
1-------------------------------.---------------.---------------.---------------.---------------1 ICIT' rOTAl I 17.3'" 351.8321 303.9641 41.1681 



,n:Al.t1t .. ,mrF-"AU tORNlRAlIOM 
OffiCE Of n"·AfUaC F1.,.",HIMG I 

Ur.W YORK CI~Y AIDS DISCHARGES AND DAyl 
SOURCE: SF·AF:CS Crt 987 

tt·tt tUESDAT. or.tn~[R It. t98R 

------_ .. ----------------------------------------------------------------------------------------, .rutt , .rU" , .rutt , S'Utt 1 
,---------------.---------------.---------------.---------------1 I 1 DISCHA"·'U 1 fOrAl.. DAU I ACurE DAU ,Al.TERMATE 1ATS' , 

1-------------_··_---------------·---------------·---------------.---------------.---------------, 
II!OF~(JI.'tH "'Ost If At. I I I 1 1 
1---------------.---------------1 1 1 , , 
~POO«lYM I~Arfl.rf 1 41 941 94, ., 

,---------------&---------------•... _------------.---------------.---------------, 
l~oor.DAlE 1 2061 5.6161 '.412, 184, 
I---------------·--------------~·---------------·---------------.---------------, 
l~lTN I 1721 3.2651 3."31 2621 
1---------------·---------------·---------------·---------------.---------------1 
Ir.AlE~IAN I 651 1.0351 1.5481 295' 
1---------------·---------------·---------------·---------------.---------------, 
IC~lrY I 61 911 911 8, 
t---------------·---------------·---------------·---------------.---------------, tCOMET IfiAt'1' I 1991 1.083' 2.738, 3451 
1---------------·---------------·---------------·---------------.~--------------, IJ[WISH/INfEr-FA-1 I I , , 
11TH I 3121 5.0211 '.2721 5491 
1---------------·---------------·---------------·---------------.---------------, IUH&.rCOllHfY I 7611 17.2071 14.9.9, 2.2581 1

4 
______________ • _______________ • _______________ • _____ ----------.---------------, 

It I COlLEGE t 225t 4.7551 3.7171 '."]8' 
1-------_··_-----·---------------·---------------·---------------.---------------, 
IlI.l1 H£F~"" I 041 I. 8481 I .8" I 411 
I-··-------------·---------------t---------------.---------------.---------------1 
IHAI",""Il'EJ" I 4{\, 9681 9681 II 
,---------------.---------------.---_ .. _---------.---------------.---------------, 
IHErHO~IJ"T I '211 2.6961 2.4321 264, 
1---------------.--------------4 .---------------+---------------+---------------1 
In. I I I I I 
1.IOHMSllt'f£F:FAI-1 I I I I 
'f" I II~I 1.848' 1.1111 7'~' 
, •• - . _- -----_____ 4· + ---------------. --------------_ + ---------______ • _______________ 1 
ISf. !tARn, 1421 3.2121 2.8721·. 3401 
,·---------------.---------------t---------------+---------------.--~.-----------I 
IYICTOPY I I~I ]081 318' • ., 
1---------------+---------------+---------------.---------------+-----~---------I 
1r.r"G!PROOK, 171 ]451 345' II 
1-------_······_--·---------------·---------------.---------------.---------------1 ,WYCkOFF H((GHU' 311 6641 1.6"1' -9171 
1---------------·---------------·-··_------------.---------------.---------------, Il'OUHSTAf£. I 4f.J1 67('1 " 67fl 
I---------------+---------------t----------~----t---------------.---------------, 
II(I"'S HIGHWAY I 21 ]11 31 I II 
I---------------+---------------t---------------.--------------~+---------------I 
IWOOl'Hl.IlL I 4211 7.5491 '.6911 '.8591 ...... --_ ........ _ ..... __ .. _--------------------------.. --------------------_._ ... _-.-----------------.. -.... _ ......... .. 

C ClJtlll ",.IEI') 





Appendix 4 
Needs Assessment Methodology 

In order to estimate the number of acute care beds 
that wiD be needed in New York City to treat people 
with HIV diseue in the next five years, the Needs 
Asseument Work Group made a decision to calculate 
the future bed need using a model that projects the 
future need using trends in the recent put. 

After reviewing a number of models that have 
been wed to estimate the number of acute care beds 
that will be needed in New York City to treat HI\Gll 
individuals, a decision was made to use a statistical 
model. The model chosen is a bivariate linear 
regression in which monthly HIV-related hospital 
discharges which occurred during a two year time 
period (1986 -1987) are regressed on mon thly 
estimates of adjwted prevalence for the same period 
of time. The resulting regression equation is then 
used with estimates of future prevalence (also 
adjusted) to calculate the expected annual discharges. 

The model chosen to estimate future bed need 
makes three fundamental assumptions. The first is 
that the number of discharges for HIV-related illness 

. is related to the prevalence of CDCdefined AIDS. 
The second assumption asserts that the increase in 
the number of discharges for HIV-related illness over 
time is a linear function of the number of penons 
alive with AIDS and HIV-illness (prevalence) over the 
same period of time; and three, that the past, 
generally linear, trend between discharges and 
prevalence will continue into the future. 

Having chosen the model to use, the next step in 
the development of the acute care model was to 
assemble the necessary prevalence and discharge 
data. 

PreYaleDceData 
There are two broad categories of methodological 

approach that can be wed to estimate the number of 
persons alive with CDC-defined AIDS: the 
epidemiological and the statistical; and it is from 
these estimates of prevalence that the future need for 
acute beds for the treatment of AIDS and HIV-related 
disease are derived. 

A number of prevalence estimates have been 
developed using either epidemiological or statistical 
methods. In choosing the prevalence base to use for 
the bed projections, the conclusions of the Data Work 
Group were used as a guide. At the same time, it is 
noted that to the extent that the statistical method 
used to project future AIDS cases does not take into 
account the underreporting of AIDS and the 

undercounting of HIV-related illness and mortality 
particularly among intravenow drug wen (IVDUs), 
the projections of future cases may be increasingly 
unreliable. It is also noted that if the case projections 
are wrong, they are more likely to be too low rather 
than too high. 

With this in mind, a decision was made to we the 
prevalence estimates tb-rough Igg! that have been 
developed by the NYCDOH. A description of the 
method used to estimate incidence and prevalence 
was issued in March 1989 by the New York City 
Department of Health. For planning purposes, it is 
necessary to account for any underestimate of preva­
lence that may result from underreporting of AIDS 
cases and undercounting of HIV-related illness, 
particularly among intravenous drug usen (IVDUs). 
To address this issue, the New York City Department 
of Health prepared a set of prevalence projections in 
which the prevalence has been increased by 40% to 
account for undercounting of severe HIV-related 
illness for use in the bed projections. This adjustment 
is based on a two year study of persons hospitalized 
with suspected AIDS which concluded that the 
prevalence of severe HIV-illness not embraced by the 
CDC case definition is in the range of SO to 40 
percent. 

A recent report (February 1989) by an expert panel 
on AIDS case projection methodologies, approves the 
methods used to produce projections, and states that 
the proportion of hospitalized individuals not 
meeting the CDC AIDS case definition has remained 
constant, despite the expansion of the AIDS .case 
definition. The expert panel recommends that a 
correction factor of SO to 40 percent be used in 
planning for services. 

Dilcharge Data 
. The model uses discharges as a measure of the we 

of hospital beds. The initial source of discharge data 
for the model is the New York Statewide Planning and 
Resource Cooperative System (SPARCS). Hl\Lrelated 
discharges from New York City acute care hospitals 
were selected from all 1986 and 1987 discharges 
recorded in SPARCS and grouped by month and year 
of discharge to produce 24 data points. (See Table 1.) 

The criteria for including a discharge record is 
based on the occurrence of an HIV-related ICD-9-CM 
code in the principal diagnosis field for the codes 
279.! and for ISS.!, or in the principal or anyone of 
the four secondary diagnosis fields for the codes 
279.10, 179.19,42.0 - 42.9, 4S.0 - 4!.9, 44.0 - 44.9, and 
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795.8. This set of diagnostic codes is generally agreed 
to be the correct specification to use to define the 
most · complete set of HIV-related discharges for the 
two year period from 1986 through 1987 that serves as 
the model period for the acute care bed forecasL 

However, it is widely agreed that the discharges in 
the SPARCS database are an undercount of the actual 
discharges from hospitals for any period of time. In 
order to develop the mOlt complete discharge data 
set for the model, adjustments were made to the 
monthly discharge counts from SPARes for Health 
and HOlpitals Corporation and for non-HHC 
hospitak. The adjUlbnents were made independently 
for each hospital group and were based on data from 
different sources. 

Discharges from SPARes for HHC were adjusted 
using information from an internal HHC discharge 
database. This HHC database collects information on 
all discharges and has the capacity to store 
information on a very large number of secondary 
diagnosis codes. This makes it more likely that HIV­
related discharges will be identified. In addition, 
HHC augments this system with a monthly reporting 
system for HIV-related discharges from each of its 
hospitals. The combination of the two data sources 
makes it possible to establish a very good count of the 
number of HIV-related discharges from HHC 
hospitals. Table 2 contains the SPARes discharges for 
HHC hospitals and the discharges counted using the 
HHC database. The difference between the discharge 
counts from the two sources varied from month to 
month, with a range from 4% to 15% in the fint ~ 
months of 1986, and a range offrom 24% to 44% for 
the period from April 1986 through December 1987. 
The additional number of HHC discharges compared 
to SPARes data using the HHC discharge database, 
was 28% for 1986; ~1% for 1987; and 29% for the two 
year period. 

No single source of data exists to make the 
comparable adjustments to the HIV-related discharges 
from non-HHC hospitals. In addition, the non-HHC 
hospitals represent a wide variety of hospitals which 
are not lik.ely to be uniform in their coding practices, 
especially with regard to HIV-related illnesses, and 
therefore the undercount across hospitals may not be 
uniform. To mak.e the adjustment to the monthly 
discharges for the non-HHC hospitals we decided to 
use the information on average daily censul (ADC) 
which had been collected quarterly for the period 
from March 1987 through October 1988 under the 
auspices of the GNYHA and HHC. 

The ADC for the non-HHC hospitals for each of the 
census periods from March 1987 through October 
1988 was used as the basis of a linear regression of 
ADC against time. This regression produced estimates 

of the ADC for each of the months between March 
1987 and October 1988. were then made of the non­
HHC ADC censul for the months of January and 
February 1987. The number of monthly discharges 
that could be expected based on this estimated 
monthly cenlus wal calculated using an average 
length ofltay (ALOS) of 20 days. (See Table 5.) 

The monthly estimated HIV-related discharges for 
1987 were then compared to those observed uling 
1987 SPARCS data. The percentage difference 
between the two discharge counts for each month in 
1987 was calculated. To calc"late the discharges that 
would have been expected in 1986, the same monthly 
percentage difference was applied to each of the 1986 
monthly discharge data points to get the adjusted 
discharges. The monthly adjustments to the SPARes 
discharge count for the non- HHC hospital group 
ranged from a low of!O% to a high of 59%. Overall, 
this adjustment increased the number of discharges 
from non-HHC hospitals by 40%. (See Table 4.) 

The final set of monthly discharge data that was 
used to calculate the regression equation for 
estimating future acute bed need for HIV-infected 
patients was therefore the result of the adjustments 
made for undercounting in both HHC and non-HHC 
hospitals and had approximately ~790 more 
discharges for the two year period than were in the 
original SPAReS data. Table 5 contains the prev­
alence estimates and the discharges that were used to 
generate the regression equation. (See observations 
1 through 24.) 

The output of the regression is the projected 
number of discharges that can be expected each year 
from 1989 through 199~. These discharges are 
calculated using monthly estimates of prevalence 
from 1989 through 1995 in the regression equation 
(See Table 5, observations ~7 through 96.) 

The regression equation that resulted using the 
data set in Table 5 is: 

Dilchargemonth = (-441.22) + (.41)(PrevaJence)month 

The at for the regreaRon is .967!. 

Once monthly discharges for the 6ve year period 
are calculated, they are totaled to get the annual 
discharges for each year from 1989 through 1995. In 
order to develop the yearly bed estimates, a number 
of calculations are required. The 6nt of these is the 
calculation of the total number of patient days for 
each year. This calculation requires an average length 
of stay (ALOS). The SPARes data for 1986 and 1987 
were analyzed for the trends in length of stay (LOS) 
over the two year period. The analysis included a 
regre~ !iion analysis of ALOS against time which 
indicated no statistically significant trend. In the 



absence of a trend. the annual ALOS for the most 
recent year. 1987. was used to calculate the total 
annual bed days. The ALOS was calculated based on 
all Hl\trelated SPARCS discharges for 1987 and was 
found to equal 19.9 days. 

The projected days were then used to calculate the 
annual &¥enge daily census (ADC). The annual ADC 
is calculated by dMding the total annual bed days by 
the number of days in the year. Once the ADC baa 
been calculated. it il divided by the allumed 
occupancy rate to calculate the beds needed. In this 
model. the occupancy rate uled il 90~. Table 6 
containl the estimated discharges, bed days, ADC and 
beds for each year from 1~I99S. 

Housing, lAng Term ('.aft and Horu ('.aft 
The model developed by the Needl Asseslment 

Work Group to estimate housing. long term care and 
home health care service needs uses information 
about hospitalized adults with HlV-related illness to 
project both the number of persons in need of such 
services and the nature of the services they require. 
Given the very limited information available on the 
post-discharge service needs of the HIV-ill population. 
we had to construct a model which assumes that these 
needs are -expressed" (or ·observedj at the time ofa 
hospitalization and that all HIV-ill adults in need of 
such services will. during a given calendar year. enter 
an acute hospital and have at least one stay of ten days 
or longer. While we recognize that this does not 
reflect the way in which service needs always occur in 
the real world. the available evidence indicates that 
this assumption is appropriate for modeling purposes 
and is an improvement on other methods used to 
estimate housing and LTC needs. 

The information which describes the housing and 
long term care needs of hospitalized adults with HIV­
illness is derived from the New York State (NYS) AIDS 
Institute study of the post-discharge needs of 
hospitalized individuals with AIDS and HIV-related 
illnesses in New York City (referred to as the AIMS 
survey). which is the most detailed information 
currently available. This survey was conducted in mid-
1988 at the request of the NYS AIDS Institute and the 
N\'S Department of Health in the twenty New York 
City hospitals with the largest number of Hl\Lrelated 
discharges. 

Post-discharge needs are described in the AIMS 
survey report based on a combination of observable 
patient characteristics which included: the ability of 
the patient and/or the support person to direct care; 
the functional status of the patient; and the 
availability and adequacy at discharge of the patient'l 
living arrangement. Based on this combination of 
characteristics. placement settings are recommended 
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and are described and quantified in a written report 
of the results of the survey. 

The model developed by the Needs Assessment 
Work Group assumes that the results of the AIMS 
survey are representative of the housing and long 
term care service needs of all adult HIV-infected 
indMduais who hIPe at least one hospitalization of 10 
days or more in a calendar year (the group surveyed). 
This assumption. which is central to the model. maItea 
use of the best information available (AIMS IUrvey) 
on housing and long term care service needs; allows 
u. to link the hou.ing ,and long term care needs 
prc¥ction. to the disclW-ges projected by the acute 
care model; and build. upon the bale case 
assumptionl that service delivery pattern. will remain 
unchanged and that the relationship. between 
prevalence and discharges and between discharges 
and the need for housing and long term care services. 
will remain constant over the life of the model. 
However. as described in the main body of the report, 
the application of this assumption may also result in 
service estimates that will likely lag behind actual 
need and undercount the total population need. 

The description that follows contains the details of 
the model developed by the Work Group. A more 
general discussion of the assumptions of the model 
and their application in the development of the 
projections of housing and long term care needs is 
contained in the body of the report. The discussion in 
this section will refer to the spreadsheet tables that 
are attached and which contain all Of the estimates 
produced at each step in the model. The spreadsheet 
rows and columns on each page are numbered and 
will be used as reference markers throughout the 
discussion. Data for 1989 will be cited when specific 
examples are used. For each year from 1989 through 
1995 there are four spreadsheet pages which form the 
"set" of data for each year. The spreadsheets are 
arranged in order by year. 

~ of an Esti'1111116 of u.. Nv""" of J'ItIUvitlv1lls 
in N_ of Housing, Umg T",.. ea,. anil/fIr HtnIV ea,. 
SmIica, 1989 - 1993 

The first estimate required in the model is of the 
number of individuals who have post-discharge needs 
in a calendar year. This estimate was developed using 
the number of discharges projected for each calendar 
year from 1989 through 1995 by the acute care 
model (See Row 1. Projected 19XX Discharges.) In 
1989 this number is S9.967. Annual projected 
discharges then had to be made comparable with the 
AIMS survey data which were collected based on the 
assessment of adult patients (age greater than or 
equal to IS) who had a length of stay (LOS) of 10 
days or greater. 
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To achieve comparability, the projected annual 
discharges were adjusted to remove those discharges 
where the age was less than IS, and where the LOS at 
discharge was leu than 10 days. In addition, in order 
not to overcount the need for post- discharge services 
an adjustment was made to remove those discharges 
where the discharge disposition was death. The 
adjustments were made based on the observed 
proportions of HIV-related discharges in the 1986 and 
1987 SPARCS data where age at discharge was leu 
than 15 yean, where LOS was less than 10 days and 
where the discharge disposition was death. 

Examination of the SPARCS data indicated that 
45.4% of the total discharges in 1986 and 1987 were 
for pediatrics (age leu than 15) or for discharges 
where the LOS was leu than 10 days. Therefore 
45.4% of the discharges projected by the acute care 
model for each calendar year from 1989 through 
1995 were removed. Row 2 on the spreadsheet, 
labelled -Adjusted 19XX Discharges,· shows the 
discharges after the adjustmenL These discharges 
represent those where the age was 15 years or greater 
and the LOS was 10 days or greater (referred to from 
this point forward as adult long stay discharges), or 
54.6% of the projected annual discharges. In 1989 
this number is 21,822. 

Discharges in which the disposition at discharge was 
listed as death were then removed from the adjusted 
discharges calculated above. This was done to avoid 
overcounting the need for housing, long term care 
and home health care Fe50Urces. However to the 
extent that deaths occur after long lengths of stay and 
none of the long stay hospital days are added into the 
calculations for housing, long term care and home 
health care services, which is the case here, there is 
some potential to undercount the need for these 
services. The SPARCS data showed that 22.4% of the 
discharges of adults who had a LOS of 10 days or 
greater had been due to death. Row 5 in the 
spreadsheet, labelled -Number of Discharges 
Adjusted for Deaths,· contains the discharges after 
the adjustment for discharges that end in death. In 
1989 this number is 16,954. 

Once the discharges had been adjusted to make 
them comparable to the AIMS survey data, it was 
necessary to estimate the number of individuals who 
would generate these discharges. This was necessary 
because the AIMS survey data were expressed in 
terms of the needs of individuals. To calculate the 
number of individuals who would generate the 
adjusted discharges each year, we had to estimate the 
number of discharges per person per year for adults 
who had lengths of stay of 10 days or greater and 
whose discharge disposition was not death. This 
required matching multiple discharges to a single 

individual. Since data for aU New York City hospitals 
were not available, the number of discharges per 
person was estimated from HHC SPARCS data from 
1986 and 1987 and applied to the discharges from aU 
New York City hospitals. Based on HHC SPARCS data 
each adult with HIV-related illness with a length of 
stay of 10 days or greater who did not die prior to 
discharge had 1.24 discharges per calendar year. 

The projected annual caseload, i.e., the number of 
individuals each year who will need post-discharge 
services, is the adjusted number of discharges, 16,954 
in 1989, divided by 1.24 disdlarges per person. This 
produces an estimate of the number of adult 
individuals who wiU be discharged from acute care 
hospitals after a LOS of 10 days or more and who may 
need housing, long-term care and/or home care 
services. In 1989 this number is 15,656. 

~ of an Esti1Mle of the I.IUIl of Servia Nud tmd 
of till Curmat Housing Sttllw of Individuals in Nud of 
Howingand LtmgTmtI Can, 1989-1993 

The next step in the development of the model was 
to determine how to assess the post-discharge service 
needs of those HIV-ill adults who are discharged from 
the hospital after a stay of 10 days or longer in a 
calendar year. Information from the AIMS survey 
report was used to develop five levels of service need 
based on a combination of (1) a patient's or the 
support person's reported ability to direct care; and 
(2) the level of support services required as measured 
by the patient's functional status, i.e., the degree of 
assistance needed in activities of daily living (ADLs) 
and with instrumental activities of daily living 
(lADLs.) These five levels of service need are shown 
in column 6, "Level of Care Needed," on page 2 of 
information for each year. 

The two categories, non-directing and self-directing 
are a result of the distribution of patients by their 
ability (or a support person's ability) to direct care: 
86% of the patients assessed could direct care or had 
a support person who could direct care; 14% of the 
patients assessed could not direct care nor did they 
have a support person who could direct care. The 
high, intermediate. and low levels of care for the self­
directing, and the intermediate and high levels of 
care for the non-directing are based on information 
in the report on the patients' functional status. 

The proportion of individuals distributed to each 
level of care is shown in column 7, -% of Total 
AIDS/HIV Caseload/Level, .. on page 2 of the data for 
each year. In summary, 6% of the population will be 
non-directing and will require an intermediate level 
of service; 8% will be non-directing and will require a 
high level of service; 51 % Of the population will be 
self-directing and will require a low level of service; 



25% will be self-directing and will require an 
intermediate level of service; and 11 % will be self­
directing and will require a high level of the category 
of non-directing and requiring a low level of service 
need was considered by the Needs Auessment Work 
Group not to be a likely category and was not 
developed. 

The number of individuals requiring each level of 
care (column 8) is the product of the total number of 
individuals in need of service each year (row 5. 
"Adjusted AIDS/HlV Caseload for 19XX) and the 
proportion of the total caseload in need of each level 
of care (column 7.) The total number of individuals 
each year who will be in need of some level of poet­
discharge service increases from 15.656 in 1989 to 
28.172 in 1995; however. the distribution of the need 
for post- diJcharge service remains the same in each 
year because there was no way to model the potential 
for this distribution to change aver time. 

Once the number of individuals at each level of 
service had been estimated. the Work Group 
identified two categories of setting for praviding post­
discharge care: housing and institutional long term 
care facilities, which include Health Related Facilities 
(HRFs) and SltiIled Nursing Facilities (SNFs.) In this 
model housing status is a critical element in the 
calculation of needed resources. Information from 
the AIMS survey report indicated that 50% of the 
population had a home to which they could return at 
discharge. Of the remaining 50%, half (or 25% of the 
total) were categorized by the Needs Assessment Work 
Group as being precariously housed and the other 
half (or 25% of the total) as in need of housing. The 
precariously hodsed group contains individuals who 
were identified in the AIMS survey report as having 
been admitted to the hospital from their homes. 
which for a variety of reasons would not be available 
at discharge without some form of intervention such 
as rent support and social services. As is noted in the 
main body of the report the individuals who are 
precariously housed are not included in the 
projections for housing. However. without the 
intenentionl required to make it possible for those in 
this group to maintain their housing. the estimated 
needs for housing each year could double. 

These three categories of housing status together 
with the levels of service need form the critical 
categories for the calculations of housing and long 
term care resources. Columns 9A, 9B. and 9C contain 
the housing status for the individuals at each level of 
care (column 8.) The proportions in each inter­
section of a column (9A, 9B, or 9C) and a row (6A 
through 6E) represent the number of individuals 
within that level of care who have a given housing 
status. (Page 5 of each year's projections.) 

D",.lopfllmt of EstifllGt.s of til. Proportion of til. 
P~ Gt Etula lIwl of CaR in N_ of Particultrr 
S6IJing of em. 1989 -1993 

Once the level of care needed and the current 
housing status had been established based on the 
information in the AIMS survey report, the next step 
was to determine the ma.tappropriate setting of care 
for individuals with post- discharge needs. While the 
proportion of the population of adults in each of the 
levels of care was calculated using information from 
the AIMS survey report al a guide. the ultimate 
distribution of individ~ to settings of care. i.e .• to 
either housing or institutional long term care. reflects 
the independent assessment of the Needs Assessment 
Work Group. In all of our decisions we were guided 
by the recommendations contained in the Models of 
Care Report, which have been adopted by the New 
York City AIDS Task Force. which state that when 
possible placements for care of the HIV-ill should be 
to the most appropriate but least restrictive setting. 
In this case. this was interpreted to mean placement 
of individuals in their own homes whenever possible. 

The information on the level of need and on the 
current housing status was then used to distribute 
individuals to settings for care. Based on the 
information in the AIMS survey report and on 
consultations with members of the Needs Assessment 
Work Group and with members of the Needs Model 
Subwork Group, decisions were made as to the 
placement of individuals in need of post-discharge 
care. For those who are non-directing at both the 
intermediate and high levels of need, the most 
appropriate placement was determined to be in an 
HRF (intermediate level of need) or in an SNF (high 
level of need.) Therefore at the intersection of 
column lOB and row 6A, it can be seen that 100% of 
the individuals who are non-directing and require an 
intermediate level of care are placed in an HRF. In a 
like manner. 100% of the individuals who are non­
directing and who require a high level of care are 
placed in an SNF (intersection of column 10C and 
row 68.) 

For those individuals who are self-directing. a 
different reasoning went into the determination of 
the most appropriate setting. For those who are non­
directing. their clinical and functional needs as 
represented by their non- directing status and by their 
relative dependence as measured by the need for 
intermediate and high levels of care. argued for 
placement in an institutional setting regardless of the 
current housing status. Therefore all individuals in 
these two categories are placed in an institutional 
long term care setting. However, for those who are 
assessed to be self-directing it was decided that these 
individuals could be placed in housing settings with 
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home care services provided for those at the 
intermediate and high level of need. (The home care 
estimates will be described in the foUowing section.) 
In this case the current housing status was important 
in order to estimate the number of individuals in 
need of housing units. 
~ was delCribed earlier, the data from the AIMS 

survey report indicated that 50% of tocal population 
in need of post-discharge services had a home to 
which they could return at discharge; 25% of the tocal 
population was precariously housed; and 25% of the 
population was identified as in need of a housing 
placement at diJcharge. It is this last group, those in 
need of housing, for whom the housing projections 
are made by the Needs Auesament Work Group. This 
will produce conservative estimates of need fQr 
reasons described in the main body of the report. 
Column lOA contains the proportion of those self­
directing individuals at each level of care who will 
need housing. 

Columns lOA, lOB, and IOC indicate the propor­
tion of the population at each level of care that will 
need placement in either an HRF, a SNF or in 
housing. Page! of the data contains the same table as 
is shown on page 2, but contains the number of 
individuals in each category. The number of 
individuals in need placement each year increases but 
the proportional distribution by housing status of 
individuals into the settings of care remains the same. 
While it was acknowledged that both housing status 
and the need for particular settings of care were likely 
to change with the epidemic over time, we did not 
have enough information to model the effect of such 
changes. 

The estimate of needed units of housing and of 
long term care beds involves a series of calculations 
similar to those necessary to estimate acute care beds 
in each calendar year: the number of individuals in 
each setting is multiplied by the average length of stay 
for each setting. This gives the total annual patient or 
bed days. The total annual days are then divided by 
the number of days in the year to give the annual 
average daily census (ADC) which is then divided by 
the assumed occupancy rate to arrive at the number 
of beds or units needed. 

