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INTRODUCTION

The National AIDS Strategy Committee at its first meeting on 20th
December, 1991 decided to establish Sub-Committees to

examine various aspects of its brief and to report back to the
plenary meeting of the National Committee on 6éth April 1992
(subseguently postponed to 13th April).

The "“Sub~Committee on the Care and Management of persens with

HIV/AIDS" (The Committee}) was given the following terms of

reference:

Care and Management of persons with HIV/ATDS

"To consider the development of appropriate arrangements for the care
and management of persons with HIV/AIDS at primary care and hospital
levels including the development of liaison arrangements between the
prison, health and welfare systems. The development of policy
recommendations should be carried out in co-ordination with the
Committee on Infectious Diseases in Prisons established by the

Minister for Justice".

In order to ensure that the Committee could examine its brief as
comprehensively as possibkble it was decided to appoint as broadly
representative a membership as practicable both from the statutory and

voluntary services. The membership of the Committee is as follows:

Mr D. Devitt (Chairman) Assistant Secretary, Department of Health
Dr. J Barry, Drugs/AIDS Co-ordinator, Eastern Health Board

Dr E.Dooley, Medical Director, Prisons, Department of Justice

Dr C. Foley-Nolan, AIDS Co-ordinator, Scuthern Health Board

Ms M Foreman *, Senior Medical Social Worker, St. James’s
Hospital

Mr T Geoghegan, Project Leader, Merchant’s Quay Project

Ms BR.M. Jones, Cairde

Dr J. Kiely, Medical Officer, Department of Health

Mr G. McCartney, Assistant Secretary, Department of Health
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Dr. F. Mulcahy, Consultant in Genitourinary Medicine,
St. James’s Hospital

Dr J.0’Connor, Consultant Psychiatrist, Drug Treatment
Centre, Trinity Court ‘

Ms V.0’Dowd *, Public Health Nurse, Eastern Health Board
Dr. F. O’Kelly, Irish College of General Practitioners
Ms D Seery, Cork AIDS Alliance

Dr J.H.Walsh, National AIDS Co-~ordinator, Department of
HEealth _
Mr D. Ryan, (Secretary) Dept of Health
* Ms Foreman and Ms 0’Dowd were co-opted to the Committee to

—

represent the Statutory Workers in this area.

"The Comnittee met on nine occasions between 10th February and éth

Epril, 1992

The Committee gratefully acknowledges the submissions it received
from individuals and agencies which greatly assisted the Committee

in the preparation of this Report.

The Committee wishes to record its appreciztion of the work
undertaken in a most efficient manner by Mr Dermot Ryan, Higher
Executive Officer, Department of Health who acted as Secretary to

the Committee,

Statistics on HIV/AIDS

The following tables illustrate the statistics for AIDS cases and
deaths to 31st December, 1991.



AIDS CASES AND DEATHS TO 318T DECEMBER 1991

Cagses of AIDS

1982 83 ’84 ’'85 ’'86 '87 ’88 ‘838 ‘90 91 Total

Homo/Bisexual 2 0 1 1 1 6 21 17 22 23 94
I.V. Brug Users o 0 0 1 1 g 10 21 27 31 100
Homo-Bisexual/

I.V. Drug Users 0 1 1 1 0 1 1 2 0 0 7
Haemophiliacs 0 0 1 0 3 3 3 6 20
Hetercsexual o 0 o 0 0 1 1 2 11 23
Babies born to 1.V.

Drug Users 0 0 e 1 1 0 2 i 2 1 B
Babies Born to

Heterosesxual Mothers 0 0 0 0 0 3 1
Undetermined 0 2 1 5
TOTAL 2 1 3 5 6 20 38 51 61 71 258

(In the period from lst January to 5th April 1992. (inclusive) there have

been 8 more cases of AIDS diagnosed: 2 Homo/Bisexual;
and 1 hetercosexual bringing the total number of cases to 266).

Deaths fron hiDS

5 I.V. Drug users

1982 ‘83 '84 'BE ’'Bg f87 f8E f8ge 'gp &3 Total
Eomo/Bisexual 2 1) 1 3 4 7 7 7 33
I.V. Drug Users 0 1 o 1 0 3 2 1 11 9 28
Homo-Bisexual/
I.V, Drug Users 1 G P 1 1 & 6
Haemophiliacs 0 1 1 11
Heterosexual 9 0 6 ¢ 0 0 2 2 7
Babies born to I.V.
Drug Users 0 0 0 1 1 1 1
Undetermined 0 0 0 .2 _1_0 4
TOTALS 2 _ 1 _3 8 _15 _26 _21 __95

(In the period from ist January to 5th April, 1992 (inclusive) there were
eight deaths from AIDS; 2 Homo/Bisexual; 5 I.V. drug users; 1 heterosexual

bringing the total number of deaths to 103).