Page 4 of the data contains these calculations. The 
number of individuals in need of a particular setting 
is shown in column 1. The average length of stay 
(ALOS) for each setting was derived from 
assumptions about the average survival of individuals 
at each level of need and from available information 
on the current ALOS in existing housing and long 
term care settings. For housing the ALOS was 
estimated to be one year; for HRFs the ALOS was 
estimated to be six months; and for SNFs the ALOS 

was estimated to be four months. 
Because of the long lengths of stay in each category, 

it was necessary to adjust each AWS to account for 
the fact that individuals will enter housing and long 
term care placements over the course of a fuU year. 
Using the unadjusted lengths of stay in the 
calculations of tocal days would cause an overestimate 
of the days of care needed in a given calendar year. 
The adjustment made to the ALOS for each setting 
assumes that individuals will be discharged from acute 
care hospitals in equal numben in each month over 
the course of the year and ~ults in the -average days 
of care per penon per year.· The average days of care 
for each setting are shown in column 2. The total 
days for each setting are shown in column !, the 
annual ADC is shown in column 4. 

Column 4 is the annual ADC and it is also the 
number of housing units or beds that would be 
needed at 100% occupancy. The Needs Assessment 
Work Group has estimated the housing units and long 
term care beds in each year using 100% occupancy. 
While it would be ideal to have the resources 
necessary to operate at 90% occupancy, there is such 
a shortage of housing and long term care resources 
that it was decided to use the estimates at 100% 
occupancy for housing and long term care. Column 
5 shows the number of units and beds needed at 90% 
occupancy. 

It will be noted that while the number of individuals 
in need of each setting increases in each year from 
1989 through 199~, the ALOS and the average days of 
care remain the same. Again, it was acknowledged by 
the Work Group that the ALOS could change in 
either direction as the epidemic changes and as the 
population with HIV-re1ated illness changes, but we 
did not have the information required to model the 
effect of these changes on the housing and long term 
care resources needed by the HIV-ill population 

Home Health Care 
The home health care projections are based on the 

Needs ~ment Work Group's analysis of the AIMS 
survey data and are derived from the estimates of the 
number of individuals who are in need of each of the 
five levels of service described in the preceding 
section. 

For the estimates of need for home health care 
services, only self-directing individuals, all of whom 
will return to their home or will be provided with 
housing at discharge, were considered initially as the 
population in need of home care. However, those 
individuals who were categorized as being self­
directing and in need of a low level of service support 
were eliminated from the calculations of home health 
care service needs. Individuals in this group W. i'·,e 



auumed to ha~ no functional deficits as measured by 
ADL and by IADL scores. Therefore, it was assumed 
that individuals in this group would not need in-home 
semces for either personal care or chore semces. 

The model developed by the Needs Allessment 
Work Group projects the number of home health 
care program enrollment days, and the number of 
nurling visits and hours of paraprofessional service 
per year. 

A home health care program enrollment day is 
defined as a day during which an individual is 
enrolled in a home health care program, however 
semces need not be provided on each home care day. 
To calculate the home health care enrollment days, 
the enrollment period for those self-directing 
individuals at an intermediate level of semce need 
was estimated to be the same as that for an individual 
in an HRF, six months. For those self-directing 
individuals classified as needing a high level of 
semce, the enrollment period was assumed to be the 
same as that for an individual in an SNF, four months. 
As in the calculation of housing units and long term 
care beds, it was necessary to adjust the enrollment 
period to reflect the assumption that people in need 
of semce would enter the "system" at a constant rate 
during the year. Therefore the calculation for the 
enrollment days for those at an intermediate level of 
service need used ISS days as the average enrollment 
period per person; 100 days was used for those at a 
high level of semce need. 

Table 1 contains the estimates for home care 
enrollment days and for home care average daily 
enrollment for individuals at both the intermediate 
and high level of service for the years 1989 through 
199!. The number of individuals at each level is from 
page !, column 8 of the data for the housing and long 
term care estimates. The home care daily enrollment 
days is the product of the number of individuals at 
each level multiplied by the average days of care for 
that level of semce: 1!6 days for the intermediate 
level and 100 for the high level. The total is the sum 
of days for each level. Home care average daily 
enrollment is the home care enrollment days divided 
by the number of days in the year. 

Another measure of home health care program 
activity is the number of periodic nurse visits, the 
number of continuous LPN or RN hours and the 
number of paraprofellional hours. The data for 
these estimates were provided by the Visiting Nurse 
Service of New York (VNSNY) based on actual 
semces provided to 150 people with AIDS. In each 
case the visits or hours per day are averages based on 
the 150 cases studied. The data on periodic visits and 
nurse and paraprofessional hours do not include 
provision of therapeutic services such as physical, 

occupational or respiratory therapies. 
Periodic nurse visits are primarily for case 

supervision and case management and are calculated 
based on an average of .071 visits per day for each 
individual at an intermediate level of service need 
and .14! visits per day for those who are in need of a 
high level of semce. These are a~rage daily figures 
bued on a visit rate of one visit every two weeks for 
thOle in the self~ecting intermediate group and of 
one visit every week for those who are self~ecting 
and in need of a high level of service. 

Table 1 contains the estimated periodic nurse visits 
for each year from 1989 through. They are calculated 
by multiplying the home care enrollment days at each 
level by the visits per day at that level. The total shown 
is the sum of the visits at each of the two levels of 
semce. 

Continuous LPN and RN hours are any LPN or RN 
service for more than two hours per day up to 24 
hours per day and are calculated based on an average 
of 2.!! hours of care per day of enrollment for those 
individuals requiring a high level of service. 
Information from VNSNY indicated that in general 
those at the intermediate level do not need 
continuous nurse services. Based on the data from the 
VNSNY it is assumed that approximately 40% of those 
at the high level of service will need continuous nurse 
services. The average of 2.!! hours/day is calculated 
for use with the entire group in need of a high level 
of service and reflects the fact that only 40% of the 
total group on average will need this home health 
care service. The hours are shown in Table 1 and are 
calculated by multiplying the total enrollment days 
for those at a high level of service need by 2.!! hours. 

Paraprofessional service represen ts services 
provided by a home attendant or a home health .aide 
and are calculated using an average of 4.25 hours of 
service per day of enrollment for those who need an 
intermediate level of service and 9.29 hours per day 
of enrollment for those needing a high level of 
semce. For those requiring an intermediate level of 
service need, the average hours per day of 
enrollment, 4.25, represents the needs of two groups 
within the larger group: those who need up to 28 
hours or service per week (75% of the individuals at 
the intermediate level); and those who need from 29 
to 60 hours of service per week (25% of the 
individuals at the intermediate level.) The average for 
those at the high level of service also represents the 
differential need for paraprofessional services within 
the group: for those who do not need continuous 
nurse services, 60% of the group, the average per day 
is 10.1 hours of paraprofessional care; for those who 
do receive continuous nurse services, 40% of the 
group, an average of 7.6! hours per day of 
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paraprofessional service is required. The overall 
average for the group is 9.29 houn per day. 

Table 1 contains the estimates for the 
paraprofessional hours needed in each year from 
1989 through 199!. The estimates were obtained by 
multiplying the home care enrollment da,s for thOle 
in the intermediate group by 4.!S, and the home care 
enro~ent da,s for thOle in the high group by 9.29 

AmbulGtGry ear. 
The model for estimating the volume of ambulatory 

care services that will be required by individuala with 
HIV-I'elated illnesses in each year from 1989 through 
1OO! was the mOlt difficult of the models to develop, 
less for 1ack of a conceptual framework than for the 
lact of the information needed to measure the use of 
the full range of ambulatory care services by the HIV­
infected. Very little information on ambulatory care 
utilization is currently available; and what is available 
we used to make our projections. 

The model that was developed by the Needs 
Assessment Work Group begins with an estimate of 
the total number of individuals in each year from 
1989 through 199! who are likely to be HIV-infected 
in one of three categories: HIV-infected and 
asymptomatic; HIV-infected and symptomatic; or HIV­
infected with diagnosed AIDS. It is recognized that 
the each of these categories of HIV-infection is one 
stage in a continuum of disease, and that in general 
the utilization of ambulatory care services by each 
individual will increase as the individual moves across 
the continuum from asymptomatic infection to full 
blown AIDS. 

The dexription and the tables that follow provide 
the details for each of the three steps outlined above. 
However, a few general notes should be kept in mind 
regarding the ambulatory care estimates. The fint is 
that while we wanted to produce estimates for the full 
range of ambulatory care services including physician 
services, diagnostic, therapeutic and laboratory 
services, pharmacy services, IIOcial work, nutritionist 
and other professional services, information on the 
historical use of these services is not available. We 
attempted to develop estimates for this range of 
services by speaking with clinicians, but there was 
such a diversity of opinion both about what should be 
provided to individuals in each of the three categories 
of HIV-infection now and what the future would 
require because of changes in the demography of the 
epidemic and in the treatment possibilities, that it was 
impossible to make reasonable estimates. We then 
decided to use information on the utilization of 
physician services in ambulatory settings that came 
from a retrospective cohort study that had been 
performed by Empire Blue Cross and Blue Shield 

(EBCBS.) Consequently, the estimates that are 
contained in this section only reflect physician 
services and therefore represent only a slice of the 
total services required by the HI\l infected. 

Second, is that the use of EBCBS visit data probably 
underestimate the actual need for ambulatory care 
services as well as the current actual use of these 
serviceL This is due to the f.K:t that the EBCBS data 
are from cohorts of individuals who are identified as 
having AIDS between 1984 and 1986. Three to five 
Y'=arI ago treatment was more limited and there was 
less willingness on the part of individuals to file claims 
until they were seriously ill. In addition, the 
population in the cohorts, privately insured 
individuals, is not necessarily representative of the 
current population ofHIV-infected individua1L 

Calcul4lion of Number of Individtulls in Each of 1M Th.,. 
Categories of HIV-Infection in Each Year from. 1989 
Through 1993 

The starting point for the model is the calculation 
of individuals in each category of Hl\linfection each 
year. The New York Department of Health 
(NYCDOH) estimate as of December 1988 of a 
cumulative total of 200,000 HIV-infected individuals 
in New York City was used to begin the estimate. (See 
Table la.) From this number we subtracted the 
cumulative mortality of 17,100 individuals that has 
been estimated by the NYC DOH in the set of 
incidence and prevalence estimates that were 
provided for our use and are cited in the acute care 
section. This gave us an estimate of the total number 
of HIV-infected in New York City as of the end of 
1988. To this we added the number of newly infected 
individuals that would occur in 1989. According to 
NYCDOH, this is approximately 2% of the pool of 
infected individuals at the beginning of each year 
(considered to be 200,000 for the beginning of 1989.) 
Two percent is an average for the entire population of 
infected individuals; the rate of new infection is 
estimated to be close to zero for homosexual men but 
is much higher for intravenous drug usen, possibly as 
high as 8%. 

This set of calculations produces the estimated 
number of HIV-infected individuals for each year 
from 1989 through 1995. Table la contains these 
calculations for each of the five forecast yean. The 
number of HIV-infected individuals is estimated to be 
186,900 in the beginning of 1989 and to decrease to 
15!,194 by the end of 1995. The population of HI\l 
infected declines due to an assumption of a 
continuing high level of mortality and a low rate of 
new infections over the five year period. Should 
mortality decline or the rate of new infections 
increase, particularly among IVDUs, the number of 



HIV-infected could increase between 1989 and 199!. 
While these were acknowledged as posaibilities, we 
were unable to model the effects of such potential 
changes. 

The next step was to estimate the number of 
individuals in each of the three categories of HIV­
infection each year. This was done using two sources 
of daIa: the projections of new cases of AIDS in each 
year from 1989 through 199! that were prepared by 
the ~H and data from the EBCBS cohort study. 

The projections of annual new cases, or incidence, 
were used with estimates of prevalence, also prepared 
by the ~H to calculate the number of cases of 
AIDS in each of the five years of the forecast. In 
Table 1. the first row of the table contains the 
projection of incident cases for 1989 based on data 
from ~H. This number is also contained in the 
intersection of the row labelled "1989" and the 
column labelled "1989" in the table. Also in this cell 
is the number 1,251. This represents the difference 
between the incidence for 1989 and the estimated 
prevalence in 1989. The total of the two is the 
prevalence of AIDS cases estimated for 1989 and is 
shown at the bOllom of the table where the row 
labelled "Alive CDC-AIDS Cases (Prevalence)" 
intersects with the column labelled "1989." 

The number of individuals with symptomatic HIV­
infection was estimated using an obserwtion from the 
cohort study conducted by EBCBS. In the study of 
each cohort over time it was noted that there was an 
increase in the ambulatory care utilization in each 
cohort during the three years prior to identification 
with AIDS. This obserwtion led us to assume that the 
increase over time in each cohort was the result of the 
development of progressively more serious 
symptomatic HIV-infection. Using this piece of 
information we assumed that all HIV-infected 
individuals have symptomatic illnesa for three years 
prior to diagnosis with full blown AIDS. Prior to that 
it is assumed that all HIV- infected individuals are 
asymptomatic. 

Thi. is .hown in Table la. In the row labelled 
"1989" it is estimated that there are at least 8,900 HIV­
infected individuals who are symptomatically ill 
during the years 1986 through 1988. These same 
individuals are the incident cases in 1989. Therefore, 
these 8,900 incident cases in 1989 are all assumed to 
be symptomatically ill for each of the three years prior 
to diagnosis with AIDS. This calculation is repeated 
for each year from 1989 through 199!. Following 
this, the number of symptOmatically ill individuals in 
each year is calculated. For example in the column 
"1989" the symptomatic cases are the sum of those 
that will be incident in the three yean following 1989: 
10,750 cases in 1990; 12,500 in 1991; and 14,260 in 

1992. The sum of these is shown at the bottom of the 
table in the row labelled "HIV+ Symptomatic. " 

The calculation of the number of individuals who 
are HIV-infected but asymptomatic is the difference 
between the total number of HIV-infected that was 
estimated for each year and the sum of those with 
AIDS and symptomatic infections. This is sh~ in 
the row labelled "HIV+ Asymptomatic" at the bottom 
of Table lL It is also calculated in Table Ib, Part A. 
Calculation ofHIV+Asymptomatic Ques. 

1M ~ of 1M NfI..- of Vuits IlM[v.itetl ", TIIIM 
in Eada oflM 71tw CoIIpia of mv~«Iitm 

Using data from the EBCBS cohort study and from 
our interviews with wrious clinician., we developed 
estimates of the number of visits per person per year 
for those in each of the three categories of HIV­
infection. 

For the HIV-asymptomatic, we had to develop a visit 
rate per year based on our discussions with clinicians 
because the EBCBS data did not capture utilization by 
those who were asymptomatic. Based on these 
discussions, a rate of four visits per person per year 
was used in the calculations. This is considered to be 
a conservative estimate but the best one we could 
make with the awilable information. 

For those who are symptomatic we used a range of 
visits that went from four visits per year to seven visits 
per year. As will be seen in Table 2, the number of 
visits for those who are symptomatic increases from 
four visits a year in the second and third years before 
diagnosis with AIDS to seven visits per year in the year 
prior to the diagnosis with AIDS. These estimates are 
conservative but are based on the data from the 
EBCBS cohort study. 

Finally for those who are diagnosed with AIDS in 
the year of diagnosis it is estimated that they will have 
18 visits per year. It is then assumed that for those 
individuals who survive beyond the year of diagnosis 
27 visits per year will be required. This visit rate is 
applied to those in each year who make up the 
difference between the new cases for the year and the 
prevalence for the year. In 1989 this visit rate is 
applied to the 1,251 individuals who were identified 
earlier. (See Table lL) 

Use of these visit rates with the estimates of the 
population in each of these categories as shown in 
Table la produces the visit estimates shown in Table 
S. We have estimated that the total need for physician 
services will grow from 9!4,48S visits in 1989 to 
I,OOS,615 visits in 199!. While the rate of increase in 
the visits for the total population is low, approximately 
7.5%, the rate of increase within each of the three 
categories of HIV-infection is much larger. The · total 
increase is very much weighted by the fact the 
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majority of the cases in each year are estimated to be 
asymptomatic and that the visit rate for the category is 
low and held constant aver the five year period. 
& with the other models we have developed, we know 
that the population with HIV-infection and illnesses is 
changing as are the treatment possibilities but we 
were not able to model the effect of these changes. 
In the case of the projections of ambulatory care 

AlciennaD. Mli .• Dnadler. E.E.. et.al.: Predicting !be Future of the 
AIDS Eplclemic and lu Conaequence. Cor the Health Care 
System of New York ClY. s.u.e;,. of 1M N_ Yori A--, _, 
M.lici". 64 (1}:175.IB5. March 1988.New York State 
Department of Health: Health Care Retource Requirements {or 

AIDS Patienu In New York Swe. 1986 ·1991. November II. 
1987. 

Paaley and \\mloa: Health Care Rnource Requirements for AIDS 
Patients In New York Scale. Acute Care 1987·1994.Prelel1ted at 
the Annual Meeting of the American Public Health AIIociation. 
Now:mber 1988. 

New \brk ClY Interagency TaJIt Force on AIDS: A FIVe ~ar Plan 
for AIDS In the Cty of New York. May 1988.The prevalence 
e.timate. u.ed in the acute bed model were prepared in 

'. 

services however, we know that they- are very 
conservative both because they do not project the 
need for the full range of ambulatory services, a 
range that is likely to increase, and because the visit 
rates used are very conservative especially for the 
asymptomatic and the symptomatic populations. 

December 1988. They are bued on cuea of AIDS dlagnoaed 
through 1/19/88 and reponed through 6/50/88 which are 
then 8CijUlled br 40" ID account for the occurrence of _re 
HJV.iUne.. The prnaIence projection. contained In the March 
1989 document, "New York ClY AIDS Cue Projection.- _re 
prepared aClier December 1988. These ealmates are bued on 
cueI of CDC defined AIDS diagnosed through 8/51/88 and 
reported througb 11/51/88. The e.timates contained In thi. 
repan are not adjusted by 40". New York City Department of 
Health: New York City AIDS Cue Projection., 1989-1995, 
March 1989. New York Qty Deparunent of Health: Report of 
the Expen Panel on HIV Seroprevalence Estimates and AIDS 
Cue Projection Methodologies, February 1989. 
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Year 

1986 

TABLE 1 

HIV-Related Discharges' from New York City Acute Care Hospitals 
SPARCS Data for HHC and Non-HHC Hospitals, 1986-1987 

Month HHC Non-HHC Total 
Hospitals Hospitals 

Jan 249 532 781 
Feb 210 505 715 
Mar 275 625 900 
Apr· 298 671 969 
May 294 695 . 989 
Jun 308 690 998 
Jul 322 759 1,081 
Aug 328 769 1,097 
Sep 333 752 1,085 
Oct 356 809 1,165 
Nov 359 739 1,098 
Dec 404 907 1,311 

1986 Total 3,736 8,453 12,189 

1987 Jan· 332 787 1, ll9 
Feb 357 877 1,234 
Mar 428 955 1,383 
Apr 469 966 1,435 
May 461 995 1,456 
Jun 478 1,038 1,516 
Jul 503 1,046 1,549 
Aug 458 1,034 1,492 
Sep 458 ·1,046 1,504 
Oct 481 1,069 1,550 
Nov 468 984 1,452 
Dec 482 1, ll7 1,599 

1987 Total 5,375 11,914 17,289 

1986-1987 9,111 20,367 29,478 
Total 

'For 1986 and 1987, HIV-related discharges are defined on the basis of the 
occurrence of an HIV-related ICD-9-CH code in the principal diagnosis field 
for the codes 279.3 and 136.3, or in the principal or anyone of the four 
secondary diagnosis fields for the codes 279.10, 179.19, 42.0-42.9, 43.0-
43.9, 44.0-44.9, and 795.8. 



TABLE 2 

HIV-Related Discharges for HHC Hospitals 
SPARCS and HHC-Derived Discharges Compared, 1986 - 1987 

Year Month SPARCS HHC Database Percent 
Discharges Discharges Difference 

1986 Jan 249 266 n. 
Feb 210 242 15ft 
Mar 275 287 4ft 
Apr 298 399 34ft 
May 294 402 37ft 
Jun 308 424 381 
Jul 322 439 36ft 
Aug 328 472 44ft 
Sep 333 436 31ft 
Oct 356 445 25% 
Nov 359 462 2~ 
Dec 404 502 24ft 

1986 Total 3,736 4,776 281 

1987 Jan 332 441 33ft 
Feb 357 474 33ft 

• Mar 428 579 35ft 
Apr 469 581 241 
May 461 582 26ft 
Jun 478 607 271 
Jul 503 636 261 
Aug 458 565 231 
Sep 458 585 281 
Oct 481 669 3~ 
Nov 468 615 311 
Dec 482 688 431 

1987 Total 5,375 7,022 311 

1986-1987 
Total 9,111 11,798 291 
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TABLE 3 

Predicted ADC, Days and Discharges Based on Data from GNYHA/HHC 
Quarterly Census Survey (For Non-HHC Hospitals Only) 

ADC • 753.7361 + (15.05778)*{time period) 
R-Squared • .942 

Time Time Period Predicted 
Period Label ADC 

1 Dec 1986 
2 Jan 1987 730* 
3 Feb 1987 750* 
4 Mar 1987 769 
5 Apr 1987 784 
6 May 1987 799 
7 Jun 1987 814 
8 Jul 1987 829 
9 . Aug 1987 844 

10 Sep 1987 859 
11 Oct 1987 874 
12· Nov 1987 889 
13 Dec 1987 904 
14 Jan 1988 919 
15 Feb 1988 934 
16 Mar 1988 949 
17 Apr 1988 965 
18 May 1988 980 
19 Jun 1988 995 
20 Jul 1988 r,010 
21 Aug 1988 1, 025 
22 Sep 1988 1,040 
23 Oct 1988 1,055 

*Estimated ADC 

**Total Days • Predicted ADC * * of days 

Actual 
ADC 

727 

849 

885 

967 

990 

1,038 

in the month 

***Total Discharges • Total Days/ALaS (ALaS. 20c ·days) 

Total Total*** 
Oay'S** Discharges 

22,630 1,250 
23,250 1,285 
23,833 1,317 
23,516 1,299 
24,766 1,368 
24,419 1,349 
25,700 1,420 
26,167 1,446 
25,774 1,424 
27,100 1,497 
26,678 1,474 
28,034 1,549 
28,501 1,575 
27,098 1,497 
29,434 1,626 
28,936 1,599 
30,368 1,678 
29,840 1,649 
31,301 1,729 
31,768 1,755 
31,195 1,723 
32,702 1,807 



TABLE 4 

HIV-Related Discharges for Non-HHC Hospitals 
SPARCS and Quarterly ADC-Derived Discharges Compared, 1986-1987 

Year Month SPARCS Quarterly ADC- Percent 
Discharges Derived Difference 

Discharges 

1986 Jan 532 845 5~ 
Feb 505 740 47~ 
Mar 625 862 3~ 
Apr 671 902 34~ 
May 695 956 37~ 
Jun 690 897 3~ 
Jul 759 1,030 36~ 
Aug 769 1,075 4~ 
Sep 752 1,024 36~ 
Oct 809 1,133 4~ 
Nov 739 1,107 5~ 
Dec 907 1,258 3~ 

1986 Total 8,453 11,829 401 

1987 Jan 787 1,250 ~~ 
Feb 877 1,285 47% 
Mar 955 1,317 3~ 
Apr 966 1,299 34~ 
May 995 1,368 37~ 
Jun 1,038 1,349 3~ 
Jul 1,046 1,420 36~ 
Aug 1,034 1,446 401 
Sep 1,046 1,424 36~ 
Oct 1,069 1,497 4~ 
Nov 984 1,474 5~ 
Dec 1,117 1,549 3~ 

1987 Total 11 ,914 16,678 401 

1986-1987 
Total 20,367 28,507 401 
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Obs MM-YY 

1 Jan-86 
2 Feb-86 
3 Mar-86 
4 Apr-86 
5 May-86 
6 Jun-86 
7 Jul-86 
8 Aug-86 
9 Sep-86 

10 Oct-86 
11 Nov-86 
12 Dec-86 
13 Jan-87 
14 Feb-87 
15 Mar-87 
16 Apr-87 
17 May-87. 
18 Jun-87 
19 Jul-87 
20 Aug-87 
21 Sep-87 
22 Oct-S7 
23 Nov-87 
24 Dec-87 
25 Jan-88 
26 Feb-88 
27 Mar-88 
28 Apr-88 
29 May-88 
30 . Jun-88 
31 Jul-88 
32 Aug-88 
33 Sep-88 
34 Oct-88 
35 Nov-8S 
36 Dec-88 
37 Jan-89 
38 Feb-89 
39 Mar-89 
40 Apr-89 
41 May-89 
42 Jun-89 
43 Jul-89 
44 Aug-89 

TABLE 5 

Final Data Set Used in Acute Care Bed Projections for 
the NYC AIDS Task Force Needs Assessment Work Group. 

Prevalence* Discharges*· Projected Discharges*·· 

3730.6 1111 1089 
3864.9 982 1144 
3998.6 1149 1199 
4116.3 1301 1247 
4238.7 1358 1298 
4393.2 1321 1361 
4542.1 1469 1422 
4663.7 1547 1472 
4794.3 1460 1526 
4934.3 1578 1583 
5023.1 1569 1619 
5141.2 1760 1668 
5241. 4 1691 1709 
5353.5 1759 1755 
5480.0 1896 1807 
5587.7 1880 1851 
5678.1 1950 1888 
5823.9 1956 1948 
5929.1 2056 1991 
6054.0 2011 2042 
6141.1 2009 2078 
6308.2 2166 2147 
6420.2 2089 2193 
6602.8 2237 2267 
6746.8 2327 
6903.2 2391 
7016.1 2437 
7134.7 2486 
7257.4 2536 
7383.4 2588 
7511.6 2640 
7642.6 2694 
7777 .6 2749 
7915.2 2806 
8056.0 2864 
8199.9 2923 
8345.1 2982 
8492.7 3043 
8642.4 3104 
8795.1 3167 
8949.5 3230 
9105.5 3294 
9262.6 3359 
9422.4 3424 
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45 Sep-89 9584.2 3491 
4-6 Oct-89 9746.5 3557 
47 Nov-89 9910.5 3624 
48 Dec-89 10074.8 3692 
49 Jan-90 10240.6 3760 
50 Feb-90 10407.9 3828 
51 Mar-90 10576.8 3898 
52 Apr-90 10747.3 3968 
53 May-90 10919.4 4038 
54 JlJn-90 11092.1 4109 
55 Jul-90 11266.8 4181 
56 Aug-90 11443.0 4253 
57 Sep-90 11620.7 4326 
58 Oct-90 11798.9 4399 
59 Nov-90 11978.6 4473 
60 Dec-90 12157 .8 4546 
61 Jan-91 12337.6 4620 
62 Feb-91 12517 . 4 4694 
63 Mar-91 12698.0 4768 
64 Apr-91 12879.5 4842 
65 May-91 13061. 7 4917 
66 Jun-91 13244.0 4992 
67 Jul-91 13427.3 5067 
68 Aug-91 13610.9 5142 
69 Sep-91 13795.1 5218 
70 Oct-91 13979.1 5294 
71 Nov-91 14164.2 5369 
72 Dec-91 14349.5 5445 
73 Jan-92 14536.0 5522 
74 Feb-92 14723.2 5599 
75 Mar-92 14911.1 5676 
76 Apr-92 15099.0 5753 
77 May-92 15286 .9 5830 
78 Jun-92 15474.9 5907 
79 Jul-92 15662.8 5984 
80 Aug-92 15850.7 6061 
81 Sep-92 16038.6 6138 
82 Oct-92 16226.5 6215 
83 Nov-92 16414.5 6293 
84 Dec-92 16602.4 6370 
85 Jan-93 16790.3 6447 
86 Feb-93 16978.2 6524 
87 Mar-93 17166.1 6601 
88 Apr-93 17354.0 6678 
89 May-93 17542.0 6755 
90 Jun-93 17729.9 6832 
91 Jul-93 17917.8 6909 
92 Aug-93 18105.7 6986 
93 Sep-93 18293.6 7063 
94 Oct-93 18481. 5 7141 
95 Nov-93 18669.5 7218 
96 Dec-93 18857.4 7295 



* Prevalence estimates were prepared in Dec 1988 by the NYC DOH. They are based on 
cases diagnosed through 2/29/88 and reported through 6/30/88. Prevalence data 
are adjusted by 4~ to account for underreporting. 