CUMULATIVE TOTAL SAMPLES TESTED FOR _HIV ANTIBODY = DECEMBEER,
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The number of AIDS cases reported in any one year is of course a

reflection of the level of HIV infection in previous years.

The HIV

virus has a long incubation-period, perhaps 4 to 10 years, but enough
is not yet known to enable definitive parameters to be established for

the onset of full AIDS. .

1891

CATEGORY TESTED TOTAL POSITIVE e{1)
SAMPLES TESTS |
INTRAVENOUS DRUG USERS
Male 3467 461
Ferale 1483 150
Unknown 69 8
5019 619
CHILDREN AT RISK 862 78
HOMOSEXUALS /BISEXUALS 2574 188
HAEMOPHILIACS 1038 112
HAEMOPEILIAC CONTACTS 67 o
HOSFITAL STAFTF/QCCUPATIONAL
BEAZARD /NEEDLESTICK ' 790 G
TRANSFUSION 238 1 *(2)
BLOODD DONCRS 1290 15
ORGEN TRANGPLANT 2602 4]
VIsa REQUESTS 4802 1
INSURANCE 12618 0
PRISONERS 385 13
HETERQO/UNSPECIFIED 18233 128
TOTAL 52818 +115¢
* (1) It should be noted that the figure given relates to tests and not
necessarily to individuals as there may be some element of double-
counting
* (2) Transfused in U.S5.A.

(In the period 1st January to 29th February,

tests resulting in 32 positives:

55144 tests; 1188 positive tests).

1992 there were 2,326
the total figures therefore are;
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2.3 éo da;e the geographic distribution of HIV positive persons is
unknown although it is understood that the sub-committee on
AIDS/HIV Surveillance and Epidemioclogy is examining this issue at
present. However it is estimated that of the known 1156 positive

tests up to 90% are from the Greater Dublin area.

2.4 The Centres for Disease Control (CDC), Atlanta, Georgia, have
identified four broad categories of progression along the path to full
AIDS.

Category I

Category II

Categorv 1171

Categorvy

IRY

These can be described as follows:

From infection to appearance of anti-body - usually 6 weeks
to 3 months - but can be as long as 2 years.

From appearance of anti-bodies - HIV positive -~ to
development of early symptoms. PFatient is HIV positive but
symptomless. Length of time in this stage of infection
varies from 5 to 10 years plus, depending on age, co-factors
and scurce of infection. At this stége treatment at primary

care level is required.

HIV positive plus initial symptoms - e.g. enlarged persistent
ivmph glands in a number of areas throughout the body and/or
oral manifestations, ulcerations of mouth and gums etc. Zgzain
mainly manageable at a primary . care level but may reguire

hospitalisation.

The patient is clinically ill with & range of illnesses frorn
general wasting to diarrhoea to candidiasis etc. Clear
indications that the immune systen is compronmised. Patients 1ir
this category will reguire on average three to four admissions
to an acute hospital bed each vear for approximately 10 days per
adrmission.

Kote:
From Category IV the patient will probably go on to meet the
CDC/WHO definition of a full RIDS case.

To date (5.4.92) 266 cases meeting the CDC/WHO definition hav
been recorded. Of these 103 have died.
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Care and Treatment needs of HIV positive individuals at Primary
Ccare lLevel

At the different Category levels there is a need for individuals
to have access at different times to a range of appropriate
medical and personal social services; such needs will vary
depending on the individual’s progress through the spectrum of the
infection. As knowledge of the disease increases, it would appear
that with proper management of the HIV positive patient with
regard to diet, medication, counselling etc. the onset of full
AIDS can be deferred and the quality of life for that patient
improved accordingly. ©One of the difficulties for both patients

and the services alike is that there is currently no way of

predicting the course of the virus in any individual.