** Monthly discharges are adjusted for the undercount in SPARCS data as described. 
Adjustments are made independently for HHC and Non-HHC hospitals. Total data set 
for two years contains approximately 37% more discharges than SPARCS data for the 
same period. 

*** Projected Discharges are calculated using the regression equation: 
OischargellOnth • (-441.22) + (.41)(Prevalence)lIOnth 
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TABLE 6 

Estimated Discharges, Bed Days, ADC and Beds 1989 - 1993 

Year Discharges Bed Days ADC Beds 

1989 39,967 795,343 2,179 2,421 

1990 49,779 990,602 2,714 3,016 

1991 60,369 1,201,343 3,291 3,657 

1992 71,348 1,419,825 3,879 4,310 

1993 82,449 1,640,735 4,495 4,995 
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lon, I,rm e,r, ~rollt'lnn ' 

NYC AIDS Iisk 'OlCt 

1989 tohor, 

PROHCHD 1989 

DISCHARGE S (I) 

ADJUSI[D 19a9 

DISCHARGES (2) 

NUMBER OF DISCHARG[S 
ADIUSTED FOR DEAIHS (l) 

NUMBER Of 
DISCHARGES/PERSON (4) 

ADJUST(D AIDS/HIV 
r\:) CASHOAO fOR 1919 (!I) 
~ 
(7.) 
c... ..... 

]9, 967 

21.822 

lfi.9]4 

INPUT 
Il.6!16 

from I~ •• cu'. c.rl mod.1 

Projtcld dlsclll,.es (ROlf I) • . 546 

Adjusll~dlschl'IIS (Row 1) • ,776 

Olsc~.r"s Idjusted lor de.lh (Row 3)/1,24 

£Sll,llli •• 1 I~I number 01 dulls w~o wi" hn. I posl,dlschlf.e need lor 

hauslnl, lonl Ilfm ure and/or hom. Clft. EllUl I 10 42.2" 0' Iht loll' projecled 

dlsch.r,ts In Row I. 

" 



~ 
c.n 
0';) 
&... 
I\,) 

NEW YORK CITY AIDS TASK FORCE 

Lon. lerm Cu. PfoltcHons 1989 Cohort 

Pfopoflion 01 Persons Ihedlnw C.II .1 Each L.ul 01 ServlCI 

Ind In lach !>llllnr 

AOJUSIEO AIDS/HIV 

CASElOAD FOR 1989 (~I Il.U6 [slllnilld number 01 .dulls w"o WIll "nl I pOSI·dlscIIII" need 10f "ousln, 

lon, I.flll Clf. Ind/or ~Olll' C,fl 

(9) (10, 

Curr.nl Hous Inl Stalus :: SllIln,s of C .. 1 lor those Who 

(1) (8) : : Need Hous I nl & Lonl ItllIIC1f1 

L n.1 01 Cif I " of 10111 Number of · . (9A) (98) (ge) · . : 10111 In 

Ntlded (6) AIOS/HIV : Peopl. II la(~ · . Hn. I : Pr .car laus : Need · . (lOA) ( 108) ( 10C) Need 01 

: clulolli/Ln.1 L.vel ., CIf. Hom. Houslnl Housln, Houslnl HRF SIIF : PIIt'menl 

Non · DllIcllnl 

Inltlmedlal. (6A) 6": 76S 7" 41": 41" )( 10~ )( '00" 

lIan·Oi IIclln8 

HII· (69) .. ,,: I. 120 ft : H": H": . X )( 10~: 100" 
· . · . 

S.I'·Olllcllnl 

Low (6C) S I": 6,910 · . 74" ll": 13" : I]" X )( I]" · . 

S."·DI retllnl · . · . 
Inltrmedl ... (60) 2S": 3,.00 2S": 37": 37": : 3"': X X 1''': 
S." · DIr.clln, 

HII· (6E) I"': I. OS · . 4 5": 21": 21": : 2.": )( ~: 2"': · . 

Tal., 10~: \],610 :: S~: 25": : 1ft: .,,: 13": 

.' 



N 
~ 
00 .... 
CA) 

, I,n. I.,. C.,. P"I.cl'lns 19.9 CI~nlt 

.~" O. P"s,ns ••• din, C., •• 1 llc. L.,.I .1 ~.".t' 

.n ••• t.c. ~""nr 

191, c ..... , 

AOIUSIID AIDS/HIV 
CASILOAD rOR 19.9 (SI Il . U6 IsII •• I,. n~" 01 "ulls •••• 111 •• , •• ,osl ,isc •• , •• n •• ' fOI hous,n, 

I.n. I". CII' an"or ... , CII' 

(9) ( 10) 

CUll tnl Hous In. 5"1 us . S,I I InlS .f C.1f f.t · Ihu •• , 

(1) (I) . • ttll Housln, I Lonl Itllll C.1t 

lIni " CII' "01 hll' ....... 'f (9A) (98) UC) 
...... (6) AIDS/HIV . P .. ,1t .1 lit. H." • . p, ,n' i IUS : ."d (lOA) (108) (I0C) 

CIS' '0'" L,n' ,I CII' HOIII' Houslnl Hous Inl H .. slnl HRr S.r 
.... . ..... ... . .. . .. .. . . - ............ . .. . _ ....... ....... 

••• Dilltllnl 
'nl"III,III.I, (6A) 6" 1U SI 1S1 lS1 x 16S x 

.,. ·Oi,ullnl 

HII' (68) ." I. 170 107 S09 S09 x Jt IIZO 

5.11 DI"cllnl 
h. (6C) SI" 6.910 SI )4 II. . .. II. : Jt II 

S.II Dllnll"l 
'.1 ......... (60) H" ).400 160 1110 1710 IHO Jt II 

Stll· 01 r utl.1 

' hlll ill ..... " 
: P'.crmenl 

1120 

.11 

IUD 

HI,. (61) "" I. US 661 401 401 401 Jt .: 407 
••• • • _ ••••• 0 • ••• • __ ••• • •• • • • • •• • • • •• ••• • • ••• •••• ••• _ •••• _. _ ••• - .... _ . . . - . . . _ .. .. ..... 

hl.1 IOU. 1).610 ' 6.101 ). UI ).UI 1. S6S 16S I. no 4.4!l0 



N 
~i 
(X) 

"". 
~ 

lon, lerm Cal. P,ol.cllons· 1989 Cohor! 
Calculalion 01 lolal Annual Days. ADC. and Houslnr Unils or Beds II 10Ml' 90" Occupanc, 10 R I 

lor People Need.n, ~"cemfr.: 

1989 Cohort 

Sell In, Nuded Number W~o : AV'I." DIY' of: 101., : AnnuII ADC: Housln. or 
Ne.d S.,,'c. : C.,./P.,son/Y, Days : 100" 0 R. : Beds @ 90" 

: AI Elch SIIIln.: ( •• ,s) (Av.Dy'~III) : (DysIl6S) (ADC/9) 

Housfn, 2,565 1112 .66, ... 1,219 I, fll 

HRf 165 1]6 10 •. 001 215 311 

Slilf I. 120 100 111,912 ]01 HI 

lola I .,450 iliA 682 . lIll I. 1111 : 2.079 

NEW YORK CITY AIDS TASK FORCE 



lon~ Itrm C.rt ~rOltc'IOr. ~ 

NYC~IDS '.sk lorct 

1990 COfto I , 

PROHCHO 199u 

DISCHARGES (I, 

ADJUSTED 1990 

D I SCHARG[ S (2) 

NUMB[R or DISCHARG[S 
ADJUST[D rOR D[AIHS (l) 

.. .-IBn or 
DISCHARG[S/PERSON (4) 

ADJUSTED AIDS/HIV 
CASE lOAD rOR 1990 (S) 

49. 119 

21, 119 

2 I. 091 

\. 24 

INPUT 
11,009 

Irom t_1 'CUtl C"I model 

P"ltctld dlsc."IIS (Row I) • . 546 

, Adlusled dl$Chllles (Row 2) • . 176 

Dlsch"les .dlusle' 10' '.al. (Row ])/1 24 

Esllmile 01 Ihl nUlllber 01 .dulls who wIll have a posl·dlsch"ll need 10, 

husln., Ion. 111111 car. and/or .oml CUI . Equal to 42.2" 01 Ih 101,1 PtOletlld 
,,'scllulu In Row \. 

NEW YORK CITY AIDS TASK FORCE 

.... 



rw 
~"1 

, ~ 
~ 
I\) 

NEW YORl< CITY AIDS TASK FORCE 

lon. h"" Care Prolecl Ions 1990 Cohol I 

Proporlion 0' Persons N.,dln, Cal •• 1 (.c~ lev.' a. ~ervlcr 

Iftd In lith ~elllns: 

ADJUST£D AIDS/HI~ 

CASllOAD FOR 1990 (~I 11.009 lslr •• I,d number 01 .dul I s 

lan, IIIIICII' end/ ° I home 

· . · . 

w~o wi II havi I post·dISCft"ae need 101 hous "'1. 
car • 

(9) (10) 
· . CIIII en I Houslna SI.lus : : S.llInIS 0' C.II 'or ThOH Who · . 

llnl 0' Care 

Ntlded (6) 

(1) 

" o' toll' 
AIDS/HIY 

: ClSe load/Ln. I 

(II) 

.ullber 

: Peop" .1 

l.u' a' 

· . · . 
o. (9A) 

hc~ HIVI • 

Car. Ho., 

: h.d Hauslna & lonl hrm CII. 

(98) (ge) : 101.1 In 

: Plttar lous: Nud (lOA) (108) (I0C) Need 01 

Housln, Houslnl Houslnl HRF SNF : P '.ullleni. 
_ •••• • •• _ •• • • - _ •• • • _ • •• 0 _ • • ___ • • ••••• _ •• • •• _ _ 0 • • ••• _ . _.0 ___ •• _ . _ . _ _ ••• • •• _ • • _ •• _ ••• ___ • • _ _ - . .... - . - --. ... ~ -.. .. ...... . ... -- . . -.. ... . 

IIon·Dlreclln, 

Inlermedlal. (6A) 6" 9B 1" 41" 41": ; X 100". X 100" 

'''n·Olrecllnll · . · . 
HI.~ (68) II": l,l9S · . ~: H": 45": : X X 10~. 100" · . 

S ••• · DIr.clln. 

low (5C) S I": 1,507 · . H" I]": Il"; : Il" X X Il,,· · . 

S.II -Dlllclln, 

Inltrmedl.l. (60) U,,: 4,BS 2S"; l~: ]7,,: : ]7,,; X X ]7,,: 

SI"·qlrulln. 

HI,~ (5E) II"; 1,Il7 4 S": 28"; 21": ; 21": X ~: 21"; 

Toll' 11, 026 : : 501: I~: 5": H": 

. .. 



N 
~n 
~ 
~ 
(.,) 

NEW YORK CITY AIDS TASK FORC 

lon, 1erm C." P,ol,e'lons: 1990 Cohcr~ 

Numb" 0' ·Persons Needlnl Care ., Ileh le,el 0' ~e'Vlet 
.nd in lith lit!' ,nr 

1990 Coho,' 

AOJUS1EO AIOS/H'Y 

CAS£lOAO FOA 1990 (51 17.009 Isthlllt.d numbtr 0' .dults who wlll .. we a post·dlschr,l · nted '0' ~ous'nl . 

'.n. t"m t." .nd/o, .ome e.,e 

Leu' 0' C.II 
IItlded (6) 

( 7) 

" of lo"' · 
A'OS/H'Y 

ClSe'ud 

(I) 
lIumbtr 

: Pupil " 

lne' 01 

Curr,n' 

0' (9A) 

lIch HIVe. 

Car, Home 

(9) (10) 

Houshl Sta'us :: Sett InlS .f C.II for nose Who 

:Nttd Houslne & lon, h,m CII e 
(98) (9C) 

: Preur lous: leed ( lOA) (' 09) (IOC) 
Houslne Housln, Hous I ne HRF SIIF 

: Iota' In 

Need 0' 
: PI.temen'· 

. . . . . . . . . - . . . . . . . . . . . . - . . . . . . . . . . . . . . . ... - . . . . . . .... . - . . . . . . . . . . . .. - . . . . . . -.. .. - . . . . . . - . . . . .. .. . - . . ..... - . . . . . . . . . . . . . . . . . . . . . . . ~ . . . . 
lIon -OI rtellnl 

Inlumedl.te (6A) 6": . 95] · . 64 4U 4U X 95] X 95] · . 

10n ·0lretllnl 

HI,. (69) "': 1,395 127 614 614 X X 1395 1395 

Se' '-Olreet Inl - - · . · . · . 
lo.' (6C) 51": .,607 6395 1106 1106 1106 X X 1106 

SIII-DI'lCllnl 

In'''III.dl.l. (60) 25": 4, U5 1012 15112 15112 1512 X X 1512 

Sell ·Dlrtclln. · . · . 
HI,. (61) II": 1,117 12] 507 501 507 X 0: SOl 
•• • •• ••• .......... . .. .. . .. _0 •••• • ••••••• _ .0 .... ................. _0. '0 ' ....... . ............ .. _ •••• • ••• _ • • •• • ••• • ••••••••• ••. ......................... .. 
lota' lOa.: 17,026 II, 4110 : 4,213 : 4,211 · . 3,195 95] 1,395 5,5H · . 

~ .. . 



N' 
~~ 
CO 
~ 
~ 

Lon. Telm Clle P,olectlons ' 1990 Cohor' 

C.lcul,llon 01 Toll I Annuli Dlys . ADC .• nd Housln. Unil s or BIds .1 10~ & 9~ OuuPlncy (0 ~ , 

'or ~eop'e Heed,n, ~Ilcemenl 

1990 Cohn. I 

Sellin. Needed Numb" Who : Av"." D.,s 01 ' 
Need Service : C.,,/Person/V, : 

: AI lIch S,lllnl : (d.,s) 

Housln. 3, 195 112 

HRf 953 136 

SNf I. 395 100 

Tol.1 5,542 IIA 

Tall I 

Dlys 

(AVID,s·") 

511,H5 

129, 541 

119,414 

: Annull AOC: HousinR 0' 

: 10~ O. R. : Beds @ 9~. 

: (0,sI365) : (ADC/9) 

1, 593 I . 110 

394 

312 

150,410 : 2,330 : 2, 589 

NEW YORK CITY AIDS TASK FORCE 

.' 



-.... 

lon, lrrm tire ~rOltCllon­
NYC AIDS l.sk lorr. 

1991 Conoll 

PIIOHCllD 19~1 

DISCHARGES (II 

ADJUSHD 1991 
DISCHARGE S (2) 

NUI8ER Of DISCHARG(~ 

ADJUSTED fOR D(A1HS (1) 

IItIIBER Of 
DISCHARGES/PERSON (4) 

ADJUSTED AIDS/HIY 
CASE lOAD fOR 1991 (~) 

.t 

60. 169 

32.961 

2~. 578 

INPUT 
20.628 

flDM Ibe .tule t.re Modtl 

Ploletled dist •• rles (Row I) • . S46 

A'lusl,d dlsth"I'S (Row 2)' 176 

Dlsthlles 'djusl,d 101 .' ,ph (llow ])11 24 

(sll ... I, 01 lhe nlJlllber 01 .dults who will hlYe • ,osl ·distll"I' nerd lor 
lleuslnl. lonl lerm tilt and/or hOlll' t.lt . Equ.1 10 42 . ~ 01 lhe 101.1 proj,cled 
.lstll"ltS In Row I. 

.~ . 



N 
Ul 
QO -N 

Lonl I.,. c." P,ojeclions 1991 to~or' 

P,opo,lion .1 P.,sons •• edinl C.,e .1 l.c. L.vel 01 S"vic • 

• nd ,n ( ~ c ~ ~e"'n£ 

ADJUSIED AIOS/HIV 

CASlLOAO fOR 1991 {~, 20.611 lsi i ...... numb .. 01 .dulls wU will hav •• pos.·dISChll" need 10, houSinl . 

lon, le'III clle .nd/o, ~om' car e 

(9) (10) 

CUll .nl Housin. SlIlus :: Sellin,s 01 Care 10' Those Who 

(1) (I) . Need Hous i n, & Lon, Te,. Clre 

NEW YORK CITY AIDS TASK FORCE 

Ln. I o I Care " 01 ToI.I ...... " 01 (9A) (98) (ge) . lola I in 

IIud.1I {6) AIDS/HIY :Propl •• 1 hcll Hne • : PIftl,1 ous' Nud (lOA) ( lOB) ( IOC) Ited 01 

: CIS.load/Ln.I In.I .1 C.If Ho ... Housln, Hous In, Housin • HRF sIr '"t,.,nl 
- _ .. - _ . .. _ ... . . . .. -' . -. _ . ...... ... .... -. _. - _ .. . - .. . . - - . ... - _ .. - _ .. _ . . . . . _ .. _. _ .. . 

Non ·Dllfelln, 

Inlermedlale (6A) 6" I. I ~~ 1" 41" 41" X 10'"' X 10'"' 

IIon ·OI,ullnl 

Hi •• (68) I". I. 691 H" • 5" : x X 10'"' 10'"' . 

S.II ·Di Itcl in. 

Low (6C) 5 I". 10. UR H" 11" 11" . Il": X X I~ 

S.IIDlrtclln. 

Inl ......... (60) H": 5.116 25" 11": J~:' J~: X It ]~: 

S.I I ·Dirttllnl 

HII" (6E) "" 2,221 H'" 21": 2." : 21": X ot5: 2ft: 

hili 100t5: 20,641 : : 50t5: "': 



N 
c.n 
CO -Co) 

lon. le.m c ••• P.ot.cllons . 1991 C.ho,' 

Numbr. 01 Pr.sooS N.e.ln, Ca ••• 1 E.th L"tl 01 ~e.,.tt 

.nd ,n hn ~e .. ,nt 

1991 Coli"" 

NEW YORK CITY AIDS TASK FORCE 

ADJUST[D AIDS/HIV 

CASElOAD fOR 1991 (~I 20, 621 [sllm.ltt! n .... btl 01 .d.,lIs ..... ill III" • lIost -disc""" nlld 10. housing 

I,n, It •• t •••• nd/o. IIomt t •• r 

lnel 01 Clle 

""d,' (6) 

N,n-Olretllnl 

hl"""dlal, 

".n-O lilt II nl 

HIIII (6B) 

(6A) 

Stll -Ollttllnl 

le. (fiC) 

Stll -Oil,ellnl 

Inlllmt.lIl, (50) 

Stll,Dlllellnl 

HI •• (5E) 
_ .. - ---.- _. --- . ... _ .... - . 

hlal 

(9) 

Cun rnl Housln, Sill lIS 

(1) (I) 
• 01 Tol.1 N~ •• 01 (9A) (9B) (9C) 

AIDS/HIV : Ptollit .1 hc. Hue • : P"cIIIIUS : Nud 

Cu,lo.' Lntl 01 Ca .. HOllIe Hausin, Houslne 
- " ...... - .. -" _ ...... _. _ .. . . -

6.: I, U~ 77 S19 S19 

I. 1,691 IS. 769 : 769 

SI.: 10, UI 77~~ 1141 IHI 

2S.: 5,116 1299 1911 .911 

... : 2,221 991 filS 515 
.. _ .... --... - . "._ . -....... __ . ' . .. - . .. _ .......... - . - .. -" -... . -

10ml: 20,641 10,2" ~, 112 S,II2 

(10) 

Seltln.s ,I CII' III -neSt Who 

:: Nud Housln, & Lonl h.m Clle 

: ToI.1 'In 

( lOA) (lOB) ( 10C) Need '01 

Houslnl HRf SNF : Ptatlmtnl 
. - . - .... . . .. _ ... _ .... . .. _ ... . _ .. . . - .. 

X IUS II .. S~ 

X II 1691 1591 

1141 J( J( .141 

1911 X J( 19.1 

filS J( 0 : 615 
• ••••••••• 0_ •• •• _. _. _ •• _ • •• •• ___ ..... --- ..... 

l,IH I, U~ _ 1,591 6, 721 



lon. '"m Cal' P.ojections 1991 CO~Ol' 

Calculil ion 01 lotal Annual D.ys . ADC. Iftd e.ds II 9,",Occuplno 

101 ~'GP'e Nt.d.nl ~"temtn: 

1991 Collo.' 

S ... Inl N .. d.d 

HGUS In, 
HRf 

SNf 

~101'1 
QC -~ 

- - - .- .. -.-

Number ••• :A""" 0.,5 01 

N •• d S."lc. :C.,./P.,son/Y, 
AI he. Sellin.: ('I,S) 

lola I 
01,5 

(A,.Dys·N) 
- - - _. _. _. ----_.- -----_ .. - - - - - - - - _ . . _ . ... . 

1.174 lIZ 70S. I Sf 

I. ISS 136 1 S7. 099 

1.691 100 169. U6 

6. 721 NA I . Oll.199 

: Annuli ADC : Hlusin, p. 
10'"' O. R. . BIds @ 9'"'. 
(0,5/]65) (ADC/ . 9) 
... _. -- _. _. - -

1.912 2.141 

430 478 

461 SIS 

2.826 3. 140 



Ion. I"", tare ProrUI Inn' 

NYC AIlS '.s. lortr 

1991 tollor' 

PROJ[CIlD 19'1.' 
DISCHARGE S (J I 

ADIUSlED 1991 
DISCHARGES (n 

NOI8ER Of DISCHARGES 
ADJUSTED fOR DEATHS (1) 

NtM(II Of 
DISCHARGES/PERSON (f) 

ADJUSTED AIDS/HIY 
CASE lOAD fOR 1991 (~) 

11. U8 

111, 956 

10,210 

Ilf 

'''PUT 
24,319 

from I ••• cut. c.r. mod,I 

Adjusltd diHhrl's (Row 2) • ,116 

Dlsc~.rl's .djusl.d lor d •• lh (Row 3)/1 2' 

Esll""I. 0' Ih. numb.r 01 .dulls w.o will h.,e • posl-disch.r,e n.ed lor 
~ouslnl, lonl IIrm til' .ndlor .om. ur. . Ellu.1 10 42 2" 0' lhe lolal proj.cled 
dlsc~.rl's In Row I. 



Lon. I.,m Cal' Plel.cllons . 1992 to_or' 
"O,oliion 01 P"sons N,.din, C.r •• 1 [.ell l,v.1 01 ~.r'l[t 

and In laclt ~.t t I Ill: 

NEW YORK CITY AIDS TASK FORGE 

ADJUSTED AIDS/HtV 
CAS[LOAD FOR 1992 I~' 24.379 [sll •• I,d numb.r d' .du.Is .11. wIll lI.v •• pOSI · dlstll.rl' n.ed for .ouslnt 

lon, I"m clr •• nd/ol lIome c.re 

N 

lnel 01 C.re 
hed.d (61 

Non-Dlllct In. 
Inlermedl.le (6A) 

c .. n lIonDirttt "' ~ 
QC Hllh (68) 
3 

S.II -Dillcllnl 
Low (6C) 

Sli f ·Dlllciin. 
Inl.rm,dl.l. (60) 

S.II -0 I r It I In. 
HI.II (6l) 

101.1 

(1) 

" of hlal 
AIDS/HIV 

: ClSeload/L.,,1 

(B) 

NuM., 01 
: Pto, I, .1 lach 

LIY.I II C.re 

I. 365 

I. 999 

12.336 

6,010 

2.633 

14.40] 

(9) 
CUII.nl Houslnl SI,lus 

(9A) (9B) 

H.y.. . P,.e"IIUs : 
Hom. Houslnl 

.,,, 

45" 

Il'I 

37'1: 

2ft: 

(9C) 
Need 

Houslnl 

41" 

45" 

1:H5 

3~ 

2B" 

(10) 

' . S,llln,s af C.,. for Tllos. Who 
N.ed Hluslnl & LonR T.r. C.re 

( lOA) 
Houslnl 

X 

X 

Il'" 

31'1 

ZI": 

( 108) 
HRf 

100. 

X 

J( 

X 

X 

. 101,1 in 
( 10C) Need 01 

SNF : Phctlll.nl 

X 100. 

100.: 100. 

X 13" 

X 31": 

0.: 2." 
0_' ." _ _ _ _ _ __ • _ ____ . _ - . - -- - _ . . . _. _. - _ . . . .. . ...... . .... .. -.-. 

1:H5: 



Ian. T,rm e.r, Prot,ctlons : Igg2 Coftor' 

Numb'r 01 P,rsens N"dlnl e.r, .t E.c. le,,1 01 ~'rYI(' 

.nel In heft ~tlllnr 

AOJUS1EO AIOS/HIV 

CASELOAO rOR Ig92 f~) 24. 379 Estll".t .. nUllIfIer 01 .dults .h. _III hi" • "ost ·disch"" nud lor housl"g 

Ion. hrm till .nd/or hom, tlrr . 

(9) (10) 

CUll ,nt Housh. Status :: S.ttln,s of C.rt for ,hose Who 

(7) (II) .. N"d Housin. I Lan, 1 trm C.rr 

In,l 01 C.rr " 01 10111 Nu","'r r' (gA) (g.) igC) . "111 In 

Nuded (Ii) AIOS/HIV : PlOP It .t Each H." • . Pr 'tlr lollS Nud (lOA) (lOB) ( 10C) Nud 0 I 

Cas' .... d L,nl 01 C.r, Hom, Housln. Housln, Housln, HRr SNr . Pllc,m,nt 
......... . .... .. . . . . .. - " _ .. - .... .. _. - ........... _ ..... -. - ... _ ... .... . - _ . .......... . - . 

~ Nen Oir,ctin. 

CJ1 ·lnttrm,di.1t (IiA) 6". I, lli~ 91 6]7 Ii 11 X 1l6~ X 136~ 

00 
3 . Non · 01 ItC tin, 

~ HI." (6B) ." I, ggg 112 909 909 X X 1999 1999 : 

Sell ·OlrlCt In. 

lew (6C) ~I" 12, ]]6 g16~ U.S I~II~ ISII5 X It 1515 

SlII ·OlrlCt In. 

Interm,dl.t, (60) 25": 6,070 1536 2267 2261 2267 It It 2261 

Sell·OI"ct In. 

HI •• (6l) II" 2,6ll 1180 727 727 127 It 0 : 727 

"tal Ion 24,403 12,154 6, 12S 6,125 :: 4,579 I. 365 I. 999 : 7,943 



lon, ""11 e.re P,olecl ions : 1992 CDllol I 
e,leul.fion 0' 101.1 Annuli DI,s. ADe .• nd Beds .1 9~ OccuDincy 
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Executive Summary 

Fipe 1 T IDS report estimates for 
the period 1989-199~ 
the cost of providing 
selected health and 

social services to persons with 
AIDS and HIV-related illnesses 
in New York City to be $7,OM 
million. 

Summary of eo.t. for Selected IUV-Related 

FtgUre 1 sets forth these costs 
by year and by type of service. 

The impact of these costs on 
Federal, State and City govern­
ments as payon for care, is set 
forth in Figure 2 below. Esti­
mates of the impact on private 
insuren are also displayed. 

Capital COlts associated with 
the development of needed 
facilities are estimated to be 

Services 

Acute Care 
SNFCare" 
HRF Care---
MD Visits 
Home Hlth.Care 
Sup. Housing 
Proph. drugs 
& blood transf. 

Total-

Senic_ in New York City, 1989-1995 
($milliou) 

7989 1990 7991 7992 1993 

$628 $ 782 $ 955 . $ 938 $1.105 
21 26 26 75 87 

6 11 53 61 
88 94 99 105 111 
70 88 121 161 194 
2 3 41 86 100 

172 176 181 184 186 

$980 $1,176 $1,435 $1,602 $1,844 

Totar 

S4'o 
235 
130 
496 
634 
233 
899 

$7,036 

$712 million. Figure ~ below "Totalsdonotadddl.»torolllding ""SkUIedNUllingFociUly """HealIhRelatedFadllly 
sets forth the allocation of 
capital funds among categories L ___________________________ ---' 

of facilities to be renovated or 
constructed. 

The report estimates the cost of providing needed 
services to persons with AIDS and HIV-reIated 
illnesses in New York City for the period 1989-199~. It 

ApJwotu:h to Esti11UJting Costs undertakes no analysis of the adequacy of current 
This report is the product of one of six interrelated insurance systems to pay for the services, nor does it 

working groups of the New York City AIDS Task Force attempt to assess the capacity of City, State or private 
and builds upon the body of analysis previously organizations to absorb these costs. Rather, the Cost 
completed by the other groups. Assessment Work Group has attempted to set forth r----------------_____________ ----, what it believes to be the 

Ftgure 2 best and most reasonable 
Allocation of FIVe Year eo.t. by Payor estimates of the cost of 

($ milliona ) delivering some major HIV-
related services through 

Private 199~. 
Services Federal State City Insurers Othe" Total The Cost Asseument Work 

Group has taken al its 

$4,0 
service units the projections 

Acute Care $1.206 $ 543 S 791 $1.294 $573 of needed services devel-
SNFCare 112 89 22 12 235 oped by the Needs Assess-
HRFCare 62 49 · 12 7 130 ment Work Group. For the 
MD Visits 136 61 89 146 64 496 methodologies and usump-
Home Hlth.Care 301 216 54 63 0 634 tions employed in projecting 
Proph. Drugs 246 111 161 264 116 899 needed services reference 
& blood transfusion should be made to the 

$2.Q63 $1.D69 $1.129 $1.767 $772 $6.803 report of the Needs Assess-
% Health Care Costs 30% 16% 17% 26% 11% ment Work Group. 
Supportive Housing 233 The basic methodology of 

Total $7,036 this report was derived · by 
determining a unit price for 

• Other inc::IudeI seIt'PO/. phIIanttvopy and other 1nsU'811. each type of service, e.g., 
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to estimate the cost of non­

FJgUft S 
Capital Coutruction eo.u for New and Renovated 

Health Cue Beda and Supportive Houaing Unit. 
198~199S ($ thouunda) 

clinical HIV-related programs 
such as community-based support 
services, research and 
epidemiological studies, preven-

Totol 

Acute 
Core 

SNF 
Core 

S434A 15 $50.661 

HRF 
Core 

$61.776 

Housing 

$ 165A90 

cost/paitent day, cost/visit, and multiplying the unit 
price by the: projected volume of service for each year. 
To determine the cost of home health care services, a 
new methodology was developed. This report explains 
how the unit prices were developed and what specific 
methodologies were used to arrive at the estimates. 
Most unit (:osts are based on existing reimbursement 
rates. In sclme instances they are adjusted to reflect 
actual costs and are so noted. 

No attempt has been made to adjust future costs to 
reflect inflition factors. All costs are stated in 1989 
dollars. 

Cost estimates are provided for six categories of 
service: a4:ute inpatient services, skilled nursing 
facility (SNF) services, health related facility (HRF) 
services, outpatient physician visits, supportive 
housing, amd home health care services. In addition, 
the cost of prophylactic pharmaceuticals and blood 
transfusiol1ls is also estimated. 

Because of time constraints and lack of sufficient 
data, the work group was unable to project the cost 
for many other important services such as inpatient 
and outp;,tient pediatric services, substance abuse 
treatment, mental health services, dentistry and HIV 
counseling and testing. Nor was the work group able 

Totol 

$712.342 

tion and education programs, 
legal and anti-discrimination 
services and administrative and 
coordinating activities. 

New acute care beds, new SNF 
care beds, new HRF care beds, 
and new· housing units will need 
to be developed in order to 

provide adequate services to persons with AIDS and 
HI\Lrelated illnesses. This report estimates the capital 
costs associated with the development of these added 
units. 

The additional beds and housing units will be 
developed through a combination of renovation and 
existing facilities and construction of new facilities 
and are added to the system at various times over the 
next five years. 

For each of the services cos ted out, a discussion of 
findings and methodology is presented. Where 
possible, unit costs have been developed based on 
existing payment rates for that service. In some 
instances these rates have been adjusted for reasons 
explained in the text. 

The annualized costs attributable to capital costs-­
construction plus financing-are included as a 
component of operating costs and displayed in the 
relevant tables and figures. 

Throughout the report the numbers in the 
"Figures" are expressed in round numbers. "I'ables" 
refer to detailed sets of numbers found in Appendix 
A. 



Report of the Cost Assessment Work Group 

Corastructiora CMt cf Health Facilities 
and ~ Housing 
To meet the needs of persons with AIDS and HIV­

related ilIneuea, new health facilities and additional 
supportive housing will be required. Figure 4 
indicatel their eltimated conltruction costs. These 
estimates do not include land acquisition costs, but do 
include design fees. The needed capital outlays are 
estimated to be $712 million over the next fIVe years. 
This amount wiD produce 1,191 additional acute care 
beds, 961 SNF and HRF beds and 2,546 units of 
housing. The estimated capital construction cOlti for 
new construction are: for acute care $5M,440/bed; 
for SNF care $1l7,000/bed and; for supportive 
housing $65,OOO/uniL The renovation costs for acute 
care are estimated to be S219,147/bed. 

Annruzl 0JIerating Com cf Providing 
HW-&ltJtal &rvias 

related illnesses is 
estimated to be 
$7,O~6 million. If 
fundi are expended 
al elti-mated, over 
the five year period 
6S% of all COlts will 
be for acu te care 
services, 7% for phys~ 
clan services, 1 S% for 
prophylactic pharma­
ceuticals and blood 
transfusionl and 17% 
for residential ser­
vices (SNF, HRF, 
home health care and 
hOUling). 

Aalte Inpatient Services 

F1pre6 
F..dmatecl CoR of 

A..:ute I ........ Care 
(.~) 

1989 $ 626 
1990 762 
1991 955 
1992 938 
1993 1.105 

Total s._ 
"Total doeI not odd due to rounding. 

As indicated in Figure 5, the total five year cost of 
providing services to persons with AIDS and HIV-

METHODOLOGY: The operating cost of inpatient acute 
care was calculated by multiplying the projected days 

, Figure 4 
Capital Constnu:tion eo... for New and Renovated 

Health Care Beds and SRpportive Houing Unit. 
1,.1995 ($ tbouanda) 

Acute SNF HRF 
Care Care Care Housklg 

New Construe. $293.942 $50,661 $61.776 $l65A90 
Renovatton 140A73 - - -
Total $.U.C.415 $50,661 $61,776 $165.490 

FigureS 
Saauaary of eo... for SeJect.cl HI\tR.eIUed 

5erYica ill New York aty, 1 .... 19" ($ miDio_) 

Services J989 J990 J99J J992 J993 

Acute Cere $628 $782 $ 955 $938 $1.105 
SNF Cere 21 26 26 75 87 
HRFCere - 6 11 53 61 
MD VIsIts 88 94 99 105 111 
Home H1h.Ccre 70 88 121 161 194 
Sup.HousIng 2 3 41 86 100 
Proph. drugs 172 176 181 184 186 
& blood transfusion 

Total- $980 $1,176 $1.A36 $1,602 $1,", 

' . Totals do not odd due to rounding 
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Total 

$571.869 
140,478 

$712,342 

Totor " 
S4.1D9 63 

235 3 
130 2 
496 7 
634 9 
233 3 
899 3 

$7,036 100% 

of care by a per diem rate 
of $800. The $800 per day 
figure was derived from an 
average daily rate estab­
lished for AIDS Desig­
nated Center hospitals, net 
of bad debt and charity 
care pool funds and 
increased by a factor of 
7.5% to reflect additional 
costs of care for AIDS 
patients not included in 
the rates of the sample 
hospitals. The 1988 rates 
were also adjusted upward 
by the current Medicaid 
tread factor of 1.06S%. 

Other key allumptions 
used to calculate the cost 
of inpatient acute care 
include: 
• The current com-

plement of approxi­
mately 1,700 acute care 
beds occupied by AIDS 
patients will remain in 
use as "AIDS beds· and 
will continue to receive 
an average $M per diem 
capital paymenL 
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• Additiolflal beds for AIDS patients in 1989 and 1990 
will come from the existing complement of 
medicaJl/surgical beds, not from new construction 
or renovation, and they will remain in use as • AIDS 
beds" dll'Ough l00s. 

• Additional beds for AIDS patients in 1991 will result 
from n~novation of existing renovation of existing 
facilities, and this renovation is estimated to cost 
$219,H,7 per bed. 

• New bc~ds for AIDS patients added to the system 
from 1 ~~ on will result from construction of new 
beds, aUld these beds are estimated to cost $5S4,440 
per beclL 

• Total operating costs assume that 10% of HIV­
related acute care patient days will be on alternate 
level of care and will receive a per diem rate of S!20 
(40% of$800/day). 

• Construction costs are amortized over 40 years at an 
interesl, rate of 10%. 

Skilled Nursing Facility Service. (SNF) 

lFigure 7 
£.dn.ted eo.t of 

Skilled N uning Service. 
($ miDioIW) 

1989 
1990 
1991 
1992 
1993 

5 Year 

$ 21 
26 
26 
75 
87 

METHODOLOGY: Days of 
SNF care were multi­
plied by $!50 per day 
to derive an annual 
operating cost. The 
$!50 represents an 
estimate of the costs of 

Total 

providing services to 
AIDS patients at the 
SNF level of care and 
significan tly exceeds 
the average New York 
City Medi-caid rate of 

$ 235 $122/ day currently 
L-___________ --I paid to SNF's 

The $~50 Figure was developed based upon two 
primary' considerations. First, the cost of care for 
AIDS p;atients at Goldwater and Coler Hospitals 
(chronic: care municipal hospitals within the Health 
and HOlpitals Corporation system) indicate that S~50 
per day is a reasonable estimate. Second, a number of 
cost fin~fing studies conducted on behalf of various 
organiz:ations reviewing the possibility of providing 
long-term care services to AIDS patients also suggest 
that "50 is a reasonable cost assumption. 

The c:apital cost estimate of $177,000 (which 
exclud~, s land acquisition costs) was developed in 
conjunction with an architectural study completed as 
part of lhe Cost Assessment Work Group's effort. This 
figure elCceeds likely capital caps (although AIDS beds 
are partially exempted from caps) to be in effect 
when such beds would be built. (The mid-point 
construction cap for 1992 for residential health care 
facility (RHCF) beds is currently set at $96,000 per 
bed for New York City.) 

Newly constructed beds are added to the system in 
1992; and the 44 beds added to the system in 1990 are 
beds under construction. 

Health Related Facility Service. (HRF) 
MEnloooLocY: Days ~-----------...., 
of HRF care are 
multiplied by $250 
per day to derive 
an annual operat­
ing cosL The $250 
per day represents 
an estimate of the 
cost of providing 
services to AIDS 
patients at the 
HRF level of care. 

Flpre8 
FAtiJnaa.l CoR of 

HeaItb Related FIICiI1ty 5erYk. 
($mlUioIW) 

1989 
1990 
1991 
1992 
1993 

5 Year 

$ 0 
6 

11 
53 
61 

The $250 figure 
was derived based 
upon discussion 
with a number of 

Total $ 130 

"Total does not add due to rcxmlng 

managers of resi-
dential long-term care facilities. It was concluded that 
HRF services would represent approximately 65-70% 
of the resource consumption associated with the 
operation of a SNF. 

The construction costs associated with an HRF bed 
were considered to be equivalent to those of an SNF. 
Therefore, the dollar amount is the same as an SNF 
bed, $117,000. Sixty beds from new construction are 
added in 1990; 42 in 1991; additional beds are added 
in 1992. 

Outpatient Physician Visit.! 
hfETHODOLOCy:The ~------------------------------------~ 

F.gure9 
Estimated CoR of 

Outpatient PbymciaD ViR .. 
($ mUHons) 

5 Year 

New York State De­
parunent of Health 
has approved the 
following outpatient 
rates for AIDS 
Designated Centers 
(operating compo­
nent only, excludes 
capital): 

1989 $88 
1990 
1991 
1992 
1993 

Total 

Initial visit (l/lifetime) 
Subsequent visit (l/year) 
Intermediate visit (6/year) 
Routine visit (unlimited) 
Therapeutic visit (unlimited) 
Transfusion - blood (proposed rate) 
Infusion - chemotherapy 

(includes selected pharmaceuticals) 

$264.14 
$24~.45 

S174.W 
$ 66.21 
S ~~.54 

. $258.05 
S 89.27 

94 
99 

105 
110 

$.96 



Except for blood transfusion visits, Table 7 
(Appendix A) applies these rates to the estimated visit 
volumes. The distribution of physician visits per 
patient was developed with assistance from c:linicians 
currently caring for AIDS patients. 

Other key auumptions include: 
• Physician visits include visits to all sites, e.g., 

physician offices, hospital clinics and other out­
patient settings. 

• AIDS Designated Ce'nter rates are applied to each 
visit regardless of site so as to include the cost of 
ancillary services such as laboratory tests or radi­
ology procedures. 
According to a cost analysis performed by the 
Greater New York Hospital Auoc:i.ation in 1988, the 
average true cost of a blood transfusion visit is 
$SOS,OO This has been used to determine the cost of 
this service. 

• Costs do not include the cost of most chemothera­
peutic agents. 

Supportive Houaing 
MErHODOux:r. The operational costs of three types of 
supportive housing have been included in this report: 
scatteMite, group housing and clustered apartments. 
The per client per year operating costs for scatter-site 
and group housing, $40,000 and $22,000 respectively, 

,-____________ ---, are based on the 

New York City 
Human Resources 
Administration's 
experience of costs 
associated with the 
operation of Bailey 
House (a group 
home for persons 
with AIDS) and the 
average cost of 
operating scatter­
site apartments for 
similar popula-

FIpre 10 
""FAtimated eo. of Supportive Houing 

($ miDku.) 

1989 
1990 
1991 
1992 
1993 

Total 

5 Year 

$ 2 
3 

41 
86 

100 

$233 

"Total cto. not add due to I'OU'ldIng tions. 
There are no 

cluster apartments 
for persons with AIDS in New York City at this time. 
The level of services associated with cluster 
apartments would be between those provided in a " 
group home and those in scatter-site apartments. The 
operational cost for this type of housing has been 
estimated to be $!O,OOO per client per year. 

The projected units of needed supportive housing 
were multiplied by $65,000 to arrive at the estimated 
capital cost of building new housing units. It was 
assumed that due to the severe housing shortage in 
New York City, "current housing stock is not available 

for this type of use and must consequently be 
constructed. The $65,000 was based on estimates 
provided by architectural consultants and the 
Partnership for the Homeless. The capital costs have 
been amortized over a 25 year period. 

Home Health Care Servica 
M~THODOLOGY: r----------------, 
Home care costs 
are generally cal­
culated in terms of 
hours and/ or 
visits. However, in 
order to compare 
the cost of home 
health care ser­
vices to the cost of 
institu tionalized 
long-term care 
services a per 
diem cost for 
home health care 

Hprell 
FAmal_ Colt of 

Home HMlIb Care Senkes 
<* .. 11 .... ) 

5 Year 

1989 $70 
1990 88 
1991 121 
1992 161 
1993 194 

Total $~ 

had to be devel- L-____________ ---I 

oped. In order to develop these costs, weighted 
average costs of daily care for intermediate and high 
levels of home care services were developed. The total 
cost includes personnel costs and an estimated cost 
for basic supplies and pharmaceuticals. Home care 
costs usually reflect only personnel costs; supplies 
and pharmaceuticals are billed separately. For this 
analysis, basic average costs have been combined to 
reflect the full cost of home care. However, cost of 
expensive prophylactic pharmaceuticals and most 
equipment costs are not included. 

The definition of intermediate and high levels of 
home health care services and the range of costs 
within each group are: 

Intermediate: This level of care is equal to that 
provided in an HRF setting. For the purposes of 
calculating costs it includes at the lowest level 
intermittent visiting nurse (VN) visits (once every two 
weeks) and ranges up to 60 hours of paraprofCllional 
service per week with periodic VN visits at the highest 
level. The cost ranges from S6.!6/day (for someone 
receiving periodic nursing visits only) to Sl28.20/day 
(for 60 hours/week of paraprofessional service and 
periodic VN visits). 

High: This level of care is equal to that provided in a 
SNF setting. For the purposes of calculating costs it 
includes 61 or more hours/week of paraprofessional 
service and can include a maximum of 24 hours/day 
registered professional nursing service and one VN 
visit per week. The costs range from $137.02/day to 
$l,063.15/day (for 24 hours/day RN services plus 
weekly VN visits). 
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An -avelrage cost per day" for each level of care was 
calculated using a sample of 150 Visiting Nurse 
Service AIDS home care cases. The actual costs for 

I 

each level of service during a one month period were 
totalled apd divided by the average length of home 
health OUie enrollment for cases within that category 
to derive average ca.tI per day. 
'The entimated average personnel cost per 
enrollmeillt day for an intermediate level of care is 
$89.00 and for a high level of care $358.00. The rates 
used to ailculate ca.ts were: 

RNvisil, 
Home ;~ttendant/ 
home health aid 

Continuous RN 
Continl~ous LPN 

$95.38/visit 

SI4.I6/hour 
$4~.7~/hour 
$!0.81/hour 

Calculations for supplies and pharmaceuticals were 
based on a range of supplies used from the least costly 
(gloves) to the most costly (total parenteral nutrition) 
and the number of cases utilizing each with the total 
cost spreli~d over the study sample to allow for services 
within the range. High cost pharmaceuticals, e.g., 
AZT, were not included and are discussed separately 
in this rel!>OrL 

Days of enrollment at each level of service were 
defined I.,y the Needs Assessment Work Group (see 
report). 

Days C)f home health care enrollment (and 
consequ~tntly, the total costs of home health care per 
year) may be overcounted to the extent that 
hospitalli~tion occun periodically over the course of 
an individual's stay at home. (See Needs Assessment, 
AppendilC 4.) 

Figure 15 

It is recognized that this approach obscures one of 
the major advantages of home health care which is . 
flexibility of services offered. The care needs of HIV­
infected patients are very labile and home care can be 
adjusted quickly to respond to those changing needs 
However, for purposes of cost comparison, this 
methodology assumes that a patient receives the 
same level of home health care services throughout 
the entire enrollment period. 

Prophylactic PharmaceuticaJa and Blood Tranat'u8iou 
METHODOLOGY: 

Currently, there 
are only a few 
drugs such as 
zidovudine (AZT) 
and aerosol pen­
tamidine that 
show promise of 
delaying or pre­
venting the onset 
of HIV-related 
symptoms and 
prolonging life 
for HIV-infected 
individuals. 

fIpIe 12 
r..timatecl eo. of Pn»pbylactic: 

PbannIIceuticals and Blood 1nMfuic,.w 
($ miDiolll) 

5 Year 

1989 $ 172 
1990 176 
1991 161 
1992 164 
1993 186 

Total $899 

However, many L... ____________ ---' 

pharmaceutical companies are in the process of 
developing drugs that are expected to be more 
efficacious than anything currently available and 
therefore, will prevent or drastically reduce the 
progression to HIV disease. Most of these new drugs 
will be extremely expensive. Some predict that they 
may cost $11,000 or more per year per person. 

The following 

Allocation of Costs by Source of Func:t. 
($ milUOIII) 

analysis estimates 
what the pharma­
ceutical costs for 
AZT and pentami­
dine or similar 
prophylactic drugs 
might be in New 
York City if such 
drugs were given, 
when tolerated, to 
all persons with 
CDCdefined AIDS 

Services Federal State 

AcuteCorl9 $1.206 $ 543 
SNFCore 112 89 
HRFCore 62 49 
MDVIsIts 136 61 
Home Hth ,Core 301 216 
Proph. drUgs 246 111 
& blood wc:r.sf. 

$2.D63 $1.069 
~ Health Core Costs 30% 16~ 

SupportivEI Housing 

'Includes self-pay. phIIonttYopv and olher Insul9!'S. 

aty 

$ 791 
22 
12 
89 
54 

161 

$1.129 
17~ 

PrIvate 
InstIer5 

$1.296 

146 
63 

264 

Other-

$572 
12 
7 

64 
o 

116 

$772 
1l~ 

Total 

$4~ 
235 
130 
496 
634 
899 

$6.803 

233 
Total $7,036 

and to those HIV­
infected persons 
who have a CD4 
cell count of 200 or 
less. For this calcu­
lation, existing 
drug cost have 
been used; all 



other associated expenses such as supplies, laboratory 
tests and the COlt of office visits have been excluded 

The COlt of expensive drug therapies, such as AZT 
and pentamidine, are not included in institutional or 
outpatient reimbursement rates. Thus, the costs 
identified in this section are in addition to other COlts 
for AIDS and HIV-related services. 
AssUMPTIONS: Fifty-five percent of all CDC-defined 
AIDS patienta will tolerate AZT at 75 percent of the 
full dose or have a similar drug cost (-$6,000/ 
year/patient.) 

Ten percent of all symptomatic and asymptomatic 
HIV-infected penons will have CD4 cell counta of 200 
or less. Of these, 75 percent will tolerate AZT at the 
full dose or have a similar drug cost (-$8,000/ 
year/patient). 

visit is based on a cost analysis of transfusion visits 
performed by the Greater New York Hospital 
Association in early 1988. It includes the cost of two 
units of packed cells, disposable supplies, 
compatibility testing and staffing costs. Some 
hospitals, however, routinely give three or four units 
of packed cells during each transfusion which 
increases the costs ($4!7 and $569, respectively). 
Currently, hOlpitals that are designated AIDS centers 
are reimbursed at $179 per transfusion visit, 
regardless of the number of units of packed cells 
given. 

Paying/or Needed Services, Source cf Funding 
This report estimates the cost of caring for penons 

All HIV-infected r---------------__ =---.,.---------------, 
persons with a CD4 
cell count of 200 or 
less will receive pen­
tamidine (3$1,200/ 

Eat1mated ea.t AUocaUOD by Payor 
($ mlllloDS) 

year / patient) . 

eo. of Blood 
T .... fuiou 
A..ociated with 
AXr Treatment 

AZT is a highly toxic 
antiviral drug that is 
used to treat many 
persons with HIV 
disease. One of the 
side effects of taking 
AZT is that it causes 

Payor 
Class 

Self Pay 
Medicare 
Medicaid 
Blue Cross 
Corrvnerclal 
No Charge 
Other 

Acute 
Care 

$ 331 
119 

2.174 
1.036 

260 
66 

423 

$4A09 
SUpportive Housing 

SNF 
Core 

$ -

223 

12 

$235 

HRF 
Care 

$-

124 

6 

$130 

MD 
Visits 

$ 37 
13 

245 
117 
29 

7 
48 

$496 

Home 
Hlth. 

Care 

$-
32 

538 
32 
32 

$634 

Proph. 
Pharm. 

$ 67 
24 

443 
211 

53 
13 
86 

$899 

Totcl 

Total 

$ 435 
188 

3.747 
1.396 

374 
86 

576 

$6.803 
2JJ 

$7,036 

severe anemia which L-_________________ ...,....-______ ---------~ 

must be treated by AIIocGIIonbyl'ayorMbc AlocallonIoSoUIC.olFundl 

1. Ac:". Ccn: giving repeated blood 
transfusions. The ad­
ditional cost of blood 
transfusions is esti­
mated to be $94 mil- 2.1NF: 

lion. 
ASSUMPTIONS: Twen ty_ 3. HIF: 

five percent of all 
penons receiving AZT 4. SUppoIttve 

will require blood ~ 
transfusions. 5. PhpIckl'l 

Each person need- VIllI: 

ing blood tran s- 6. Home HeaItI Cc:n: 

fusions will be trans-
fused on the average 
I! times/year. 

The estimated cost 
for each transfusion is 

7. Plaphylacllc 
IlharmacNlcalia 
IIood tKlnllUllonl: 

49.30'1. MedicaId. 
2.~ MedIccn. 
23.5'" Blue Croll. 
24.5'" other". 

Same aIIooatiol. 01 
acut.cxn. 

~MedIcaid. 
5'" MedIcare. 
5'" PrNate InIllonce. 

Same allocation 01 
acu18care. 

$305. This cost per ·Sourc.: ·A1OSInNew'lblkSlal.~ 1987," NVSIDOH. 
·p.76. 

1. Acll. 
Cc:n 

2._ 
ca. 

3. HRF 
Cc:n 

.c. HousIng 

SeltPay: 
MedIcare: 
Medicaid: 
BlueCrou: 
ComnwdaI: 
No Charge: 
Other. 

MedIcaId: 
Other: 

5. PhysIcian VIIh 

6. Home 
IMaIIh 
ca. 

Medlc:are: 
Medicaid: 
BueCrou: 
Commerc:IaI: 

7. PIophyIactlc 
fItIannoceutlcall and 
IIood TranIfUIIons 

75'" City. e.g .. 1+tC. 25'" other 
1001. Federal 
501. Federal. ~ State. 25'" City 
1001. PrM:H InaJIIM 
1001. PrM:H InaJIIM 
1001. Other 
1001. Other 

501. Federal. ~ State. 1"'" City 
l001.01her 

501. Federal. ~ State. 1"'" City 
1001. Other 

Not aIocated bv pofOIt 

Same allocation 01 acute CCIIe 

1001. Federal 
501. Federal. 4Of. State. 10'4 City 
1001. PrNate inIuIwfI 
1001. PrNate inII.MM 

Some oIIooatlon os acute care 
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with AIDS and IDV-related illness to be S7,O~6 million 
over the p~riod 1989-199~. The costs of providing this 
care will be distributed across Federal, State and City 
governmenU and private health insurance plans. 
Costs will also be borne by individuals and at times by 
philanthropy. 

Because the epidemic will, in the future. fall 
disproportionately on public insurance plans and 
public medical care tacilities it is likely the New York 
State and City governments will bear a significant 
portion of the $7,O~ million. 

Significant capital resources-$712 million-are 
needed over the next five years to pay for the ca.t of 
constructing new facilities. A combination of City, 
State, Federal and private resources needs to be 
developed quickly to assure that this level of 
borrowing can be achieved and at reasonable interest 
rates. 

Additioru&l WorIc Required 
As better infonnation on needed services and unit 

costs of services are identified, refined estimates 

should be developed. 
This report does not iriclude cost estimates for 

many clinical services closely associated with the HIV 
epidemic such as mental health services, dentistry. 
and IDV counseling and testing. Nor does it estimate 
the colt of providing vital non-clinical HIV related 
semces such as community-based support semces. 
research and epidemiological studies, prevention and 
education programs, legal and anti-discrimination 
services and administrative and coordinating 
activities. Future work should include cost estimates 
of these services. 