Because of the nature of the infection at Categories 1I and III
it is accepted that the ideal method of delivery of services to

tbe'patient is by the general practitioner in a community-based
setting. It is apparent that many people whc are HIV positive,

especially those who are also problem drug users, do not have
general practiticners. It would also appear however that some GPs
can have particular problems in the management of such patients.
These problems inciude a reluctance to accept care of difficult
or problematic drug users with HIV because cf fear of personal
safety; because of inadequacy of specific knowledge of the
infection; because of dissatisfaction at the level of remuneration
(many patients are in the 16-44 age group which attracts the
minimal capitation fee under the General Medical Services Scheme)
and also because of the lack of support services. 2 nunber of
differing models of care or an amalgam of existing models and new
structures have been suggested as a means of developing an
integrated syster of both medical care and psychosocial support.
The Committee accepts that as a first step in encouraging GPs to
undertake a comprehensive role in this areaz it is recommended that
proper resource structures should be intreduced to allow GPs to
care for the BEIV/AIDE patient in his own practice setting.

A significant number of people (500+) were diagnosed as HIV
Positive in the mid 1980‘s. Many of this group are now having
significant medical problems and there is therefore an urgent need
to provide services. However, since some GPs encounter
difficulties in treating such patients in their own practices a
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mechanism must be found to allow for the delivery of the services
as envisaged. This is particularly relevant in the case of HIV
positive drug users as referred to in subsequent paragraphs. An
approach would be to establish community-type services in clinics
within the hospital setting where GPs, under the guidance of the
relevant clinician would provide such services on a sessional
basis. However the alternative favoured by the Committee in this
context is that such clinies could be established as ‘'satellite
clinies" outside the hospital setting. These might be located in
appropriate locations possibly within existing services, and
should preferably be situated within or as close as possible to
the areas of greatest need., THE COMMITTEE RECOMMENDS THAT TEIE
BE DONE INITIALLY ON 2 PILOT BASIS AND TEAT A MINIMUM OF TWO SUCH
CENTREES SHOULD BE ESTABLISHED IN THE DUBLIN AREAZ AND CONSIDERATION
GIVEN TO _THE ESTABLISHXENT OF 2 STMILAR CLINIC IN CORE ON TEE
BASIS OF EVALUATION OF NEED AT LOCAL LEVEL. Consideration could
also be given to appropriate remuneration for GPs who.participate

in these services.

211 the indications are that the majority of people affected at
present are from deprived urban areas and many have experienced
social and economic disadvantage, unrelated to HIV and AIDS. For
example, many women who are HIV positive are single parents, the
majority are unemployed and live in local authority housing and
many have had a history of drug misuse and conseguently many
members of the extended family network may be infected with HIV.
Generic community services provided by the statutory authorities
in deprived urban areas are under the greatest pressure. IT _I§
PROPOSED TEEREFORE THAT A STRENGTHENING OF SUCE SERVICES PROVIDED
BY THE HEEALTH BOARRDS IN THESE AZREAS WOULD BE AN IMPORTANT INITIAL

e e e e o e e 1 L e e e s S

The Committee recommends that adeguate services be provided at a

local level in order to ensure that, having taken due

copsideration of medical peeds, individuals can remain outside of

hospital care as much as pessible. It is also recognised that the

Voluntary Agencies working in the area are providing a wvaluable

service and they should be allocated additional resources to
enable them to fulfill the role which they are currently
endeavouring to undertake and to allow them to complement the
expanded statutory services.
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In order to ensure accessible and appropriate services a full
range of support services will have to be provided. It is
accepted that these services should be provided in a community-
based setting and services which have been identified as desirable
to complement primary medical services include the following:
Clinical Services

- Treatment of acute infections

- Infectious disease screening

- Medication supervision

- Dressings

- Drug related services

- Phlebotomy

Counselling/Social Work Service

The Committee recognises the need for non-hospital as well as
hospital-based counselling/social-work services S0 that
individuals can deal with a. wide rénge of issues relating to
HIV/RIDS. These issues would includer pre- and post-test
counselling; medical information; dealing with-sexuality and safer
sex practices; issues relating to the prevention of transmission
of the virus and the sustaining of adapted safer sexual practices.

Comrunity Welfare Allowances
- Diet allowance
- Heating allocwance

- Household support

IN_EXAMINING THE ISSUES OF WELFARE ENTITLEMENTS, THE COMMITTEE
RECOMMENDS THAT WELFARE ENTITLEMEKTS FOR THOSE WHO ARE KHIV
POSITIVE BE STANDARDISED. (It is understood that the Sub-
Committee on Anti~-discrimination 1is examining this issue at

present}.