The Cost Assessment Work Group discussed but did 
not analyze in detail the cost of alternative scenarios 
that substitute one set of services for another. Such 
an analysis is warranted to identify the potential for 
ca.t savings. 

The estimated cost allocation by payor warrants 
further study. 



TULI 1 

SUKKARY or COSTS or MAJOR SERVICES 

1989-1993 

1989 1990 1991 1992 1993 5 Year Total 

Acute Care '628,109,082 $ 182,411,012 $ 955,138,434 $ 937,701,921 $1,105,437,024 $4,408,863,533 

Blr Care 6,197,700 10,536,090 52,593,952 60,737,460 130,065,202 

'" 
Sir Care 20,555,340 26,353,000 26,353,000 75,015,344 86,884,235 235,160,919 

0) 
labulatory 87,571,294 93,519,586 99,486,310 105,092,396 110,508,961 496,238,607 c:.c 
Boae Health 70,468,950 87 ,835,530 121,260,924 161,023,373 193,848,960 634,437,737 

Housing 2,200,000 3,000,000 41,330,016 86,406,984 99,880,812 232,817,872 

Pharaaceutical 171,505,484 176,191,889 180,543,229 184,012, 719 186,302,859 898,562,241 

Total $980,410,150 $1,115,640,771 $1,434,648,063 $1,601,846,149 $1,843,600,371 $1,036,146,111 

Nf W YORK CITY A\o~; TA~K fORCE 
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TABLE 2 

ACUTE CARE COST PROJECTIONS 

1989-1993 

Capital Annualized 
Total ADC Incre.ental Total Operational Cost Capital 

Year Beds • 90' Bed • Pt Days Costs Per Die. Costs Total Cost 

1989 2,421 2,179 721 795,299 $ 598,064,472 $ 82,314 $30,044,610 $ 628,109,082 

1990 3,016 2,714 595 990,756 $ 745,048,512 $102,544 $37,428,560 $ 782,4.17,072 

1991 3,657 3,291 641 1,201,325 $ 903,396,024 $141,760 $51,742,410 S 955,138,434 

1992 3,466 3,119 0 1,141,700 $ 885,959,510 $141,760 $51,742,410 S 937,701,921 

1993 4,016 3,614 550 1,319,256 $1,023,742,656 $223,820 $81,694,368 $1,105,437,024 

Assu.ptions: 

(1) Reflects develop.ent of long ter. care alternatives. 
(2) Current AIDS beds (1,700) .tay in syste. and continue to receive $34 per di •• capital r.iaburs •• ent. 
(3) New beds added to sy.te. in 1989-1990 co.e froa existing capacity and stay in syste •• 
(4) .ew beds in 1991 result fro. renovation of existing facilities and stay in sy.tea. 
(5) New beds fro. 1992 forward result fro. construction of new facilities and .tayin .y.t ••• 
(6) Total reflect. tb. auaaation of current and increaental costs. 
(7) Operational coats are projected at $800/acute care day. For 1989-91, ALOe day. represent 10' of total days 

at 40' of tbe acute care coat. For 1992-3, ALOe days represent 5' of total days at to, of tbe acute care 
cost. 

(8) Operational cost. ba.ed on a ... ple of voluntary and .unicipal bospital rates (net of Bad Debt and Cbarity 
Care funds) trended to 1989 dollars using tbe IVS Medicaid trend. 

(9) 1992 is a leap year. 
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T1BLE 3 

lCUTE ClIE C1PIT1L COST PROJECTIONS . 
1989-1993 

Capital Per Die. Per Die. Per Die. Per Die. Total 
Pass Thru Bed Incr ••• ntal Capital Capital Capital Capital Per Die. Annualized 
Year Ne.d Bed. Co.ts Cost Co.t Cost Capital Capital 

(see note 2) (see note 3) (see not. 4) (see note 5) Co.t Cost 

1989 2,421 721 $57,800 $24,514 NIl NIl $ 82,lU $30,044,610 

1990 3,016 595 $57,800 $44,744 NIl NIl . $102,544 $37,428,560 

1991 3,657 641 $57,800 $44,744 $39,216 NIl $Ul,760 $51,742,410 

1992 3,466 0 $57,800 $44,744 $39,216 NIl $141,760 $51,742,410 

1993 4,016 550 $57,800 $44,744 $39,216 $82,060 $223,820 $81,694,368 

lssu.ptions: 

(1) Reflect. de •• lopaent of long ter. care alternatives. 
(2) Current bed. (1,700) .tay in sy.te. and continue to receive $34 per die. capital reiabur ••• nt. Figure 

ba.ed on a.erage pa •• through a.ount. attributable to current capacity. 
(3) ldditional bed. add.d to .y.te. in 1989 - 1990 co.e fro. existing capacity and al.o r.c.i.e an id.ntical 

$34/day capital r.iabur •••• nt. 
(4) New beds in 1991 r.sult fro. r.novation of existing facilities and carry a $61/day capital r.i.burs •• ent. 
(5) I.w bed. fro. 1992 forward r •• ult fro. new hospital construction and carry a $149/day capital 

rei.bur.e •• nt. 
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TABLE 4 

ESTIMATED COST OF SKILLED NURSING FACILITY SIIVICIS 

1989-1993 

Required Actual Actual Operational 
Year Sir Beds SNr Beds Pt Days Cost. $350 

1989 307 156 56,940 $19,929,000 

1990 382 200 73,000 $25,550,000 

1991 463 200 73,000 $25,550,000 

1992 548 548 200,568 $70,007,000 

1993 633 633 231,044 $80,865,750 

Assoptions: 

(1) Beds fro. new construction enter into syste. in 1992. 
(2) Increase of 44 beds in 1990 results fro. current syste. capacity. 
(3) Average Daily Census (ADC) is calculated at 100' occupancy. 
(4) 1992 is a leap year. 

AlmuaUze4 Total Cost 
Capital Cost Projection 

$ 626,340 $20,555,340 

$ 803,000 826,353,000 

$ 803,000 $26,353,000 

$5,008,344 . $75,015,344 

$6,018,485 $86,884,235 
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TABLE 5 

ESTIMATED COST or BEALTB IELATED FACILITY SERVICES 

1989-1993 

Required Aetual Actual Operational 
Year Blr Beds. Blr Beds Pt Days Cost , $250 

1989 285 0 $ 

1990 355 60 21,900 $ 5,415,000 

1991 430 102 37,230 $ 9,307,500 

1992 509 509 186,294 $46,446,250 

1993 588 588 214,620 $53,655,000 

lssUllptions: 

(1) 60 beds fro. ne. construction enter syste. in 1990. 
(2) 42 beds fro. new construction enter syste. in 1991. 
(3) Additional beds fro. ne. construction enter .yste. in 1992. 
(4) A.erage daily cenlus (lDC) calculated at 100' occupancy rate. 
(5) 1992 is a leap year. 

Annualized 
capital Cost Total Cost 

$ $ 

$ 122,100 $ 6,191,700 

$1,228,590 $10,536,090 

$6,141,702 $52,593,952 

$7,082,460 $60,737,460 

~F~WYOm\ CITY AEJS TASI{ FORrr. 
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TAIU 6 

1989-1993 

1m' .. ,..~ JDDII.lipd SNF Per Dis New Per'Diea 
Bed IIIr c.pital OIpital Bed CUmlDt Capital SNF Clpital 

Year Need Beds a.t a.t Need Beds Coat Beds eo.t 
( ... DOte 3) (see DOte 4) (see DOte 3) 

1989 285 0 $ $ 3111 156 $1,716 $ -

1990 355 60 S 1," S 722,700 382 200 $2,200 S -

1991 430 42 $ 3,. $1,228,590 463 200 $2,200 S -

1992 509 4t1I $16,m $6,147,702 548 200 $2,200 3f.8 SU, .. 

1993 588 79 $19,. $7,082,460 633 200 $2,200 85 $14,289 

~: 

(1) Beds fraa ... amtruct:i.cD _ raaatim enter: aystea heg:imiqr in 1990 (BRF) 1DIl1992 (M'). 
(2) IDcreUIe of " ...... in 1990 results fraa curreot spt. capacity. 
(3) ... bed amtruct:i.cD fer !loth .. and.., carry a $33/_ capital ~t. 
(4) OJrreDt ____ caplCity CIIlTieIID $111_ capital ~t. 
(5) 1992 is a l.eQ }WI!'. 

Total 
__ lized 

Per'Di.ea c.pital 
c.pital a.t 
a.t 

$1,716 S 626,340 

$2,. S 803,000 

$2,. S 803,000 

$13,. S5,008,34f, 

$16,489 $6,018,485 



TABLE 6A 

SUKIARY or LONG TER" CARE CAPITAL COST PROJICTIOIS 

1989-1993 

Coabined HRr , SNr Costs 
Year Per Die. bnualized 

1989 S 1,716 S 626,340 

1990 $ 4,180 $ 1,525,700 

1991 $ 5,566 $ 2,031,590 

l\) 1992 $30,481 $11,156,046 
-.J 
c;\ 1993 $35,893 $13,100,945 

NEW YO,.r\ CI TY AI DS Tr SJ< t QRCE 
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1S~1993 

AIDS ta.gntd AIIIual , 
Center Rate 'M/l't !list. 1989 1990 1991 1992 1993 

1. !IV ~tic Visita 556,596 513,840 464,254 407,531 343,168 

IDitial $264.14 ° '" $ - $ - $ - $ - $ -
SUbaequmt $243.45 ° '" $ - $ - $ - $ - $ -
Intenad:iate $174.30 ° '" $ - $ - $ - $ - $ -
RautiDe $ 6f;.21 4 100II $36,852,221 $34,021,346 $JO,738,257 $26,982,628 $22,721,153 
TraDsfusien* $305.00 0 0\1 $ - $ - $ - $ - $ -
Total 4 100II $36,852,221 $34,021,346 $31),738,257 $26,982,628 $22,721,153 

2. !IV ~tic Visits 182, ~:> 208,620 235,020 261,420 287,820 

IDit:W. $264.U 0.5 10\1 $ 4,913,274 $ 5,622,948 $ 6,334,508 $ 7,046,069 $ 7,757,630 
SUbseIr .JeIlt $243.45 0.5 10\ $ 4,528,418 $ 5,132,504 $ 5,838,328 $ 6,494,153 $ 7,149,977 
Intermediate $174.30 2 41' $12,968,631 $14,841,823 $16,719,994 $18,598,166 $20,·176,337 
bit : " $ 66.21 1.9 3~ $ 4,679,980 $ 5,355,957 $ 6,033,731 $ 6,711,505 S 7,31l9,279 
Trat.: . -.* $305.00 0 0\1 $ - $ - $ - $ - $ -
Total 4.9 100II $27 , 090,303 $31,003,231 $34,926,562 $38,849,893 $42,773,224 

3. AIDS V:i.si ts 195,597 236,376 279,972 324,990 372,627 

IDit:W. $264.14 ° 0\1 $ - $ - $ - $ - $ -
Subsequent $243.45 1 5% S 2,441,953 S 2,951,063 $ 3,495,343 $ 4,057,375 $ 4,652,105 
InteE1lll!diate $174.30 6 31\ $10,490,018 $12,677,027 $15,015,114 $17,429,464 $19,984,273 
RautiDe $ 66.21 11.5 5~ $ 7,637,461 $ 9,229,755 $10,932,045 $12,689,e;.;.'l $14,549,938 
Transfusia1* $305.00 1 5% $ 3,059,338 $ 3,697,163 $ 4,379,049 $ 5,083,177 $ 5,828,268 

Total 19.5 100II $23,628,770 $28,555,009 $33,821,551 $39,259,875 $45,014,584 

4. All !IV , AIDS Visits 934,483 958,836 979,246 993,941 1,003,615 

IDitial $264.14 $ 4,913,274 $ 5,622,948 $ 6,334,508 $ 7,046,069 $ 7,757,630 
SUbaequmt $243.45 $ 6,970,372 $ 8,133,567 $ 9,333,671 $10,551,528 $11,802,082 
~te $174.30 $23,458,", $27 ,518, 8SO $31,735,108 $36,027 , 629 $40,460,610 
RautiDe $ 66.21 $49,169,662 $48,60'7, 0S8 $47,'704,033 $46,363,992 $44,660,370 
~. $305.00 $ 3,059,338 $ 3,697,163 $ 4,379,00 $ 5,083,177 $ 5,828,268 

Total. $87 ,571,294 $93,579,586 $99,486,370 $105,092,396 $110,508,961 

AssuIIptials : 

(1) Estiate of IIIIIUIl. physician visits at all prorider sites (i.e. baspital and Ilal"iDIpital based). 
(2) AIDS Designated Center allbl.l.latary care rates as DOted. 
(3) AIDS Designated Center IIItWatory care rates fer n.its regardless of site to IICICXQIt fer laberatory and radiology ccsts. 
(4) Costs do oot iDclude che!rltherapuetics. 
(5) 'I'ransfusial cnsts based en CJmIl ~. (1988). NEW YORK CITY AIDS TASK FORCE. 
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IDBDG tIIl'I'S 
Year Total scat... ~ Clusta' 

1989 64 ~ .. 
1990 93 40 . 53 

1991 1,092 360 m 360 

1992 2,283 153 776 153 

1993 2,639 m 891 m 

DIU 8 

EST:qIlftl) <mTS CI SlJPIICIt'l'IYB JID]JI; 

1989-1993 

<JIIRATIaaL <mTS 
Scatte!' cm.p Cluster' ToW. 

($22,000) ($40,000) ($30,000) 

$ 440,000 $ 1,760,000 $ 2,200,000 

$ 880,000 $ 2,120,000 $ 3,000.000 

$ 7,927,m $14,851,200 $10,810,800 $l3,589,g 

$16,574,580 $31, oa, 800 $22,601,700 $7O,225,oeo 

$19,159,140 $35,890,400 $26,126,100 $81,175,640 

(1) New mits frc:a 1991 f~ are d:i.striblted u 3~ acatter, 3A gmJp, _ 3~ cluster'. 
(2) o..tructitlD cmta of. $65,000 ,.. UDit are -.tiacl fcx' 25 J8Il'S at 10\ interest. 
(3) lXUting mit. ~ in .,.. during projecticm period. 

IIDaal Total 
llatizaticm Ib.uag 

oa.t oa.t 

1/1 $ 2,200,000 

1/1 • 3,000,000 

S 7,740,096 $U,3lO,016 

$16,181,904 .,.,984 
$18,'lm,212 $99,880,872 

NEW YORK CITY AIDS TASK fORCE 
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TABLE 9 

ESTIMATED COST OF HOKE HEALTH ClRE 

1989-1993 

ElfROLLlIIlfT DlYS 
Inter.ediate High Total Cost 

_ S89 _S358 

1989 346,800 110,625 S 70,468,950 

1990 432,720 137,775 S 87,835,530 

1991 600,707 189,380 $121,260,924 

1992 792,499 252,768 S161,023,373 

1993 954,040 304,300 $193,848,960 

lssu.ptions: 

(1) To account for the lact of housing alternatives, home care services as projected by the leeds lsse.s.ent 
wort Group .ere reduced a. follows: 1989 - 1990 _ 75' of need; 

1991 • 85' of need; 
1992 • 96' of need and 
1993 • 100' of need. 



TABLE 10 

PROJECTED COISTRUCTION COSTS 

1989-1993 

Icute SI!' . HRr Housing Total 

1989 I/A I/A I/A 1/1 $ 

1990 1/1 I/A $ 7,020,000 1/1 S 7,020,000 

l\) 1991 $140,473,000 I/A $ 4,914,000 $ 64,935,000 $210,322,000 

~ 1992 1/1 $40,116,000 $47,619,000 $ 77,415,000 $165,750,000 c.:= 
1993 $293,942,000 $ 9,945,000 $ 9,243,000 $ 23,140,000 $336,270,000 

Total $434,415,000 $50,661,000 $61,776,000 $165,490,000 $712,342,000 

Nt VYC{K CITY A.IDS TASf\ FO:{CE 



TABLE 11 

PROJECTED COST OF PROPHYLACTIC 'PHARMACEUTICALS AND ASSOCIATED BLOOD TRAHFUSIOHS FOR HIV+ lID CDC-DEFINED lIDS PATIENTS 

1989-199J 

l. PROPHYLACTIC Pbl\kHACEUTICALS 

AIDS PAtient. HIV Infected Patients HIV+ " AIDS Patient. Tot.l Patients , Costs 

HIV+ , That Total , That Total 
, That Patients Tolerate Patient. Tolerate renta. Patients Cost of 

AIDS Tolerate AZT Cost Vith AZT • AZT Cost !fith Penh .• Cost, Receiving AZT , 
Year Patients AZT • 55' • $6,000 CD4 <200 75\ • $8,000 CD4 <200 at 65' $1,200 Phar •• c. Penta. 

1989 8,345 4,590 $27,538,500 17 ,666 13,249 $105,995.400 26.011 16,907 $20,288,502 34,746 $153,822,402 
1990 10,241 5.633 $33,795,300 17,124 12.843 $102,744.000 27,365 17.187 $21,344, "00 36,263 $151,884,000 
1991 12,338 6,786 StO,715,400 16,412 12.309 $ 98.474,400 28,150 18,688 $22,425,312 37,783 $161,615.:12 
1992 14.536 7,995 $47,968,800 15,522 11,642 $ 93,133,800 30,058 19.538 $23,445,474 3S,174 $164,548,074 
1993 16,790 9,23S $55,401,000 14,441 10,831 $ 86,646.000 31,231 20,300 $24,360,180 40,365 $166,413,180 

2. BLOOD TRAISFUSION COSTS ASSOCIATED VITH AZT 3. TOTAL COSTS 

Patient. 25' That Transfusion 
Receiving Require Costs (13 

Year AZT Blood • $305 each) Year Total 

1989 17,839 4,460 $17 ,683,082 1989 $171,505,484 
1990 18,06 4,619 $18,313,889 1!l90 $176,197,889 
1991 19,095 4,774 $18.928,117 1991 $180,543,229 
1992 19,637 4,909 $19.464,105 1992 $184,012,779 
1993 20,065 5.016 $19.889,679 1993 $186.302,859 

Assumption.: 

(1) Ambulatory vi.it. and associated costs required to administer and monitor the i.pact of the pharaaceuticals are excluded. 



TIIU 12 

1989-1990 

Acute CUe 
_can _care 

JIIbulatoly a.ellalltb ~ 'I'oUl* 

Self Par S 1lO,,",765 S $ - $ 37,217,896 $ $ 61,392,168 S C5,274,829 

Ifedicue S 119,039,315 S $ - $ 13,398,CG $ 31,721,887 $ 2&,261,180 $ 188,ao,82& 

Mediai4 $2,173,569,722 $123, 561, 9G $223,402,873 S2",~,633 $539,272,0'16 $M2,991,185 $3,747,ce,C1 

l\:) 
81m cr:.. $1,036,082,930 $ $ - $116,616,073 $ 31,721,887 $211,162,12'1 $1,395,583,017 00 .... 

cial $ 260, 122, 9C8 S $ - $ 29,278,078 S 31,721,887 $ 53,015,1'12 $ 374,138,085 

No a.roa S ",132,953 S $ - $ 7,4&3,579 $ S 13,478,434 S 87,054,966 

0tbeI: S W,S,"" $ 6,503,260 $ 11,758,046 $ 47,638,906 $ $ 86,261,9"15 $ 575,m,086 

$4,.,863,532 $1lO,O65,202 $235,160,919 $&96,238,607 $63C,C7,737 $898,562,2&1 . ",803,328,238 

*EIcloo. suwcrti- bOUl:illg oaeta of $232,817,872. 

NEW YORK CITY AI DS Tf·S!" FORCE 
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TABLE 13 

ESTIKlTED COST or ACUTE CARl BY PAYOR 

1989-1993 

Expected 
Payor * 1989 1990 1991 1992 1993 Total 

Self Pay 1.50' S .7,108,181 $ 58,685,180 $ 71,635,383 $ 70,327,6" $ 82,907,177 S 330,6U,765 

Kedicare 2.10' $ 16,958,9.5 $ 21,126,881 $ 25,788,738 $ 25,317,952 $ 29,846,800 S 119,039,315 

Medicaid .9.30' $309,651,777 $385,761,196 $UO,883,2" U62,281 ,0.7 $ 5 •• ,980,453 $2,173,569,722 

Blue Cross 23.50' $1.7,605,63. $183,882,112 $224,457,532 $220,359,951 $ 259,177,701 $1,036,082,930 

Co.ercial 5.90' S 37,058,.36 $ .6,166,147 $ 56,353,168 $ 55,32.,U3 $ 65,220,78. $ 260,122,9.8 

10 Charge 1.50' S 9,.21,636 $ 11,737,156 $ 14,327,077 $ 14,065,529 $ 16,581,555 S 66,132,953 

Other 9.60' $ 60,298,.72 $ 75,117,799 $ 91,693,290 $ 90,019,3" $ 106,121,954 $ .23,250,899 

Total 100.00' $628,109,082 $782,477,072 $955,138,.3. $937,701,921 $1,105,.37,02. $.,.08,863,533 

* Source: AIDS II III YOII STITI TBROUGB 1987. lew York State Depart.ent of Health, 1987. Percentages taken 
fro. table titled "HIV/AIDS Hospitalizations by Pri.ary Expected Payor by Year" OD page 76. 



Expected 
Payor 1989 

Jledicaid 95.00' $0 

Other 5.00' $0 

l\i Total 100.00' $0 
(X) 
~ 

TULI 14 

ISTI~TBD COST OF BRF CAli BY PAYOR 

1989-1993 

1990 1991 1992 

$5,887,815 $10,009,286 $49,964,254 

$ 309,885 $ 526,805 $ 2,629,698 

$6,197,700 $10,536,090 $52,593,952 

1993 Total 

$57,700,587 $123,561,942 

$ 3,036,873 $ 6,503,260 

$60,737,460 $130,065,202 

NEW YORK CITY AIDS TAS!( FORCE 
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TABLE 15 

ESTIMATED COST or SNr CARE BY PAYOR 

1989-1993 

Expected 
Payor 1989 1990 1991 1992 1993 Total 

Medicaid 95.00' $19,527,573 $25,035,350 $25,035,350 sn, 264, 577 $82,540,023 $223,402,873 

other 5.00' $ 1,027,767 $ 1,317,650 $ 1,317,650 $ 3,750,767 S 4,344,212 $ 11,758,046 

N Total 100.00' $20,555,340 $26,353,000 $26,353,000 $75,015,3" $86,884,235 $235,160,919 
(X) 
~ 



TABLE 16 

ISTIIlATED COST or AlfBULATORY CARl BY PAYOI 

1989-1993 

bpectecl 
Payor* 1989 1990 1991 1992 1993 Total 

Self Pay 7.50' S 6,567,847 $ 7,018,469 $ 7,461,478 $ 7,881,930 $ 8,288,172 $ 37,217,896 

Medicare 2.70' $ 2,364,425 $ 2,526,649 $ 2,686,132 $ 2,837,495 $ 2,983,742 $ 13,398,442 

Medicaid 49.30' $43,172,648 $46,134,736 $49,046,781 $ 51,810,551 $ 54,480,918 $244,645,633 

~ Blue Cro •• 23.50' $20,579,254 $21,991,203 $23,379,297 $ 24,696,713 $ 25,969,606 $116,616,073 g, 
c.n 

Co .. ereid 5.90' S 5,166,706 $ 5,521,196 $ 5,869,696 $ 6,200,451 $ 6,520,029 $ 29,278,078 

80 Charge 1.50' S 1,313,569 $ 1,403,694 $ 1,492,296 $ 1,576,386 $ 1,657,634 $ 7,443,579 

Other 9.60' $ 8,406,844 $ 8,983,640 $ 9,550,692 $ 10,088,870 $ 10,608,860 S 47,638,906 

Total 100.00' $87,571,294 $93,579,586 $99,486,370 $105,092,396 $110,508,961 $496,238,607 

* A •• uae ..... payor aix a. acute care co.t •• 

NEW 'lOR!\ CITY AIDS TASK FORCE 
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TABLE 17 

ESTIMATED COST or HOllE HEALTH CAli BY PAYOR 

1989-1993 

Expected 
Payor 1989 1990 1991 1992 1993 Total 

Self Pay 0.00' $ $ $ $ $ $ 

lIedicare 5.00' $ 3,523,44.8 $ 4,391,777 $ 6,063,046 $ 8,051,169 $ 9,692,4" $ 31,721,887 

Medicaid 85.00' $59,898,608 $74,660,201 $103,071,785 $136,869,867 $164,771,616 $539,272,076 
~ 

Blue Cross 5.00' $ 3,523,4" $ 4,391,777 $ 6,063,046 $ 8,051,169 $ 9,692,448 $ 31,721,887 CO 
C1.) 

Couercial 5.00' S 3,523,44.8 $ 4,391,777 $ 6,063,046 $ 8,051,169 S 9,692,448 $ 31,721,887 

No Charge 0.00' $ $ $ $ S 

Other 0.00' $ $ $ $ $ 

Total 100.00' $70,468,950 $87,835,530 $121,260,924 $161,023,373 $193, at8, 960 $634,437,737 



TABLE 18 

ISTIIlTID COST or PROPHYLACTIC PlRKlCIUTIClLS lID BLOOD BY PIYOR 

1989-1993 

Expectecl 
PaJor* 1989 1990 1991 1992 1993 Total 

Self PaJ 7.50' S 12,862,911 $ 13,2U,842 $ 13,540, n2 $ 13,800,958 $ 13,972,7U $ 67,392,168 

Jle4ieare 2.70' $ 4,630,648 $ 4,757,343 $ 4,874,667 $ 4,968,345 S 5,030,177 S 24,261,180 

l\:) Jle4ieai4 49.30' S 84,552,204 $ 86,865,559 $ 89,007,812 $ 90,718,300 S 91,847,310 $442,991,185 
c;x, 
-J Blue Cross 23.50' $ 40,303,789 $ 41,406,504 $ 42,427,659 $ 43,243,003 S 43,781,172 $211,162,127 

Co.ereial 5.90' S 10,118,824 $ 10,395,675 $ 10,652,051 S 10,856,754 $ 10,991,869 S 53,015,172 

No Charge 1.50' S 2,572,582 $ 2,642,968 $ 2,708,U8 $ 2,760,192 $ 2,794,543 S 13,478,434 

Other 9.60' $ 16,464,526 $ 16,914,997 $ 17,332,150 $ 17,665,227 $ 17,885,074 $ 86,261,975 

Total 100.00' $171,505,484 $176,197,889 $180,543,229 $184,012,779 $186,302,859 $898,562,241 

* lasuae. saa. paJor aix a. acute car. eo.t •• 
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TABLE 19 

ALLOCATIGM or COSTS BY SOURCE or rUNDS 

Private 
rederal State City Insurers Other Total * 

Acute Care $1,205,82«,176 $ 5«3,392,430 $ 791,391,004 $1,296,205,879 $572,050,0«3 $4.408,863,533 

SMr Care 111,701,437 89,361,149 22,340,287 11,758,046 235,160,919 

BRr Care 61,780,971 49,424.717 12,356,194 6,503,260 130,065,202 

Aabulatory 135,721,259 61,161,408 89,074,830 145,894,150 64,386,959 496,238,607 
l\:) 
~ Bo.e Bealth 301,357,925 215,708,830 53,927,208 63,443,774 634,«37,737 
CD 

Pbar.aceuticals 245,756,773 110,747,796 161,291,922 264,117,299 116,588,«51 898,562,241 

Total $2,062,142,540 $1,069,796,391 $1,130,381,445 $1,769,721,101 $771.286.759 $7,036,146,110 

Distribution 10' 16' 1" 26' 11' 100'* 

*lXcludes supportive housing costs of $232,817,872. 
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Executive Summary 

T HE Health Care Personnel Work Group's 
mission is to examine the impact of AIDS on 
health care personnel and identify 
appropriate actions to be taken to assure an 

adequate and trained workforce that can provide 
quality care. This focus is not meant to diminish the 
importance of other fA(tors related to the nationwide 
shortage of health care personnel. These factors are 
described at length in the health services research 
literature which cites compensation, working 
conditions and alternative career opportunities for 
women among the reasons for the current shortage of 
nurses and other health care workers. In point of fact, 
to date, most of the studies have not identified AIDS 
as a factor in the current shortage. However, the Work 
Group recognizes that there may be a need for 
further research on the general shortage that would 
focus specifically on the New York City experience. 

New York City'S health care system is experiencing 
serious difficulties and the AIDS epidemic only 
highlights a much larger systemic problem. The 
health care system, as currently structured, financed, 
and staffed, has been overburdened and denied the 
resources necessary to meet the extraordinary day-~ 
day demands currently placed upon iL This often 
results in health care workers and management 
personnel feeling frustrated about their abilities to 
provide optimal health care to all patients. 

Caring for chronically or terminally ill patients has 
long created stress and a unique set of medical­
management issues for health care workers. In 
addition to the obvious and often overwhelming 
patient care needs, caring for chronically and 
terminally ill patients forces health care workers to 
confront painful treatment choices, many with moral, 
ethical and religious implications .. Health care 
workers caring for the terminally ill must also deal 
repeatedly with issues of death and dying. 

Caring for patients with HIV infection highlights 
the above concerns. AIDS is a particularly difficult 
disease for health care workers because they must 
grapple with the limits of their abilities to treat the 

disease and their frustration may also be heightened 
by the scarcity of discharge options available to HIV­
infected patients, especially housing. Furthermore, 
health care workers must deal with their own 
concerns about an important, although small, 
additional risk that has been introduced into the 
workplace. A related personnel issue concerns health 
care workers who experience an exposure to HIV and 
who must decide whether · to be tested, how often to 
be tested if the initial test is negative, what to tell their 
friends and family regardless of the test result, and 
potential insurance coverage issues. . 

The problems of treating people with HIV infection 
are further complicated by the fact that most PWAs 
are homosexuals, bisexuals, IV drug users or 
minorities. Consequently, attitudes about these 
populations may become intertwined with attitudes 
about the disease itself. 

In addition to their own perceptions about the 
disease and those with the disease, health care 
workers' association with HIV patients may elicit a 
negative response from friends and family members 
who do not understand how the disease is transmitted 
and who, therefore, fear contagion. his may make 
workers feel isolated from others. 

The problems listed illustrate the complexities 
related to treating HIV-infected patients which may 
pose different issues for health care workers than 
those posed by the treatment of other patients. This 
report will explore the impact AIDS is having on 
health care personnel in the areas of recruitment and 
retention, education and training of personnel, 
special protections and precautions, psycho-social 
support systems and different resource needs for the 
care of HIV-in fected patients. 

The delivery of health care services is labor­
intensive by nature. With widely acknowledged 
shortages of personnel and new demands being 
placed on workers, those who labor in health care 
exhibit special commitment. The Work Group 
commends health care personnel in New York City­
they are unsung heroes. 
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ll.ecruitmerat CIIId Retmtion cf 
H«Jlth Care Personnel 
&dcground 
A report released by the New York State 

Department of Health entitled the Preliminary 
Report of the New York State Labo~Health Industry 
Task Force on Health Personnel, 1988 documented 
widespread shortages of health care workers 
including: nunes, nune's aides, home care workers, 
physical, occupational, and respiratory therapi.ts, 
pha~cists, phrsician's assistants, dinicallaboratory 
techmaans, radiology and radiotherapy technologists, 
mental health aides and social workers. 

Recent Bureau of Labor Statistics (BLS) 
information highlights the need to better utilize 
personnel currently employed in health care settings. 
The data from the BLS suggest that the supply side of 
the equation is not likely to improve in the near 
future. According to the BLS, the overall work force 
is expected to grow 18 percent between 1986 and 
2000 compared to 55 percent during the period of 
1972-1986. Moreover, the number of 16 to 24 year 
olds entering the work. force will actually decline .4 
percent between 1986 and 2000. Thus, employers 
who rely heavily on recruiting new graduates of allied 
health programs will experience increasingly severe 
shortages of personnel. 

While nurses are not the only health care personnel 
pre~ntly in short supply, they are the group that has 
receIVed the most attention. Interestingly, the current 
supply of registered nurses (RNs) is larger than ever 
before and the labor force participation rate of RNs is 
higher than in any other recent period. It appears 
that the supply of nurses has not kept pace with the 
demand for their services. With 80 percent of all 
nurses already employed in nursing, it becomes 
questionable whether solely increasing nursing 
salaries will have a significant long-term effect on 
recruibnent efforts. Furthermore, there is a need to 
search for new ways to recruit, train and retain a 
qualified work force. These strategies should include 
efforts to retrain the present work. force and recruit 
youth from inner city communities. 

New Yorit City &pmena 
New York City has been particularly hard hit by the 

short supply of health care workers because many 
~actors known .to affect recruitment are exaggerated 
In New York. City - lack of available housing and the 
high cost of living, among others. Moreover, while 
n:'0s~ of the rest of the country is experiencing a 
slgnafican t decline in the utilization of hospital 

services, demand for health and hospital services has 
increased in New York City during the past two years 
and, consequently, the demand for health care 
workers has increased. Almost aU hospitals in New 
York City are reporting occupancy rates in excess of 
90 percent. Further, in New York City, inpatient 
psychiatry days increased 15 percent between 1985 
and 1987; one third of the days were for patients with 
mental illness diagnoses and. related sub.tance abuse 
problems, and those accounted for 12 percent of all 
patient days. In contrast, during this same period, 
AIDS accounted for 5% of patient days. Between 
1985 and 1987, the proportion of unscheduled 
admissions to hospitals in New York City increased 
from 56 percent to more than 46 percent. Other 
major factors which contribute to the increases in 
demand for health care services are substance abuse 
especially the crack epidemic; limited access t~ 
primary care; an inadequate number of community­
based services; lack of available housing; unemploy­
ment and homelessness. These factors place a strain 
on health care resources, especially on personnel. 

The rate of HIV infection in New York City has, no 
doubt, had some effect on the New York City health 
care community's ability to meet health care 
personnel needs. However, it is not yet possible to 
attribute with any certainty how much of the 
increased demand for health care workers is directly 
related to the presence of AIDS and HIV-related 
illness. It is important to recognize, however, that not 
all of the increase in demand for hospital services 
occurred because of AIDS. 

In New York City, the health care labor force that is 
and could be further utilized to care for HIV patients 
is composed of, among others, licensed practical 
nurses, nurses aides, personal care workers, orderlies 
and home care workers. According to the State 
Council on Home Care Services, issues that 
specifically affect the recruitment and retention of 
home care workers include pay scale and benefits, 
career ladders, job structure and range of duties, 
work assignments and potential for worker abuse. 
Health industry management and unions have begun 
discussions on expanding programs to upgrade and 
promote this supply of workers within the health care 
work force. Additionally, to address the overall health 
care personnel shortage, various groups in New York 
City have already designed programs aimed at 
recruiting and retaining nursing personnel, but with 
an eye toward recruiting and retaining other health 
care personnel also in short supply. 

Expanded recruitment efforts alone will not resolve 



the shortage of health care peuonnel. For many 
health care professionals, such as nurses, job 
responsibilities have broadened over the yean. As a 
result, many undertake tasks which could be 
performed by workers with fewer skills and less 
specialized training. Labor and management will 
need to evaluate new ways to deploy the present work 
force in order to enable employees to perform job 
functions related to their lraining and schooling. 

In . addition to nursing and allied health personnel 
shortages, New York hospitals are also experiencing 
difficulty in recruiting resident physicians in certain 
specialties. which would appear to reflect a 
nationwide trend. AIDS "is anecdotally identified u 
one reason. Studies to Usell the impact of AIDS. 
among other factors. on residency choice are 
currently underway by at least two groups. In the face 
of known recruiting difficulties and general health 
care personnel shortages. new State regulations 
restricting working hours of resident physicians will 
require a reassessment of current staffing patterns 
and will necessitate hiring additional staff. 

Currently, there would appear to be no acute 
shortage of practicing, trained physicians in New York 
City. However, there are Federal and state-designated 
medically underserved areas for certain geographic 
areas In New York City that indicate a shortage of 
primary care physicians. Some of these areas 
correspond to areas with high incidence of HIV­
infected individuals. 

The AIDS epidemic will require an increase in 
personnel in health care settings and a more 
integrated and coordinated patient care delivery 
system. The resource-intensive staffing needed to 
care for HIV-infected patients serves to highlight the 
widely acknowledged shortage of nurses and other 
health care personnel. However, with the 
information currently available, it is impossible to 
distinguish any specific impact AIDS has had or is 
having on recruitment and retention from other 
factors known to be contributing to the nationwide 
shortage of health care personnel. 

&ctnrs~ 

1. Initiatives and incentives in both the public and 
private sector to recruit all levels of personnel in all 
health care settings need to be significantly 
increased. 

2. To more effectively utilize the existing work force 
in the care for HIV-infected patients itl patient care 
settings, health care management and unions in 
New York City should increase efforts to expand 
programs which upgrade and promote health care 
personnel. 

3. In conjunction with State reimbursement changes, 
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New York City should expand the availability of 
home care services to persons with AIDS and AIDS. 
related illnesses. 

4. Government may influence the supply of nurses 
and allied health professionals by supporting 
educational programs. Government funding that 
has been reduced or eliminated should be restored 
to educational programs. Stipends and tuition 
support should be provided to non-tnditional and 
low-income students. 

S. Additional research needs to be performed in 
three areas: 1) to assess more accurately how 
significant a role the AIDS epidemic is playing in 
the health care personnel shortage. 2) to 
determine how to better deploy nurses and other 
health care personnel, and 3) to evaluate iSlues 
related to personnel supply vis-a-vis their 
relationships to the present work environment in 
order to improve recruiunent and retention. 

6. To better quantify the specific effect AIDS has on 
recruitment and retention, health care providers 
should include questions on AIDS as part of their 
exit interview process. 

EdUCtJtion and Training 
&dcground 
Currently there is a lack of hard evidence 

demonstrating a correlation between the presence of 
AIDS and difficulties encountered recruiting health 
care personnel. However, regardless of the number of 
patients or the health care setting, certain issues are 
common to all health care institutions caring for 
patients with HIV-related illness, particularly the need 
to educate staff about AIDS. Education remains 
perhaps our mOlt effective way to ensure an available, 
adequate and trained work force. Education allows 
staff to learn to treat HIV-in fected individuals safely 
and without unreasonable fear of contagion. Further, 
educating the general population about AIDS may 
assist in allaying any fears of those interested in 
entering allied health career tracks. 

Additionally. health care facilities are under 
mandates from accreditation groups, health 
departments and the Occupational Safety and Health 
Administration (OSHA) to plan and implement AIDS 
lraining. It is important that health care management 
teams work with employees and their unions in the 
planning, implementation and monitoring of AIDS 
education programs.ln this way, the training wiD more 
likely address workers' actual concerns and needs. 

Di.scu.ssUm 
Training should not be limited to those employees 

who have direct patient contact. Given the 
importance both of training to prevent transmission 
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of the virus as well as to address workers' questions, 
perceptions and fears, it is wise to educate all 
personnel. To perform their jobs more efficiently and 
effectively, personnel at all levels and in all health 
care settings, need a clear presentation of the facts 
surrounding HIV infection. Training should be both 
job specific and generic. Broad-based educational 
programs should lessen anxiety among health care 
personnel, reduce the inappropriate use of barrier 
precautions, encourage use of appropriate pre­
cautions and contribute to more widespread accurate 
knowledge about HIV-related illness. Where 
appropriate, health care personnel should receive 
additional information on how to better and more 
safely perform their jobs, any special care needs of 
HIV-infected patients and the importance of patient 
maintaining confidentiality. 

Most of the training in HIV-related illnesses will 
have to be on-the-job and through continuing 
education. A first step is to ensure that there is 
adequate and appropriate training for eDsting health 
care personnel in all health care settings. One 
method to reach large numbers of workers is the 
"train-the-trainer" model. Whatever education and 
training model is used, the curriculum should be 
updated routinely because knowledge of the disease's 
history, epidemiology and treatment is continually 
changing. Skilled individuals, e.g., with backgrounds 
in infectious disease, should be involved in 
developing and updating both the education and 
training models as well as the curricula on HIV­
related illness. 

The person(s) or group providing AIDS education 
and training may vary by facility. Department 
supervisors, infection control nurses, social workers, 
and others may be identified as the person or 
department responsible for AIDS education. Some 
health care providers may contract with City agencies, 
universities and comniunity-based organizations to 
conduct training. Whoever conducts the programs, 
AIDS educational programs for health care worken 
should reflect the unique needs of each patient care 
setting. 

Because an increasing number of individuals with 
HIV-related illnesses are being cared for in the 
community, there is an increasing need for the 
provision of more comprehensive and integrated 
knowledge about HIV among community-based 
practitioners. Primary care providers need AIDS­
specific training in taking thorough medical histories 
that include relevant information on drug use and 
sexual behavior. In the education and training of 
physicians and other private practitioners, the 
psychiatric, the ethical and the behavioral practices 
related to prevention and transmission of the disease 

and sexual practices need to be addressed. 
Additionally, because IVDUs compose a significant 
portion of those with AIDS in New York City, it is 
important that all health care personnel in all patient 
care settings also receive training that will help them 
to understand the disease concept of chemical 
dependency. 

All health professions schools should develop 
curricula for the training of all students in the skills, 
attitudes, and knowledge required for comprehensive 
care. This curriculum should include prevention, 
diagnosis, treatment and management of persons with 
HIV infection. 

&co.~ 

1. Training in diagnosis, prevention and treatment of 
HIV infection for all medical, human and social 
services, dental, nursing and allied health 
professionals should be continued and, where 
appropriate, expanded and enhanced. 

2. State and federal funding should be made available 
for coordinated and structured, generic and 
specific AIDS training for all health care personnel 
in all patient care settings. 

~. All health care personnel in all health care settings 
should receive training that will help .them to 
understand the disease concept of chemical 
dependency. This training should focus both on 
clinical issues of enabling, manipulation, denial, 
and relapse prevention as well as attitudes and 
feelings about providing care to HIV-infected 
patients with substance abuse problems. 

4. Education about transmission, prevention. 
recognition, treatment and management of HIV 
infection/illness should be provided for all primary 
care practitioners, including physicians. 

5. Representatives from the public and private sectors, 
university-affiliated programs, labor unions and 
professional associations should be encouraged to 
create a local AIDS education and training 
resource center for all levels of personnel caring 
for HIV-infected patients. 

5p«i.al Protections and Premutions 
&dcground 
Continuing to ensure a safe environment for health 

care providers is a major challenge raised by the 
presence of AIDS. Health care personnel want 
assurances that they are at minimal risk of becoming 
infected while caring for patients with HIV disease. 
Although the risk of HIV transmission from patient to 
health care provider is considerably lower than the 
risk of transmission of other diseases, AIDS is 
perceived by many as a more serious risk. This 
perception is fueled in part by the absence of any 



vaccine for preventing HIV infection or cure for HIV­
related illneues. 

Health care worken in the City of New York have 
been caring for HIV-infected people since the 
beginning of the AIDS epidemic. As information 
about the disease was publicized there were obvious 
concerns among workers about the safety of doing 
their jobs. Despite these fean, most chose to continue 
to carry out their duties. 

Better informatiorr that haa recently become 
awilable help reduce the risk asaociated with HIV 
infection. The most widely accepted approach to 
minimizing the risk of infection is the 1Ue of univenal 
precautions including protective barriers. Imple­
menting univenal precautions to prevent expolUre to 
blood and body substances is the method endoned by 
the American Hospital Association, Centers for 
Disease Control (CDC) and OSHA. 

Discussion 
Specifically, implementing universal precautions as 

a way of caring for patients requires the consistent use 
of protective barriers and practices for avoiding 
exposure to potentially infected blood and body 
fluids. The recommendations made in the Report of 
the Presidential Commission on the Human 
Immunodeficiency virus Epidemic, call for the use of 
universal precautions, emphasize the need for all 
health care workers to consider all patients as 
potentially infected with HIV and other blood-borne 
pathogens and to adhere rigorously to infection 
control precautions for minimizing the risk of 
exposure to blood and body fluids. Health care 
personnel cannot always know when an individual 
may be infected with HIV or other blood-borne 
agents. Universal precautions include the use of 
gloves to protect hands, masks and protective eye 
wear to protect mucous membranes, and the 
provision and use of appropriate containen for safe 
disposal of needles and other sharps to prevent 
needlestick exposures. 

Universal precautions may protect health care 
personnel and patients from a variety of other 
infectious diseases, and the use of IUch precautions 
helps to maintain a workplace free of recognized 
hazards. Compliance with the tenets of universal 
precautions needs to be monitored, including 
ensuring that the needed equipment and supplies are 
readily available and used correctly. Implementing 

. universal precautions policies and procedures will 
necessarily increase expenses. To date, no 
reimbunement mechanism has been developed and 
implemented to meet the increased costs accrued 
when providing supplies such as gloves, masks gowns, 
aprons and other protective garments. Other facton 

which may contribute to supplies and equipment not 
always being available and accessible are purchasing 
delays, distribution problems and hoarding. Sup­
plien and insuren will have to recognize and respond 
to these new demands for supplies and equipment. 
The success of implementing universal precautions is 
allo heavily dependent upon the availability of 
sufficient direct and support staff, funding for 
inservice training, and adequate time for woden to 
complete tasb and adhere to protective practices. 

Others who provide public safety and emergency 
care-police, firefighters, emergency medical 
technicians and paramedics come into direct contact 
with blood. It is important to recognize them both as 
memben of the health care team as wen as their need 
for training in universal precautions. There must be 
continued concerted efforts to educate these workers 
about HIV-related illness and how to implement 
universal precautions in their unique work settings. 

Reamammdalions 
1. In collaboration, health care managen, employee 

unions and professional associations must place a 
high priority on developing, implementing, and 
updating infection control policies and guidelines. 

2. All health care personnel and emergency worken 
should be required to participate in infection 
control education programs appropriate to their 
roles and function. Unions can playa role in 
educating their membership. 

!. Health care facilities need to monitor compliance 
with policies on the implementation of universal 
precautions and must ensure that the equipment 
and supplies are readily available and are used 
properly. 

4. The State should require and reimburse all 
licensed home care agencies to provide all home 
care workers with proper supplies and equipment. 

5. Containers for the disposal of sharps and 
handwashing facilities should be readily accessible 
to all health care personnel. 

6. Adequate funds must be made available through aU 
reimbursement systems to cover the additional 
costs incurred by the implementation of universal 
precautions. 

PJydao&ciDl Support Systems 
Badcgruund 
In addition to AIDS education, training and 

infection control policies, employees caring for HIV­
infected individuals need psychosocial support 
systems. While education and training may reduce 
unreasonable fear of contagion among health care 
personnel and adhering to universal precautions may 
reduce the risk of exposure to HIV, psychosocial 
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support systems are needed to help employees cope 
with the streu and anxiety often associated with 
caring for lllV-infected individuals. Existing support 
systems vary widely in their design and target 
audience. Some believe that structured support 
systems are needed, while others argue that personnel 
caring for this population should not be treated 
differently from employees caring for patients with 
other iDneues. 

Discv.ssion 
Just as the 1C0pe and design of psychosocial support 

systems for health care personnel treating HIV­
infected patie~ts vary by institution, the person or 
department responsible for providing such support 
also varies widely by patient care setting. Some 
examples include: a support group headed by a 
psychiatrist, a bereavement program and meetings of 
multidisciplinary teams. In many instances unions, 
university-based AIDS mental health projects, 
community-based organizations and city agencies 
complement and supplement institutionally based 
psychosocial support systems. 

Because of the work environment, home care 
personnel usually care for patients alone and do not 
have the advantage of working as part of a team. The 
Work Group heard testimony as to the importance of 
colleagial support - especially when there is a large 
AIDS patient caseload. Labor and management 
should find ways to enhance the support systems 
available to home care workers including bringing 
home health care workers together in an 
environment that is conducive for them to have an 
exchange with others about the care of home bound 
patients. 

Regardless of the setting or the provider of 
psychosocial support, many of the issues and concerns 
raised by health care personnel are universal: dealing 
with IV drug users who have multiple treatment 
needs; coping with a constantly changing 
environment and expanding knowledge about HIV 
infection and AIDS; dealing with the fears expressed 
by family and friends of the health worker who may 
not fuDy understand the disease; and possibly, coping 
with an exposure to HIV-infected blood or body 
fluids. 

When establishing health care personnel support 
systems, those workers who are seropositive must be 
provided assurance that their confidentiality and 
rights of privacy are protected. Additionally, 
employers should protect HIV-infected workers' rights 
to perform their jobs as long as they are capable. 
Labor and management should work together to fmd 
a way to permit workers who need to be reassigned or 
work part-time to be given the opportunity to do so. 

Workers should be able to discuss health insurance 
issues and employee benefits in a confidential setting. 
These issues are important to ensure that workers 
receive the necessary support. A method for 
addressing all of these and other concerns must be 
available to health care workers who request such 
supporL Support may be provided through a wen­
planned and forinalized system or on a more ad-hoc 
basis depending upon the particular issue and an 
individual employee's preference. 

R..coB~ 

1. At a minimum. employees need easy access to 
support systems and such support must be provided 
by knowledgeable and qualified individuals who 
respect the employee's concerns. 

2. Education and counseling for health care workers 
who feel they have been exposed to HIV need to be 
available. Family and friends should be included in 
such counseling sessions if the health care worker 
requests their participation. 

~. Employee confidentiality and rights of privacy must 
be assured and protected. Employees should be 
aware of their legal recourse if they believe their 
rights have not been protected. 

4. Research should be conducted to test the 
effectiveness of psychosocial programs to alleviate 
stress in health care personnel who care for HIV­
infected individuals. Once it can be demonstrated 
that particular approaches are effective, 
information about them should be widely 
disseminated. 

Res~ Differentials 
Badcground 

As a result of the AIDS epidemic. all hospitals in 
New York City are expending additional resources. 
The programs and recommendations discussed in this 
report will require hospitals and other health care 
providers to continue to devote additional staff and 
financial resources to caring for HIV patients. 

Because lllV patients often require more treatment 
and tend to need more emotional support than the 
average medical patient, and because utilizing barrier 
precautions is time-consuming, more nursing care 
hours are generally required for HIV patients than (or 
other medical/surgical patients. Providing additional 
nursing care hours per patient per day is difficult, 
particularly in light of the current shortage of nurses 
and other health care personnel. 

Planning efforts to meet the future resource needs 
of persons with HIV-related illnesses must be sensitive 
to the fact that a greater proportion of those 
presenting with the disease are IV-drug users. This 
population will place greater demands on a health 



care and a substance abuse treatment system already 
strained for resources because of the patients' 
multiple treatment needs. Additionally. because IV­
drug users have additional needs. as they compose a 
greater proportion of all AIDS patients. more health 
care workers will most likely need to be employed to 
care for them. 

Dist:twitm 
& the AIDS epidemic continues. New York City 

health care facilities -will be confronted with 
continued pressure to expand available resources 
because of the presence of AIDS. For example. in 
1986. AIDS patients occupied two percent of all 
medical/surgical beds in hospitals in New York City. 
By 1991, these figures are expected to rise to 8.1 
percent. With -respect to hospital treatment COlts in 
1986. AIDS cases accounted for ~.1 percent of total 
inpatient costs in New York City; by 1991 these costs 
are projected to rise to 8.4 percenL The enormous 
increase in health care resources devoted to AIDS 
treatment between 1986 and 1991 will certainly 
increase the demand for health care personnel and 
supporL 

As part of the Designated AIDS Center model. the 
New York State Department of Health recommends 
6.4 hours of direct patient care per AIDS patient per 
day in contrast to the 4.4 hours recommended for the 
general medical/surgical patient. AIDS patients 
generally require 40 perce~ t more staff time 
(including nurses, nurse's aides, orderlies and 
physicians' assistants) than general medical/surgical 
patients. Additionally, psychosocial support for 
personnel, insernce training, educational programs, 
and adhering to infection control policies (i.e., with 
the additional supplies and equipment they 

necessitate) require the devotion of additional 
resources by health care providers. 

The home care situation mirrors that of the acute 
care environment in that providers often spend more 
time with patients with HIV-disease than they do with 
patients with other diagnoses. Patients with HIV­
disease also require more case management time than 
do patients with other diseases. 

It is apparent that resources for effectively staffing 
and providing support services will need to be 
significantly increased. How best to approach this 
increased demand for .resourcd already in short 
supply (i.e.,health care workers) deserves serious 
attention by health care policy makers at the federal, 
state and local level. 

RM:ommnulations 
1. Policy makers must plan for and budget adequately 

to meet all of the direct and indirect costs related 
to staff (e.g., training and psychosocial support 
systems) and other costs (additional supplies, 
equipment, diagnostic procedures and pharma­
ceuticals) in caring for HIV-infected patients. 

2. Studies should continue to evaluate resource 
differentials related to caring for AIDS patients and 
educating and training staff members about HIV­
related illnesses. 

S. The New York State Legislature in conjunction with 
the New York State Department of Health should 
hold a public hearing so that workers can describe 
how the AIDS epidemic has cha~gedthe nature of 
their work. Public officials need to understand the 
demands placed on the system by an increasing 
number of patients with HIV-related illnesses in 
order to plan appropriately for and budget to meet 
those demands. 
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Executive Summary 

T HE primary means for reducing the spread of mv 
. 

infection is education. Effective education 
motivates people ID avoid behavior which places 
them at risk of contracting or transmiUing HIV. 

Risk behavior rather than risk groups should be the focus 
of all HIV prevention and education efforts. Promoting . 
safer sex for men baving sex with men. drug users, men 
and women baving sex with IV drug users or bisexuals, 
and adolescents exploring their sexuality; encouraging IV 
drug users to enller treaanent and/or avoid sharing needles 
shoukl be the goal of preventive education. 

IncreaSing individual knowledge about AIDS is 
necessary but not sufficient to reduce risk-related 
behavior. Self-empowerment skills must be integrated 
into mv prevention sttategies, and the availability of self­
help groups must be expanded. Whole corrununities must 
be educated to suppon behavior change among individuals 
at risk. AIDS is the result of a virus that is spread as a 
result of specific risk behaviors; social and economic 
conditions place some communities of New York City at 
greater risk than others. 

The relationship between poverty, drug use and AIDS is 
critical in understanding why minorities are dispro­
portionately affected by this epidemic. In New York City 
the poor are disproportionately black and Hispanic and 
mv infection is increasingly found in communities where 
poverty, crime and drug use are endemic. Improvements in 
employment, education, housing and accessible health 
care could foresmll the onset of behavior that puts people, 
and especially impoverished people, at risk for AIDS. 

In addition to citywide efforts that are ongoing and in 
need of expansion, considerably more attention must be 
paid to community-based organizations which can 
effectively communicate with distinct populations not yet 
reached by mainstream organizations and AIDS education 
efforts to date. Suppon for community-based organi­
zations to do AIDS education and outreach must be 
expanded. 