Personal Services

- HBome Help

- Home Care

- Terminal Domiciliary Care

Lack of Scocial Suppert: In many other illnesses, individuals can
turn to a wide circle of community support, particularly to help
ther or family members experiencing illness. With HIV/AIDS, the
social stigma that is experienced prevents families from asking
neighbours and the wider community to get invelved,
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Preventive Services

-

Needles

Condoms

Information

Child Care

Creche
Infant welfare

It is important that these services should be fully integrated to

ensure that the best use is made of available resources and that

the optimum level of care is provided in as accessible a manner

as possible.

3.6 The Committee accepts that the services outlined in the previous

paragraph based, as they will be, 1in or attached to the

recommended satellite clinics require to be complemented by

improvements in other areas. These include the following:

HEomelessness

Many individuals who are HIV positive or who are suffering from

ARIDS are discharged from institutional care (i.e. prison, hostel,

or
accommodation. THE COMMITTEE RECOMMENDS THE FOLLOWING:

respite care) without adeguate ©planning for suitable

Neo individuazl who is HIV positive should be discharged fron

institutional care on Friday afterncons without clear

prior arrangements being made for housing and mediczl care

(if needed):;

that attention be paid to the special needs of jindividuals
with HIV including the fact that ordinarv hostel

acconodation is oftern not sufficient:;

that existing discharge protocels for the homeless already

in place in many hospitals should be examined toc ersure that
they provide for persons with HIV;

that Hostels receiving public funding should not be entitled
to continue their practices of refusing to take individuals

who are HIV positive.
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An example of good practice in the area of homelessness is the
arrangement that has been made between the veoluntary organisation,
Body Positive, and the Eastern Health Board Homeless Unit, whereby
Body Positive will facilitate an individual looking for a flat
deposit by providing the money immediately in order that the
individual can secure a flat. The money can then be refunded to
Body Positive from the Eastern Health Board.

Family support services

In a family where either or both parent(s) is infected with HIV,
the type of gupport with the family that is needed during illness
is currently not being provided. 1In particular, the need for
someone to supplement the parenting role while the parent(s) is
111 needs to be addressed. The Committee acknowledges that the
statutory power exists to provide this service and that the
service is at present being provided in certain areas for example
health boards provide day nurseries and child care workers. The
Committee considers that such services should be encouraged and
developed in areas of particular need. These workers would
provide full-time support within the home in particular in
relation to:
- Home making (cleaning, shopping etc.}

and
- care of the children.
The family support worker would provide support at times of
illness and hospitalisation and would be available to move into
the family home and take over should a single parent be
hospitalised.
The Committee recognises the role of the voluntary organisations
in providing suppert in the home and would encourage the good
practice of co-operation and liaison which already exists - for
example between Cairde’s Home Support Project, St. James’ Hospital
and the Eastern Health Board.

The Committee recognises the gap in services in the lack of
provision of night-sitting and night-nursing services which are
essential in ensuring that individuals remain at home although
this service need is not exclusive to HIV/AIDS patients.
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Child Care

The issue of planning for the care of children while parents are
i11 is obviously highly emotive and stressful for families. The
Committee would support the streamlining of services so that

continuity of care can be provided for children.

In the case of fostering, this would mean that the current system
of separate short-term and long-term arrangements being made for
children would be changed so that children would always go to the
same foster family during any episode of illness. This would be
regarded as an ideal situation but it is accepted that due to
shortages of foster families from time to time, it is not always

pessible to arrange for such continuity.

In relation to adoption, the Committee recommends that provision
be made so that the parent(s} can be involved in the selection of
adoptive parents before their death and the inclusion of adoptive
parents in the care of the children before their natural parent
dies. It is understood that the parent can be involved under the
Adoption Acts in choosing the prospective adopters. Ultimately
however, it will be a matter for the Adoption Board to decide

whether or not to make an Adoption Order.

Preventive services~ Condons

The Committee recommends the availability of free condoms to those
who are HIV positive, through health board and other service

outlets.
Retraining/Work Opportunities R

The Committee recognises the need for people with EIV to have
equal access to job opportunities and to retraining programmes in
line with theilr changing physical abilities. The Committee
recommends that open access to retraining opportunities should be
given to individuals who are HIV positive through FAS, and where
appropriate, the National Rehabilitation Board.