A critical component of effective education is the 
coordination and expansion of funding and technical 
assisIanc:e to community-based organizations both in terms 
of program development in this area and in admini­
strativelfmancial managemenL 

General principles of changing health-risk related 
behavior are relevant to AIDS prevention and education. 
Public health campaigns have shown that educational 
messages alone can change people's health-related beliefs 
and behavior to a limited extent; mass media and print 
materials must be combined with more personal 
approaches. All HIV prevention and education messages 
and activities should be scientifically accurate and 
culturally relevant, conveyed through an appropriate, 

accessible and credible medium, and presented in a 
simple, clear, and consistent manner. An educational 
program increases its effectiveness by combining 
messages with hands-on,personal communication at the 
corrummity level. 

HIV prevention campaians must not only focus on 
&hose enpginJ in risk behavior, but also those who are in 
a position to influence community attitudes. Emphasis 
should be placed on how HIV is and is not transmitted, 
and should include massages which encourage com­
passion and discourage discrimination. Successful 
prevention and education efforts can only occur in a 
environment of non-discrimination. 

Multiple approaches, e.g., mass media, information 
dissemination, individual counseling and referral, group 
forums, workshops and community-level activities have 
been implemented in New York City. 

It remains unclear, however, what impact these 
approaches have had on changing risk behavior. Where 
changes in behavior have been reported they cannot be 
directly linked to any particular approach. Acknowledg­
ing the difficulties in measuring the effectiveness of 
education and prevention programs, well designed and 
executed studies should be conducted to determine what 
interventions are most effective and should be replicated. 

Major Recommendations 
1. Community-based organizations (CBOs) serving clients 

in their community must be encouraged. to provide 
AIDS education and outreach through provision of 
greatly expanded financial and technical assistance. 
The public and private sectors should provide additional 
funds for CBC technical assistance program,which 
includes program development and evaluation, financial 
management, grantsmanship and development of 
educational materials. 

2. New York City elected officials should set"k fedtzal and 
state funding allocations to enable an immediate large­
scale expansion of drug treatment capacity in New York 
City. Treatment on demand must be the ultimate goal. 

3. New York City and State government should provide 
funding to enable CBOs to provide ouueach programs 
and suppon groups for the drug-using population in 
both high- and low-incidence areas and should be 
focused on providing behavior change approaches, 
which seem most acceptable to that individual at that 
point in time. 

4. The City of New York must assure that individual 
counseling with the option of anonymous and/or 
confidential testing for the HIV antibody is readily 
accessible in all communities. Funds should be 
increased to ensure that these services are offered at 
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sites offering anonymous testing, drug treaUnen centers, 
sexually ttansmitted disease clinics. family planning! 
prenatal care clinics, hospital outpatient deparunents 
and community health centers. All such programs 
should be able to provide directly or make referrals to 
ongoing suppon services including self-help groups, 
primary care, social services and mental health 

Jl'OPIIDS. 
S.All cbiIdren in grades K-12 should be provided with age 

appropriate comprehensive health education which 
focuses on AlDS issues. The Board of Education must 
give piarity to hiring AIDS staff to provide increased 
and accelenued staff development, parent leadership, 
peer leadership, and resource people for technical 
assistance and mooilllring. 

6. The Board of Education must expand school-based drug 
prevention and educatioo programs to cover K-12, with 
grades 4-6 receiving priority. These programs must be 
universally implementedand provided in sufficient 
quantity and of sufficient quality to maximize 
prevention ofdrug use. 

7. Steps should be taken to cause minority leadership to 

emerge to heighten the awareness of the minority 
population concerning the disproportionate and 
devastating impact of AIDS on their communities; to 

increase receptivity of these communities to AIDS 
education and AIDS services; to advocate for an 
appropriate share of AIDS funding; and to broaden 
community involvement in AIDS issues. 

8. In partnership. the public and private sectors should 
establish a New York City AIDS Clearinghouse which 
senes as a resource for community-based organizations. 
the general public, and health providers. 

9. New York City and Slate government should require 
that an AIDS education and prevention compooent be 
built into every existing contract with CBOs delivering 
services to a high risk popuIation, e.g.. job training 
contractors working to place ex-offenders and ex­
addicts should be used in reaching this popuIa1ioo at risk 
with AIDS education. Additionally, ail contracts for 
provision of day care, foster care, youth services, mental 
health. literacy, etc. should be reviewed to determine 
how the agency can best contribute to dlis effort and 
what resources are necessary. 

10. The New York City Human Resources 
Administration (HRA) should develop a comprehensive 
plan and secure resources to assure that populations 
receiving HRA's directly operated services are provided 
with AIDS education and prevention services. 



Report of the Education and Prevention Work Group 

IntrtHlueliora 
The primary measW'e for reducing the spread of HIV 

infection is preventive education. Effective education 
extends beyond the transfer of knowledge to induc:e, 
persuade and motivate people to avoid behavior which 
place them at risk of conttacting or transmitting HIV. 
Because mv is transmitted primarily through sexual 
contact and sharing needles, open and frank discussion of 
sex and drugs is essential to conbOl its spread. 

The beliefs .thal people hold about AIDS, whether aue 
or false, impact on what actions individuals as well as 
groups take to protect themselves against the disease. The 
fact that much of the general public perceives itself as 
immune has retarded community efforts at educ:ating and 
organizing for self-proteCtion. 

Most prevention and education efforts have not 
adequately addressed the values and beliefs of threatened 
groups. Many pamphlets, brochures, and advertisements 
are excellent tools for providing infonnation on the nature 
of the disease and how it is ttansmitted. However; these 
approaches must be coupled with activities aimed at 
mobilizing and empowering, whether for individual and 
group behavior change, development of suppon services 
or political pressure to increase AIDS fWlding. 

In New York City there have been bold initiatives to 
educate the general public and populations who are at risk. 
Yet, major obstacles to the achievement of the most 
effective AIDS prevention and education remain: 

• Leadership provided by a variety of individuals and 
groups is needed to set the tone for a coordinated 
educational response against HlV infection. 

• Increased funding is needed for AIDS prevention and 
education services and activities. 

• Debate concerning the content of AIDS messages 
prevents the public but particularly children from 
receiving clear and appropriate information about the 
prevention of the disease. 

• A full-fledged auack on AIDS must not be impeded by 
discrimination and stigmatization. 

• Campaigns which promote the use of condoms in both 
heterosexual and homosexual intercourse need to be 
expanded. 

• Effons to reach the IV drug user, hislher sexual or 
needle-sharing partners, and their offsprings need to be 
expanded and increased. New approaches are needed 
to effectively reach this population. 

• New ways to educate the population about the needs to 
modify behavior must be explored, developed and 
implemented. 

• Approaches need to be developed to educate the users 
of non-IV drugs. particularly crack. 

Risk B,lunior: Cluzra6IJ ira Kraowl,d6' llrad 
B,luzvior 
Since the first AIDS cases were diagnosed. people have 

become more knowledgeable about AIDS. Public health 
officials. community groups and the mass media have 
conuibuted to the growth in knowledge among both the 
general population and distinct groups. Although some 
progress has been made. increased awareness about how 
HIV is transmitted. has not been associated with universal 
changes in behavior necessary to stop ttansmission. In 
addition. as reported in the 1988 Office of Technology 
Assessment staff paper, many misconceptions continue to 
exist related to routes of transmission such as believing 
that a person can become infected by working near 
someone with AIDS. Other misconceptions in the general 
population relate to preventive measures, such as not 
recognizing that using condoms and spermicide can 
prevent infection. Often those at risk do not perceive 
themselves to be at risk, although they report engaging in 
risky behavior or having parmers who do so. 

From a public health perspective, it has sometimes 
seemed necessary to identify those .populations within 
which persons may easily engage in behavior which puts 
them at risk of HIV infection. However, population 
identification has led to blame. prejudice and discrimi­
nation. Furthermore. speaking of "risk groups" may seem 
to suggest that anyone who does not belong to one of the 
groups is safe. The tenD "risk behavior" rather than "risk 
group" should be the focus of prevention and education 
activities. 

Progress is most notable in the dramatic behavioral 
change which has occurred among white homosexual 
males, especially in San Francisco and New York City. 
One study documented that from 1985 to 1987 the 
proportion of homosexual men who engaged in 
unprotected receptive anal intercourse feU from 34 percent 
to 8 percent. and the proportion who engaged in 
Wlprocected insertive anal intercourse feU from 37 percent 
to 3 percent (Ekstrand and Coates, 1988). However, 
reports from geographical areas in which AIDS education 
and prevention efforts have occurred on a smaller scale 
than in New York or San Franscisco, show that as of 1986-
1987. '55 percent of male homosexuals continued to 
engage in unprotected insertive anal intercourse, and 48 
percent in unprotected receptive anal intercourse, 
sometimes despite knowledge regarding safer sex (Fox, et 

al.1987). 
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Especially in minority communities, men who have sex 
with men do nOl always consider themselves homosex­
uals. Even if they do recognize the nature of their 
behavior, they do not wish to be singled out as having a 
particular risk behavi<r. A study recently conducted by the 
New York City Depanment of Health at Sexually Trans­
mitted Disease Clinics shows that white men who have 
sex wiIb men have reduced unproctcted anal inteIcourse to 
a far ~ extent than have men of color who have sex 
with men. 

Limited information is available for men of color who 
have sex wiIb men, but it is generally assumed by AIDS 
educarors Ihat they have less knowledge and have changed 
behavior less than whites. 

Many IV drug users have learned about AIDS from the 
mass media, various outreach efforts and by word of 
mouth within the drug-using subculture. In a New York 
City study, more than half of a group of methadone 
patients reported that they had made at least some changes 
in their drug using behavior. Only fourteen percent, how­
ever, reported having changed their sexual behavior 
(Friedman, DesJarlais and Sotheran, 1988). IV drug users 
repon more changes in sexual behavior with casual sexual 
contacts, e.g., use of condoms with prostitutes, than with 
partners with whom they have a long-term relationship. 

Risk reduction for IV drug users depends on the 
availability of options for behavior change. Some drug 
users can be persuaded to enter treatment, others to stop 
sharing needles, others to clean their needles and still 
others to use clean needles provided by someone else. All 
should be encouraged to use condoms. In reality these 
options ~ not available for inttavenous drug users: drug 
lreaUDent capacity is severely restricted; infonnation and 
counseling is not sufficiently available; and clean needles 
as well as condoms are not easily accessible. Without 
expanded lreabDent capacity, increased educational efforts, 
clean needles and condoms, we can not expect necessary 
behavioral change to occur in this group and transmission 
will continue unabated. Currently, the New York City 
Department of Health is conducting an experimental 
needle exchange program for 200 IVDUs. The availability 
of clean needles is a necessary option but only one piece 
of a comprehensive and varied strategy. Although 
politically controversial, one needs to look at the data 
from the needle exchange program and, based upon the 
results, determine the next steps. 

AdoIescenlS engage in both sex and drug behavicr that 
put them at risk for HIV. Surveys have found that 
although adolescents are very knowledgeable about how 
HIV is transmitted, few appear to be changing their sexual 
behavior because of the threat of AIDS (Kirby, 1988). 
Although many adolescents are at risk and require 
significant amounts of education and counseling, of 
particular concern in New York City are homeless and 
street youth who engage in prostitution, IV drug and crack 
use. 

The emphasis in HIV education has been placed 
pimarily on reaching gay males and IV drug users who 
are predominantly male. Many women, particularly those 
who are the sex partners of men at risk, are unaware of 
their risk of contracting and transmitting HIV infection; 
limited information is available to document their 
knowledge levels, attitudes and risk-associated behavior. 
Risk reduction, particularly for women, depends on 
educational approaches based on a solid understanc:Iingof 
the distinctive problems women from different cultures 
may face when confronted with sexual decision- making. 
Educational efforts must conceAtrale on giving women not 
just the information but the skills necessary to protect 
themselves, their partners and their babies. 

The behavior associated with AIDS, sex and 
intravenous drug use, is difficult to change. These modes 
of behavior have considerable psychological and social 
implications. These are areas in which private decision­
making not public policy, is the traditional method of 
dealing with personal efforts at change (Becker, M.H., 
1988). A major purpose of AIDS education is to influence 
individuals 10 adopt or maintain modes of behavior that do 
not allow for HIV transmission. By ceasing to engage in 
risky behavior, people who are already infected can avoid 
transmitting the virus to others, and people who are not 
infected can protect themselves from the virus. 

Because the spread of the virus involves behavior over 
which people have some control, preventive education 
involves a focus on riSk-taking, impulse control and 
compulsivity; this includes alcohol and drug-taking 
behavior. Intravenous drug use, crack and cocaine use, and 
recreational drug/alcohol use are likely avenues for the 
spread of HIV. Evidence from a small number of studies 
suggests that users of mind and mood-altering substances 
may be at considerable risk for contracting and spreading 
HIV, because they tend to be involved in frequent and 
unsafe sexual activity (President'S Commission Report, 
1988). AIDS prevention and education strategies will be 
facilitated by an adequate drug/alcohol treatment system 
and by educational efforts which accurately portray 
recreational drug and alcohol use as transmission risks. 

Inaeasing individual knowledge is necessary to reduce 
risk-related behavior but it is not necessarily sufficient to 
eradicate it. To effect sustained behavioral change, 
attitudes and beliefs must be developed which reinforce 
behavioral change. Specific skills for implementing safer 
sex and drug use practices are necessary and need to be 
integrated into the design and implementation of all 
prevention strategies. Suppon and self-help groups are an 
important tool for behavioral change. which have not been 
sufficiently utilized in HIV prevention programs; skill­
building is important for people who, despite a widespread 
understanding of the specific behavior which facilitates 
HIV infection, continue to place themselves and others at 
risk. The analogy to smoking can be made-after twenty 
years of sustained education, community attitudes and 



beliefs have shifted significantly and individuals are 
changing behavior, some with the help of programs which 
seek to develop understanding and skills to change the 
smoker's behavior. 

Mi1lOnMS aM AIDS 
AIDS is not only the result of a virus, but also of social 

and economic conditions which place some individuals 
and communities in New York City at greater risk than 
others. The relationship between poverty, drug use and 
AIDS is critical to the undenlanding of why minorities are 
being disproportionatly affected by this epidemic. As the 
President's Commission looked at patterns of HIV 
infectioo, the relationship between the spread of HIV and 
longstanding socielal problems became apparenL Whtzeas 
in the gay community considerable attention to education 
has produced measurable achievement in reducing 
ttansmission, evidence was presented to the Commission 
that the occurrence of HIV infection is increasingly found 
in communities where pOverty, crime and drug abuse are 
endemic. 

In New York City the poor are disproportionately black 
and Hispanic. Unemployment as well as persistent poverty 
remain far higher among non- whites than whites. 
Unemployment rates for black and Hispanic males are 
twice that of white males; dropout rates for black and 
Hispanic students are 50 percent higher than for whites; 
and black and Hispanic families are three times more 
likely to be headed by single women than are white 
families - and are at great risk of becoming and remaining 
poor. People in poverty are also frequently medically 
underserved and have higher rates of acute and chronic 
illness. The HIV epidemic presents an array of new 
problems in prevention and care for a population already 
receiving what many consider inadequate health and social 
services. These conditions are so intertwined that no one 
of them can be solved in the long tenn without addressing 
the societal infrastructure issues: employment, education, 
housing, and accessible health care. Improvements in 
these areas would enhance both individual and community 
dignity and hope for the future which could diminish 
behavior that puts people at risk for AIDS. 

In New York City, we believe that transmission pU1emS 
vary by race. A greaIer percentage of blacks and Hispanics 
are becoming infected with HIV than are whiles. Over half 
of New York City's reported cases of AIDS are among 
black and Hispanic New Yorkers. Though blacks and 
Hispanics .together comprise close to 50% of New York 
City'S population, they account for 57% of the cumulative 
AIDS cases. In white males, HIV is spread mainly by 
sexual contact between men; only 4% of white adult men 
who have been reported with AIDS have been infected 
solely through IV drug use. For black men with AIDS, 
however, 43% were infected through sharing of needles 
and other drug paraphernalia and for Hispanic men, 47%. 

Minority women who are intravenous drug users or the 
sex pirtners of drug users are similarly disproportionately 
affected. 

Bc:cause HIV infection in whites is mainly found in the 
homosexual population, it has not spread rapidly to the 
white heteroseXual population. This is not the case with 
blacks and Hispanics. who are more likely than whites to 
have become infected by sharing IV needles. Because of 
the higb rare of HIV infection in minority drug users. there 
is a high rate of AIDS in their sexual heterosexual 
partners. In New York City, black and Hispanic women 
account for almost 85% ·of adult women with AIDS. 
White women account 'for only 15%. Over 60% of 
minority women with AIDS are IV drug users and have 
most likely become infected through sharing conwninated 
needles. Over 20% are not IV drug users and became 
infected through heterosexual contact with an infected 
man. Over 30% of the national total of children with AIDS 
are located in New York City. Ninety-two percent of 
children with AIDS in New York City were born to black 
and Hispanic women. 

In addition to neighborhoods which are poor, certain 
settings are disproponionately affected by AIDS. For 
example, the HIV epidemic creates unique and major 
problems in the New York City jails and the state prisons. 
According to the New York State Commission on 
Correction, "AIDS has become the leading cause of death 
in New York State correctional facilities". Between 1981 
and mid-1987, more than 400 AIDS-related deaths have 
been reported in New York prisons and jails, 51 of which 
occurred in New York City facilities. The majority of the 
individuals in these cases had IV drug histories, came 
from New York City, and were black (39%) or Hispanic 
(46%). Because large numbers of individuals who come 
into contact with the criminal justice system have histories 
of IV drug use, the population of pretrial defendants, 
sentenced prisoners, and persons who are under probation 
supervision, on parole or participating in alternatives to 
incarceration is increasingly at risk for AIDS, infected by 
HIV, or ill with AIDS. 

While the HIV epidemic affects all segments of society, 
each segment has its own unique needs. Prevention and 
education programs must account for socio-economic 
realities and culture and lifestyle diversity. 

Recommendations 
1. New York City elected officials should seek federal and 

state funding allocations to enable an immediate large­
scale expansion of drug treatment capacity in New 
York City. Treatment on demand must be the ultimate 
goal. 

2. All children in grades K-12 should be provided with 
age appropraite comprehensive health education which 
focuses on AIDS issues. The Board of Education must 
give priority to hiring AIDS staff to provide increased 
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and accelerated staff development, parent leadership, 
peer leadership, and resource people for technical 
assistance and monitoring. 

3. The Ba.d of Educatim must expand school-based drug 
prevention and education programs to cover K-12, with 
grades 4-6 receiving piority. These programs must be 
universally implemented and provided in sufficient 
quantity and of sufficient quality to maximize 
~ of drug use. 

4. New York SIBle and City government should provide 
funding ID enable CBOs to provide outreach programs 
and support groups for the drug-using population in 
both high- and low- incidence areas and should be 
focused on providing behavior change approaches, 
which seem most ac:ceptablc to that individual at that 
point in time. 

S. Self-help support groups should be readily available in 
the community to assist individuals who are making 
difficult behavioral changes or who are coping with 
persooal risk cr their own infection status. 

6. Public funding and support should be increased to 
expand services for the homeless, adolescents, prisoners 
and parolees! probationers. These funds should be used 
to initiate or expand programs to provide appropriate 
HIV-related education and referrals. Wherever feasible, 
community-based organizations should be used as the 
vehicle for delivery of these services. 

7. Private grantmaking organizations and foundations 
should fund new approaches and models of HIY 
prevention and educatim for hard-to-reach populations. 

8. Education programs should be expanded at universities, 
community colleges, vocational and technical schools. 
Resources should ~ made available to provide students 
with peer education, confidential counseling, testing and 
referral services. 

9. Steps should be taken to cause minority leadership to 
emerge to heighten the awareness of the minority 
population concerning the disproportionate and 
devastating impact of AIDS on thier communities; to 
increase receptivity of these communities to AIDS 
education and AIDS services; to advocate for an 
appropriate share of AIDS funding; and to broaden 
community involvement in AIDS issues. 

lOThe New York City Department of Health (DOH) 
should serve as &he lead agency in an effort to increase 
knowledge and decrease misconceptions about HIV. 
That effort should assure the availability of a 
comprehensive range of prevention services accessible 
and appropriate for the various communities of New 
York City. 

Community-btutd Prtytntion and Education: 
Col14boraion and Coalition Building 

A critical component of effective prevention and 
education efforts is the linking together of federal, state 

and local efforts in order to reach communities. The 
organizational bases from which HIY prevention and 
education activities in New York City are planned and 
implemented should be diverse. Community-based 
organizations have not been recognized as the important 
vehicle they are for reaching diverse populations. There 
sbou1d be a wide ranae of community-based orpnilations 
in varied seuings supported fmancially and technically to 
educate particular groups and the public at large about 
HlV and its preventim. Uniform messages coming from 
numerous credible sources will facilitate the learning 
necessary for behavioral change. Auention must be paid to 
community-based organizations which can effectively 
communicate with distinct populations not yet reached by 
more es&ablished organizations and methods. This should 
include organizations oriented to gay and bisexual men of 
color, women of color, substance abusers and their sex 
partners, out-of-school youths, adolescents and hetero­
sexuals who have unprotected sex with multiple panners. 

Many community-based organizations are already 
serving these populations with non-AIDS programming 
such as job training, pregnancy prevention, literacy 
training, foster care, day care, recreation, social and 
mental health services. It is important for government and 
private funders to support existing community-based 
organizations in their efforts to develop and integrate HIV 
prevention and education programs which: (1) create a 
background of community understanding and compassion 
for mY-infected individuals and those who have AIDS, 
(2) strengthen individual knowledge and skills for 
behavioral change, (3) promote the concept of making 
informed choices, (4) promote community-wide AIDS 
education, (S) educate service providers, (6) foster coali­
tions and networking, and (7) influence policy and 
legislation. For community-based organizations to craft 
HIY prevention and education strategies to meet the 
specialized needs of their distinct service populations, they 
will need to work, where possible, on each of these seven 
levels. 

Throughout New York City there are a number of 
commWlity-based HIV prevention and education programs 
in place but these efforts are limited and need to be 
expanded and sustained. To expand what exists and to 
develop what does not exist demands considerable plan­
ning. collaboration and networking. This is particularly 
critical in minority communities. Collaborative rela­
tionships between all agencies. groups and organizations 
need to be enhanced to (1) determine gaps in service and 
establish new programs, (2) identify existing services and 
refer people for appropriate services, (3) share informa­
tim, data and expertise on program planning, (4) provide 
technical assistance in the development of education 
materials and activities, (5) provide or receive grant 
money, office space, materials and equipment, and (6) 
participate in policy making and lobbying efforts. 



To reduce insensitivity. create more IOlerance and com­
passion and move education forward, community leaders 
including politicians, ministers and business leaders must 
work in partnership with established community-based 
organizations to educate the community about AIDS. 
These leaders can significantly influence knowledge, 
beliefs and practices of those at risk. It is imperative that 
community-based groups and leaden begin to coordinaIe 
across agendas and politics. A monolithic consensus can­
not be expected. but a. collaborative parmership can 
become a reality. 

H~alth-relllUd Publk EtlueGtioIl ProgrtUIU 
General principles concerning ways to change non­

AIDS, health-related behavior can be applied to AIDS 
prevention aad education. A review of a few health 
education programs demonstrates which elements have 
been successful in changing health- related behavior. 

In general. mass media programs alone can change 
knowledge and attitudes, but have less influence on 
behavior than when combined with other educational 
approaches. Mass media programs 10 promote the use of 
family planning techniques were found 10 have limited 

. success in changing people's behavior (udry. J.R .• et ai, 
1972). During the early 1970's, several educational efforts 
were undertaken to discourage drug use, panicularly 
among adolescents and young adults. In one program. 
public service announcements were consistently aired 
outside prime-time hours; did not expose target groups 10 
specifIC messages; failed 10 consider social networks, peer 
groups and sources of information credible 10 drug users; 
and used strong fear messages (Joseph, J., 1988). There is 
consensus that these efforts during the 1970's failed to 
influence drug users. 

Perhaps the best designed studies of intervention 
through mass media campaigns come from programs 10 

reduce the risk of cardiovascular disease among entire 
communities. Stanford researchers found that over a three 
year period. risk of cardiovascular disease fell and 
remained significantly lower in the two communities 
which bad been the object of educational intervention. 
Mass media alone successfully promoted behavior. 
particularly nutrilional behavior, 10 lower cardiovascular 
risk about 2S percenL Combining mass media with . face­
IO-face insuuction achieved even greater changes. about a 
40 percent reduction. The researchers concluded that 
slUtailled community- based education with a mU 0/ 
DpproGCMs can achieve behavioral change which results 
in risk reduction (Farquhar, J.W., 1984). 

Social norms regarding smoking have changed 
dramatically. The unique role of mass media and anti­
smoking campaigns in this change is not clear. It is clear, 
however. that large-scale campaigns. combining mass 
media messages, self-help programs, printed material, 
workshops, and group discussion sessions not only 

improved people's awareness, knowledge, and motivation. 
but also reduced smoking prevalence. None of the 
intervention using mass media alone reduced smoking and 
maintained this reduction as well as those that combined 
mass media with face-IO-face approaches (Flay. B.R., 
1987). . 

Efforts to control syphilis may provide particular 
insights into principles for AIDS prevention and 
education, since both are uansmitted sexually. During 
World WII I. 13 percent of the men drafted were infected 
with either syphilis or gonorrhea. The approach 
undertaken by the military against venereal disease 
centered on promotion of sexual abstinence and repression 
of prostitution. Posters. films, and other maaerial warned 
soldiers about the health risks of . sex with prostitutes. 
Allhough the effacacy of condoms in preventing syphilis 
was recognized, the military did not provide them to the 
troops because it was feared that such a step would 
encourage sexual relations. Instead, soldiers were required 
to undergo disinfectant treatment after sexual exposure. 

Soldiers who contracted a sexually transmitted disease 
lost their pay and were subject 10 coon- martial (Brandt. 
A.M., 1985). Despite these measures, rates of syphilis 
remained high during the war . 

During World War II, the milillly not only undertook an 
educational program. but also provided condoms and 
sought 10 treat soldiers rapidly without punishing them. 
Rates of syphilis infection feU during the early 1940's, a 
decline that accelerated with the introduction of penicillin 
in late 1943. The experience with syphilis indicates that 
intensive education and provision of condoms during 
World War II protected soldiers from infection, while 
auempts during World War I to prevent infection through 
abstinence, fear, and appeals to morality were not 
successful. 

Public health campaigns have shown that educational 
messages alone can change people's health-related beliefs 
and behavior only to a limited extent. An educational 
program, however, increases its effectiveness by 
combining use of mass media with interpersonal commun­
ication and by helping people develop skills 10 implement 
their new beliefs and motivations. 

Messages alld Contelll 
A necessary condition for effective prevention and 

education is that the message reach the intended audience; 
this depends on the number of messages, when and how 
they are presented. and their duration of display. 

AIDS prevention and education messages should adhere 
10 the following general principles: 

1. All messages should be accurate and consistent with the 
latest developments in epidemiological and medical 
knowledge concerning AIDS and its transmission. 
Accuracy is key to correcting misconceptions about 
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transmission and communicating information on how 
HIV is and is not spread. 

2. All messages should aggressively avoid stigmatization. 
The language of all messages must avoid linking 
transmission to population groups and focus instead on 
the need for behaviaal change. 

3. Messages sbould be conveyed through a medium which 
the audience will be able to understand, will find 
appropriate and to which it will respond. 