Research and evaluation

Because the care of HIV positive patients by community-based
personnel is an emerging area where innovative service strategies
will need to be developed, the Committee consider that on—-going
evaluation and research are necessary to ensure both the
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widespread dissemination of information on good practice and the

_ development of an integrated approach to the provision of primary
- care for the HIV/AIDS patient.

In this context the Committee welcomes the establishment of the
HIV Primary Care Research Unit which has begun the work of
establishing the optimum role for primary care in the management
and prevention of HIV disease and the development of protocols and
educational means of implementing this role. The Committee notes
that the unit is to investigate the attitudes of GPs to treating
HIV patients.

The First Interim Report of the Unit (March, 1992) is at Appendix
I of this Report.

The development of the satellite cliniecs as recommended will
require the training of medical, para-medical and community
service personnel in order to ensure that the services which have
been outlined previously may be provided in a prompt and
appropriate manner. Accordingly the Committee would urge the
health boards to urgently provide adeguate training and support
to personnel working in this area. An example of the type of
training envisaged would be the need for public health nurses and
other appropriate community care personnel to be trained in the

care of the terminally-ill patient in the home.

Care and Treatment of HIV positive drug users
The statistics previously quoted have shown that intravenous drug

‘use is the main source of transmission of the virus. (Of the 1188

HIV positive tests almost 60% are drug related; of the full AIDS
cases almost 40% are drug related; all figures quoted are as at
29/12/92). The probler has also been identified on a geographical
basis highlighting the Dublin inner-~city area as having particular
problems in this respect.

This mode of transmission invariably leads to other problems such
as paediatric AIDS, heterosexual spread and transmission of the
virus within the prison population.
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It is accepted, therefore, that any strateqy to deal with the
problem of HIV transmission must pay particular attention to the
drug user as a prime source of infection. In order to do this
services must be provided in a community - based, client~friendly,

comprehensive and integrated manner.

The Committee has already outlined an approach in its
recommendations in paragraph 3.3 (i.e. satellite clinics) for the
delivery of services to HIV positive individuals, together with
a full range of support services. It is considered that this
approach, because of its emphasis on a community-based service,
and because of its location in areas of greatest need, would
provide an ideal mechanism for the care/treatment of the HIV
pesitive drug user. The service as envisaged will therefore be
available to all HIV positive individuals. Ir recognition of the
particular problems presented by HIV positive drug-users the
Committee has recommended the establishment of satellite clinics
outside the Hospital setting.lThe Committee considers that

such clinics should also provide primary, preventive care for all
drug users. The Committee recognises the necessity for those
clipics to have available to them the range of services outlined

at Paragraph 3.5.

The "“Government Strategy to Prevent Drug Misuse" (May, 19%1)
recognised that there was an overwhelming case to be made for
decentralising services as far as practicable to ensure
accessibility and continuity of treatment. In this context the
Government Strategy proposed the establishment of Commurity Drugs
Teams {CDTs) under the auspices of the Health Boards in specific
targeted areas.

The role of the CDTs was set out as follows:-

- identifying the extent of the drug use problem in its area
of operation;

- identifying and establishing contact with known drug users
and persons at risk;

- establishing links with the appropriate statutory and
voluntary treatment services and referring individual drug
users for assessment and treatment as appropriate;

- ongoing monitoring of individual drug users on referral
back following initial assessment and treatment;
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- assisting in the development of appropriate primary prevention
programmes;

- liaising with the prison service in the case of drug using
prisoners from their area being released.

The individual local circumstances would dictate the composition
of the CDTs but it was considered that the following membership
might be appropriate:- GP; outreach worker; social worker; public
health nurse, treatment agency represehtatives; juvenile liaison

officer/probation officer.

In view of the proposals previously outlined concerning the
development of services aimed at HIV positive drug users it is
important to emphasise that the CDTs will work closely with and
complement the proposed satellite clinic service in order to

provide a comprehensive and integrated approach.

As previously stated it is accepted that the ideal method of
delivery of services to the HIV infected patient is by the GP in
a community-based setting. The “Government Strategy to Prevent
Drug Misuse" recognised the validity of the model which exists for
the treatment of acute medical and surgical conditions whereby the
patient is referred to a consultant = for specialist
treatment/assessment and referred back to the GP for on-going
treatment and monitoring. In the case of the HIV positive drug
user this might involve the drug user being referred by the CDT
to the Drug Treatment Centre (or by self-referral to the Drug
Treatment Centre) for specialist assessment and treatment and then
being referred back to the GP in the satellite clinic for on-going

care.