4. The sociocultural context of each group must be 
addressed as messages are being developed. Appro­
priate symbols, images and credible spokespeople must 
be used. 

5. Messages should be simple, clear and consistent. 
Lengthy and intimidating messages presented in 
technical or scientific jargon will not be effective. If 
perceived to be condescending, such messages will be 
counterproductive. What can be communicated through 
face-to-face channels may not be able to be commun­
icated through television or other mass media. On the 
other hand, some audiences may be m<e recep-tive to 
radio and television media than to human interaction. 

6. While messages need to be repeated over time, new 
messages should build on what has gone before them. 
For example, gay-identifying men may be saturated 
with information about how to reduce risk and, hence, 
may need messages that are less informational in nature. 
Some audiences, on the other hand, may need more 
basic information about virus transmission. 

7. A major determinant of message content is knowing 
what behavior change beliefs/barriers need to be 
influenced. With some audiences one may need to focus 
on AIDS as a personal threat in order to confront high 
levels of denial. If, on the other hand, denial does not 
need to be addressed, one may want to develop mes­
sages that explicitly relate to personal efficacy or group 
norm change. 

The Prindpk 0/ Multipk ApprtHlCMS 
The multiple approaches most often used in HIV pre­

vention and education programs include: (1) mass media, 
(2) information and referral, (3) forums and work-shops, 
(4) interventions that seek to accelerate community-level 
changes, and (5) those that seek to directly influence risk 
behavior on the personal level through individual 
counseling. An ideal HIV education model should employ 
all educational approaches in a coordinated and consistent 
way; involve communities and affected populations in 
program development; and ensure that all approaches are 
stigma free, confidential and anti-discriminatory. There 
must be a public-private partnership in funding and 
supporting these approaches. Government must assume 
the majority of costs with corporations and foundations 
contributing an increased amount. 

MasaMedia 
Undoubtedly, electronic and print media, and videos and 

supporting materials do serve to raise AIDS awareness 
and information levels. If consistent and extended over 
time, this can be an effective approach in the process of 
bringing about social change. But what must be 
recognized is that mass media campaigns are not, by 
themselves, sufficient to bring about change in risk 
behavi<X'. 

Centralized Information and Referral Services 
While mass media can be used to raise awareness and 

information levels, an approach which responds to 
individual questions and refers persons to educational or 
service resources is essential. Telephone services and 
information clearing houses provide easy access to com­
prehensive and accurate information. Exposing people to a 
central information/referral source can provide continuous 
accessibility of culturally appropriate information and 
materials. 

Forums, Workshops and Classes 
Typically these are one-session group training 

approaches which reinforce the basic messages of other 
education efforts and include panel discussion, lectures, 
video presentations or live theater, and opportunities for 
getting brief answers to questions. These approaches may 
be facilitated by health education or human rights 
professionals, but should have a strong community-based 
focus. 

Community-Level Change 
Visible community leadership can mobilize large 

numbers of individuals. Credible community leaders and 
spokespeople are essential as bridges between the public 
health services and individuals engaging in risky behavior. 
Community leaders do have an impact on individuals' 
attitudes and behavior. Support from peers and community 
leaders reinforces people's intention to change their 
behavior. This approach recognizes the social nature of 
HIV risk behavior and the role that opinion leaden, peer 
support groups, one-on-one interactions, small group dis­
cussions and decision-making formats play in sanctioning 
behavi<X' alteration. 

Individual-Level Behavior Change 
Whether one-on-one or group interactions are 

emphasized, this approach focuses on a personal level and 
seeks to change individual risk: behavior through: 
Prevention education and counseling offered in 

conj/Ulction with antibody testing. When coupled with 
effective HIV prevention counseling, antibody testing 
can be a gateway to behavior change. 

lntervtlllions based on a therapeutic model thal art not 
tied to antibody testing programs. This approach has 
individual behavior change as its goal. The approach 
may entail professionally led multi-session groups 
aimed at individuals engaged in high-risk behavior. It 



may involve individualized counseling sessions where 
level of risk is assessed and a plan for behavior change 
is adopted. Whether group or individualized formats are 
used, these approaches emphasize the development of 
interpersonal communication skills, e.g.: how to 
negotiate safer sex; safer sex skills; bow to use a 
condom properly; and how to enhance one's sense of 
personal efficacy. The stronger an individual's belief in 
his or her ability to undenake or maintain safer behavior 
the more likely the penon is to undertake dw behavior 
change on a permanent basis. 

Addictioft ~tIlmelll. Substance abuse tmWnent progmms 
as well as twelve-step recovery programs such as 
Alcoholics Anonymous, Narcotics Anonymous and 
Cocaine Anonymous address the needs of two groups·at 
increased risk of HIV infection: IVDUs and "recre­
ational drug users" who are more likely to engage in 
unsafe behavior when under the effect of alcohol and/or 
other drugs. These programs seek to change addictive 
attitudes and behavior. 

Various Malth and social service system access poillls. 
Health and social service providers can promote 
receptive attitudes towards an intervention by SlreSSing 
potential benefits, such as pregnancy and disease pre­
vention from using condoms. After individuals have 
decided to adopt a certain behavior, they require the 
skills, bodl social and technical, to carry out their new 
behavior. Rehearsing or practicing the desired behavior 
with assistance from ttained workers can help to convey 
the required skills. Risk-reduction messages conveyed 
in the course of a patient's treaunent may increase the 
messages' credibility and thereby positively influence 
behavioral change. 

Although many of these approaches have been 
implemented in New York City, few have been evaluated. 
Consequently, it remains unclear what impact these 
approaches have had on changing risk behavior. Where 
changes in behavior have been reported they cannot be 
directly linked to any particular approach. It is not clear 
which components account for successful results or which 
combinations of approaches are more effective than 
others. 

The principle of "community diagnosis" and planned 
service development are essential to developing effective 
HIV education. This should begin by assessing need 
through a diagnostic JI'OceSS and setting clear and mtAlSUl'­
able program objectives based on the assessmenL Vague 
objectives are likely to yield scattered, unfocused efforts. 
Based on a description by small area, population-based 
surveys of knowledge, attitudes and behavior, coupled 
with focus group sessions, target populations can be 
identified and an assessment made about what audiences 
need to learn. Appropriate interventions can then be 
designed and implemented. 

Recommendations 
1. The New York City Department of Health should pave 

the way for more targeted education and prevention 
programs which community-based organizations can 
best carry out. Such a campaign should also place 
emphasis on how HIV is not transmitted, and should 
include messages which encourage compassion and 
discourage discrimination. 

2. Community-based organizations serving clients in their 
community must be encouraged to provide AIDS 
education and ~h through provision of greatly ex­
panded fmancial and technical assistance. The public 
and private sectors should provide additional funds for a 
technical assistance program, which includes program 
development and evaluation, -fmancial management, 
grantsmanship and development of educational 
materials. 

3. In partnership, the public and private sectors should 
establish a New York City AIDS Clearinghouse which 
serves as a resource for community-based organizations, 
the general public, and health providers. 

4. New York City and State government should require 
that an AIDS education and prevention component be 
built into every existing contract with CBOs delivering 
services to a high risk population, e.g., job uaining 
contractors working to place ex-offenders and ex­
addicts should be used in reaching this population at risk 
with AIDS education. Additionally, all contracts for 
provision of day care, foster care, youth services, mental 
health, literacy, etc. should be reviewed to determine 
how the agency can best contribute to this effon and 
what resources are necessary. 

5. The City of New York must assure that individual 
counseling with the option of anonymous and/or confid­
ential testing for the HIV antibody is readily accessible 
in all communities. Funds should be increased to ensure 
that these services are offered at sites offering 
anonymous testing, drug ueatment centers, sexually 
transmitted disease clinics, family planning/prenatal 
care clinics, hospital outpatient departments and 
community health centers. All such programs should be 
able to provide directly or make referrals to ongoing 
suppon services including self-help groups, primary 
care, social services and mental health programs. 

6. The New York City Human Resources Adminislration 
(HRA) should develop a comprehensive plan and secure 
resources to assure that populations receiving HRA's 
directly operated services are provided with AIDS 
education and prevention services. 

7. The New York City and State government should assure 
information, risk reduction education and counseling 
about the prevention of HIV is provided at all health 
care and social service access points to all clients and 
their sexual partners. 

8. The communications and media industry should work 
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AIDS issues into mainstream programming in an 
accurate and non-sensationalist manner, focusing on 
education, compassion and prevention rather than on 
fear. The industry must provide additional prime time 
public announcement space and include explicit 
messages in those public:: announcements. 

9. Throughout New York City the religious community 
must make every effort to contribute to prevention 
efforts. Religious educaaors and leaders should provide 
8CCuraIe and consistent information to their congrega­
tions and counsel the HIV-infected and their families. 
All religious educalors and leaders should develop HIV 
initiatives for their canmunities. As a part of this effort 
they should bold chlD'Ch/conummity fOOlJ11S; coordinale 
HIV educlllion activities of ministerial associations; and 
coordinate the development of HIV resource malerials. 

lO.New YOlk City and Slate government in collaboration 

with CBOs and businesses must assure that HIV edu­
cation and prevention programs are available to provide 
high quality training to health and human service 
wakers and community AIDS educators. 

1l.Leaders in the New York business community (NYC 
Partnership, Business Council, Business Group on 
Health, Association for a Beuer New YOlk and others) 
should influence large and small employers to make 
AIDS information available in the work place. 

12.Public and private sector employees and unions must 
ensure adequate AIDS education and prevention 
services for their work force., 

13.Studies to determine whal programmatic interventions 
are most effective in reducing transmission of HIV 
within distinct communities should be undertaken im­
medialely. Universities and research institutions should 
seek federal and private funding to support these efforts. 



APPENDIX A 

Overview of AIOS Prevention and Education Activities in New York City 

This overview is based on information available from 
field investiptionsconducted by staff of the Prevention 
and Education Work Group; a work group members' 
survey of AIDS prevention and education activities; the 
New York City Strategic Plan for AIDS report; and a 
survey of community-based organizations conducted by 
the Citizens Commission on AIDS for New York: City and 
Nortbem New Jersey. 

This overview is not inclusive of the varied and 
numerous groups and organizations in New York City 
which are engaged in AIDS prevention and education. It 
does, however, begin to clarify constraints and gaps, and 
points to the trends and strategies which should be 
considered when setting fublre priorities. 

This overview of both general and targeted AIDS 
prevention and education activities in New York City 
includes the foDowing ten areas: (1) Federal, State and 
City Government, (2) health care services. (3) social 
servicelhuman resources, (4) school- ·and college-based, 
(5) public service advertising. communications, and media 
industry, (6) businesses and corporations, (7) religious 
organizations. (8) sociaVpolitical advocacy groups. (9) 
foundation programs and grant-making organizations. and 
(10) community-based organiDtions. 

Summary of Cu"ent Activities of the 
Fe_ral, State, and City Governments 
Federal 
The Centers for Disease Control (CDC) is the federal 

government agency responsible for the prevention and 
control of diseases. including AIDS. The CDC provides 
funding to assist both New York State and New York City 
Departments of Health in detecting and preventing the 
further spread of mv infection through (1) resource 
assessment; (2) active surveillance and selected 
epidemiologic investigations; (3) seroprevalence surveys; 
(4) laboratory services; (5) knowledge, attitudes, and 
behavior studies/assessments; (6) public information 
campaigns; (7) health education and risk reduction 
activities; (8) counseling. testing, and partner notification; 
(9) involvement and participation of community based 
organizations, particularly those representing or serving 
minorities or women; (10) school health education 
collaboration; and (11) evaluation of all activities. 
Throughout these activities.· a special emphasis is placed 
on active surveillance and prevention of AIDS and HIV 
infection in minority populations. Other federal prevention 
initiatives include the OffICe of Minority Health's Funding 
of AIDS Education and Prevention demonstration 

programs; the Health Resources and Service Admin­
isu'ation's Education and Training Centen; the National 
Institute of Health's dissemination of HIV/AIDS 
information; and the Alcohol, Drug Abuse and Mental 
Health Adminisa'alion's outreach projeds and expansion 
of drug abuse ueaunent capacity. 

State 
The State Department of Health's AIDS Institute 

administered (for 1988-89) sixty percent of the state 
budget for AIDS-related programs. The budget for AIDS­
related programs did not include funding for medical 
assiswIce, income maintenance, other health care-related 
expenditures, federal grants. private grants. or local spend­
ing. These included funds for the following: community­
based organizations to deliver AIDS education and 
outreach services; expansion of education programs · 
targeted at minorities and other high risk groups. including 
homeless adolescents, sexual partners of IV drug users and 
prostitutes; mv counseling and testing at family planning 
clinics and prenatal care assistance programs; preventive 
education and peer counseling to IV drug users; and the 
central ttaining unit for AIDS/lflV prevention responsible 
for the development of AIDS-related educational 
materials. The Division of Substance Abuse Services 
(DSAS) was budgeted to provide street outreach to intra­
venous drug users including homeless substance abusers at 
risk; technical assistance and training to voluntary 
providers; and AIDS coordinators to provide staff 
education in treatment centers. DSAS was also funded in 
the areas of treatment expansion, facility expansion, and 
detoxification and drug-free residential programs. 

Additional AIDS-related prevention and education 
activities are provided through the Department of 
Comctional Services; Stale Education Depanmenr; Office 
of Mental Health; Division of Alcoholism and Alcohol 
Abuse; and Division of Human Rights. 

City 
The New York City Department of Health (NYCDOH) 

is the central coordinating agency for HIV-related 
activities among City agencies and serves as a commun­
ication channel between the public and private sectors, 
community-based organizations. and research institutions. 
The Department of Health also funds a variety of 
community-based and city-wide nonprofit agencies to 
provide HIV prevention services. The basis of the 
Department of Health's HIV program services is risk 
behavi<r reduction through education of the general public 
and target populations; counseling those at risk of 
infection; and when offered in conjunction with 

Sl1 
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counseling, the provision of HIV testing. Community 
outreach is a major component of the Department of 
Health's prevention and education efforts. Outreach teams 

composed of HIV educators distribute educational 
materials, make presentations and support lDV prevention 
activities in the twenty-one communities most heavily 
affected by AIDS due to intravenous drug use. Special 
outn:acb programs are also directed to gay and bisexual 
men rA coklr, adolesc:enas as well as inmates in New York 
City ~ institutions. 

NYCDOH's prevention programs include mass media 
efforts; educational material development and distribution; 
professional ttainiDg; hotline counseling; anonymous and 
confidential counseling and testing programs; partner 
notification services; a condom distribution initiative; 
laboratory testing services; and technical assistance to 
community-based organizations. 

The New York City Department of Health contracts 
with 30 CBOs for education and outreach services to 
target neighborhoods as weD as with six city-wide CBOs 
for education and outreach services for specific target 
populations. 

HIV-related discrimination education is provided, 
throughout New York City, by the Commission on Human 
Rights. Additional AIDS-related prevention and education 
activities are provided by the Health and Hospitals 
Corporatien, Human Resources Administration, 
Department of Mental Health, Mental Retardation and 
Alcoholism Services, Department of Corrections and 
Board of Education. 

Health Care Services 
There has been SOlpe effon to educate individuals in 

health care delivery settings. A major effon to encourage 
physicians and other health professionals to become more 
effective AIDS educators with their patients is required. 
Hospitals, health centers, STD clinics, family planning 
and peri1l8lal clinics and other health provider settings are 
important sources of HIV prevention and education 
effons. Although health providers have credibility in the 
prevention of disease they are not used to the fullest to 
conduct HIV education and individual counseling. 

Social ServicelHImIQII Resources 
There are numerous social service organizations, both 

public and private, involved in lDV-relaled work. Many 
of these groups provide a continuum of preventive 
intervention to mY-infected persons and those at risk. 
There is evidence that in some of these organizations, HIV 
prevention and education programs have been designed 
and implemenled within the fabric of the service delivery 
system. Educational programs provided by these 
organizations include: information referrals, brochures, 
safer sex workshops, speakers bureaus, AIDS bodines, 
films and videos, and seminars. A few of these groups 

provide transmission prevention and education training for 
the staff of hospitals, health centers, business establish­
ments, and for home care workers. AIDS discrimination 
education is also provided by city and community-based 
<qanizations. 

Although a few organizations provide targeted 
education and prevention, there remains a considerable 
gap in initiatives developed by and for gay men of color, 
women, IV drug users, prison inmates, adolescents and 
children. There appears to be scattered HIV prevention 
and education for the mentally-ill, mentally rewded, 
physically disabled and others who have special needs, 
though there are a few groups that have designed 
educational curricula and materials for these distinct 
populations. 

In New York City the problem of homeless persons with 
HIV-related diseases only exacerbates the general problem 
of homelessness. Adolescents who live on the streets and 
engage in high risk behavior pose unique problems which, 
unchecked, cause further spread of the HIV epidemic. 
Broad-based social service organizations, including job 
training, foster care, day care literacy programs, social 
clubs, etc., that aid these populations provide some 
assistance; but the gaps are considerable, and prevention 
and education messages are often undertaken too late. 

School- and College-based 
The New York State Board of Regents and the New 

York City Board of Education as well as the Archdiocese 
of New York City have developed a curriculum on AIDS. 
Most colleges and universities have some program on 
AIDS education and prevention. In accordance with a 
Chancellor's Mandate, the New York City Board of 
Education has developed an age appropriate AIDS 
education program for all students K-12. AIDS lessons 
are being infused into the Board mandated Growing 
Health curriculum for all children K-6. At the junior and 
senior high school level, the mandate requires a minimum 
of 6 AIDS lessons per year for all grades 7-12. 

AIDS prevention education has been in existence at die 
Board of Education since October 1985. At that time, all 
school personnel viewed and discussed a Department of 
Health AIDS information tape and received an 
accompanying comprehensive package of related 
maIerials. To augment this initial effort, more than 2.000 
ISIJHS and high school teachers,administrators and 
suppon staff have had AIDS training that will enable them 
to teach students in grades 7-12 a minimum of two AIDS 
education lessons. In addition, a pilot high school peer 
education program and a parent leadership program are 
being developed. 

Since September 1987, the Centers for Disease Control 
and The State Education Department have funded the 
Office of Health, Physical Education and Substance Abuse 
10 provide comprehensive skills in AIDS education K-12. 



These additional monies have allowed staff in IS 
community school districts to be ttained in the Kids 011 

the Block AIDS education curriculum. 
With the assistance of the City-wide AIDS Advisory 
Committee Ihat meets several times a year, a Board of 
Education maslU plan for AIDS education has been 
developed Ibrouah 1991. 

Tbe problems affecting AIDS education implementation 
within the scbools bave been the inability to hire 
addidoaal stafI' due to a Board of Educalion biring fIeeze 
and the limited degree to which explicit AIDS education, 
risk behavior reduc:tion and skills development can be 
addressed and evalualed. 

PIIbUc Service AdvptUiIag. COIffIJIUIIIicatioIU 
and Media /Nbutry 

In general, public service announcements and 
advertisements tend to be scattered and inconsistent Most 
AIDS campaigns have focused on increaSing general 
awareness rather than on specific prevention actions. 
Although the major networks and radio stations have 
agreed to accept AIDS public service announcements, 
many restrictions still exist as to conleDt Messages must 
adhere to strict station policies. Contents are often 
controlled by station managers and limitations exist as to 
what can be seen and heard and the time they can appear 
or be stated. "Viewer Sensitivity" is usually cited as the 
reason for failing to promote explicit public service 
announcements and advertisements. 

Numerous radio stations exist in the New York City 
area, reaching a variety of audiences. Yet there has been 
little effort to provide appropriate radio messages to the 
general popu1aton or distinct populations engaging in risky 
behavior. Other ihan the involvement of some industry 
leaders and celebrities in fund-raising efforts, the 
communications and film industries have been 
underutilized. There have been some efforts to introduce 
AIDS education into mainstream programs, i.e., soaps, sit­
coms, and documentaries. However, there is very little 
available that is accurate, culturally appropriate or risk­
reduction related. The news media does cite recent 
medical findings, protests, costs and service problems, but 
appears not to focus on education and prevention 
programs or the successful efforts of numerous 
organizations and groups. 

B~s and Corporatio1l$ 
Several New York City businesses and corporations 

have established HIV-related workplace programs which 
have brought issues related to HlV infection and AIDS to 
the attention of the business community at large. The "Ten 
Principles for the Workplace", developed by the Citizens 
Commission on AIDS for New York City and Northern 
New Jersey , have been adopted by several major New 
York City based corporations. The principles identify the 

policies that ought to be in place at all worksites to a) 
prevent disruption of the workplace when employees are 
found to be HIV-infected, and b) ensure a caring and 
nondisaiminatory working environment 

The New York Business Group on Health, Inc. has been 
a major force in developing AIDS-related guidelines and 
educational programs for meuopoIilan area employers. It 
has held numerous conferences to educate businesses 
about AIDS, conducted a survey to evaluate the 
effectiveness of worksite education programs (results to be 
released in the summ« of 1989). In addition, it provides 
speakers to discuss AIDS .in the workplace issues and in 
general provides the business community with information 
and guidance on how to handle AIDS questions. 

Further, in collaboration with the A.meric:an Fa,mdation 
for AIDS Research (AMFAR), several major corporations 
and groups have developed a business guide that 
establishes principles and programs for HlV education in 
the workplace. This guide is designed to assiSt managers, 
human resource departments and CEO's in planning and 
implementing HIV education programs. It also seeks to 
avoid unnecessary duplication of effon by describing 
resources already available. 

In spite of these efforts, corporations need to expand 
their corporate HIV education programs and foster 
community initiatives. Many small businesses, in parti­
cular, appear unaware of the need for HlV education and 
wortsile policies. 

Religious Organizations 
Throughout New York City, major religious 

organizations do a great deal of effective work around 
HIV. Many have contributed greatly by simply 
encouraging others to approach HlV-infected persons and 
their families with compassion and understanding. Some 
religious institutions have made unique and generous 
contributions in the area of patient care. Clerical coalitions 
have been formed and many of the clergy work with other 
community groups in the pursuit of increasing patient 
services and education and prevention programs. And of 
course religious organizations have contributed gready to 
the care of poor, homeless and indigent HIV-affected 
people. Given the unique social presence that churches 
have in black and HiSpanic communities, their approptiat.e 
efforts must be encouraged and widely expanded. 

SociDlJPolilicaJ Advocacy Groups 
HIV policy development, legislation, advocacy for 

additional funds and expanded, community based­
participation may well be the cornerstone to successful 
HlV prevention and education. The dominant effective 
voice in New York City has come from organizations 
within the gay community. They have successfully 
demonstrated that education and outreach can help to 
reduce the spread of HIV among gay men. These 
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organizations have mobilized thousands of volunteers to 
support and advocate for people with HI V-related 
illnesses. They have organized advocacy and influenced 
legislation and public policy programs at Federal. State 
and City levels. Gay men have initiated safer sex 
education campaigns and developed compassionate 
supportive services for people who are HIV-positive or 
sick with AIDS or ARC. and f(X their families and loved 
ones. These activities are effective precisely because they 
are designed and implemented by homosexual men for 
homosexual men. Yet. these and later efforts by City and 
State health autOOrities. have not adequately succeeded in 
reaching the black and Hispanic communities. As is true 
with the homosexual community. ethnic and minority 
community leaders and organizations such as the Black 
Leadership Commission on AIDS are in a position to 
understand and assess their own AIDS prevention and 
education needs and must be given the resources 
necessary to develop programs that expand upon those 
provided by government and non-minority agencies. 
Because AIDS has reached epidemic proportions among 
minority men. women. adolescents and children. it is 
urgent that groups and organizations representing these 
populations step up their involvement in advocating 
acceptable and appropriate HIV prevention and education 
services. 

FolUllilJlio" Programs and 
Granl-maJcing Organizations 

Foundations and private grant-makers are relatively 
flexible and can often respond more rapidly than 
governmental agencies which are tied to established 
funding cycles and long-range program commitments. 
Additionally. private grant-makers are usually more 
willing to fund the explicit messages necessary to reach 
individuals engaged in high-risk behavior. From the 
earliest days of the HIV epidemic, it was philanthropy 
from foundations and individuals that took the lead in 
funding much of the community- based education. For 
example, the American Foundation for AIDS Research 
(AmFAR), the only national HIV-related foundation, 
began at a grassroots level. One of AmFAR's conttibution 
to HIV education is TM AIDS In/ormation Resources 
Dirtctory. This diIedory is a compilation of educational 
and informational materials which describes brochures, 
pamphlets, videotapes, curricula, posters, books, manuals, 
government reports, and other resource documents 
available to the public. 

A number of large national foundations, e.g., Robert 
Wood Johnson Foundation and Ford Foundation have 
made grants in response to AIDS. Private foundations. 
corporations, and grant-makers are increasingly funding 
community-based prevention and education services. 
Funders Concerned About AIDS, a group of the Council 
on Foundations, was formed to meet the information needs 

of grant-makers. This group networks with, collaborates 
with and encourages foundations and corporate funders to 
consider AIDS grant-making activities. 

The New York City AIDS Fund is a new collaboration 
among grant-making organizations in New York City. It is 
intended to increase private funding for addressing the 
HIV epidemic at the community level and to impove the 
coordination and wgeting of resources. One of the 
funding objectives of the New York City AIDS Fund is to 
support and encourage community-based programs that 
povide AIDS education to specific, aargeted communities 
and populations. The AIDS Fund also seeks to encourage 
collaboration among organizations; identify successful 
models for continuing support and replication; and 
mobilize additional public and private resources. 

CommlUlity-Based Organizations 
In New Yode City much of the progress that has been 

made in coping with the HIV epidemic has come through 
the efforts of community-based organizations (CBOs). 
Early in the epidemic, CBOs recognized unmet HIV­
related needs 1Uld had the credibility and access to reach 
those most in need. The work of these organizations has 
been exemplary. Organizations in the homosexual 
community provided the leadership and developed most of 
the educational models now followed by others. There 
exists throughout New York City numerous organizations 
and groups. both those already active. and those with a 
potential role to play, in HIV prevention and education. 
These organizations range in size from extremely small 
(one or two staff) to very sizable (large staff and thousands 
of volunteers). There has been an increase in the number 
of CBOs in the black and Hispanic communities which 
have expanded their services to include HIV education 
and prevention. Some have fonned black- or Hispanic­
specific HIV-related organizations, task forces and 
coalitions; and others have forged collaborative 
relationships with health, mental health and substance 
abuse facilities in their communities. 

The Citizens Commission on AIDS conducted a survey 
of community-based organizations to detennine their goals 
and the obstacles they encounter trying to achieve those 
goals. The Commission mailed out approximately 300 
surveys and got a 20% response. There were more than 80 
responses from a broad spectrum of groups including 
ADAPl', the Minority Task Force on AIDS, the Hispanic 
AIDS Forum, People with AIDS Coalition, and the 
Haitian Coalition on AIDS. As indicated in both the 
Citizens Commission's survey and information from field 
investigations conducted by staff of the work group. there 
is considerable variation in CBOs' expertise and range of 
services. The broad range of services include support 
groups, health education. information and referral, 
advocacy, training, mental health services. social services, 
medical assistance, case management, food programs. 



housing, transportation and assistance with legal issues. 
Community-based organizations have been most 

successful in using their credibility to bring educational 
messages and activities to distinct populations. There is 
considerable evidence that CBOs are developing culturally 
languqe-sensitive HIV materials and risk-reduction 
techniques. These include video projects with a focus on 
how to live with AIDS; community forums on skills 
development; consultation with and education for health 
educators and local schools; focused workshops and 
seminm; speakers bureaus; stteet outreach to children and 
teens using "rap. rbydunk and colorful" mediums; and the 
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