In view of the recommendations made in respect of HIV infected
drug users it is recognised that the role of the Drug Treatment
Centre is essential in providing a national medical treatment and
counselling service and in providing the relevant expertise to
encourage an increased role for community-based treatment in this

area.
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The Committee considers that the prescribing of methadone for HIV
positive drug users is an appropriate response to prevent the
transmission of the virus. In view of this it will be necesary
to allow methadone prescribing in the proposed satellite clinics.
In these circumstances it is accepted that agreed protocols for
the treatment of such individuals must be established to avoid
unnecessary pressure to prescribe being placed on the GP and to
avoid double prescribing and inappropriate prescribing. The
Committee considers that the appropriate agencies to prepare such
protocols are the Drug Treatment Centre, the Fastern Health Boardq,
the Irish College of General Practitioners and the voluntary drug
agencies through their representatives on this Committee, on
bahaif of, and under the aegis, of the Committee. The Committee

reconmends that this should be done as a matter of urgency so that
the establishment of the proposed Satellite Clinics can proceed
without delay.

Specific Issues pertinent to the Care and Managemepnt of EIV-

Positive people in Prison.

HIV-pesitive prisoners sEould be able to availil of medical and
para-medical services of an eguivalent standard to those

available to similarly infected people in the community.

To facilitate continuity of care between the prison and the
general community the overall integration of facilities
between these two locations for this group should be
encouraged. This may involve more formal linkage or liaison
between care facilities in the community and those within the

prison.

Prison regimes should be structured, as far as possible, to
facilitate the diagnosis, medical treatment, and on-going care
of BIV-positive individuals.

ks far as practicable primary-care and consultant-based out-
patient services should be provided within the prison.

Where a prisoner requires specialist in-patient medical treatment
this should be provided within the health service on the same
basis as to any other citizen.



5.
5.1

18

Acute General Hospital Care
As indicated previously in this Repoft patients up to and

including Category III can generally be treated ocutside the
hospital setting although Category III patients may reguire
hospitalisation particularly as they reach the end of this
stage of infection. However patients in Category IV will
represent the largest burden in terms of hospital
admissions: as outlined previously patients may reguire on
average 3 -4 admissions to an acute hospital bed each year
for approximately ten days per admission. Furthermore as
initial contact with the statutory services for HIV
infected patients is likely to be through the hospital
setting this may be ar important factor in the care and

management of a patient’s infection.

The Department of Eealth policy in the area of acute
hospital care has been that each acute hospital would be
responsible for the care and treatment of HIV/AIDS patients

from its own catchment area reguiring hospital treatment.

However as already indicated it would appear from the
national statistics that the vast majority of individuals
with HIV/AIDS either reside in Dublin ‘and/or receive
hospital treatment in Dublin and to a much lesser extent in
Cork.

In practice therefore the vast majority of patients at
present are either treated initially at or are referred to,
St. James’s Hospital, Dublin, by other hospitals, by
general practitioners or they are self-referred. 2
relatively small number of patients have also been
diagncsed and/or treated in Cork Regional Hospital, the
Mater Hospital, Dublin, Beaumont BRospital, Dublin, oOur
Lady’s Hospital, Crumlin, The Coombe Hospital, Dublin and
the Rotunda Hospital, Dublin. It would appear that other
acute hospitals throughout the country have dealt with very
few or no HIV/AIDS patients.



It is expected however that the demands on the acute
hospital sector will expand significantly over the next few
years as many of the 500 + people, who were diagnosed as
HIV positive in the mid - 1980‘s, develop full AIDS.

In its discussions on acute hospital care the Committee had
available to it the recently completed report of the
Comhairle na nOspideal Committee on the management of
2.1.D.S. at Consultant Level. The terms of reference of

the Comhairle na nCspideal Committee were as follows:

"Kaving regard to the policy of the Department of Health
and following examination of the issues involved and
consultation with appropriate interests, to make
recommendations to the Comhairle on mechanisms to improve
the management of A.I.D.S. patients at consultant level and
to clarify the role of the different specialties in the
services for persons who are H.I.V. positive and/or who
have A.I1.D.S." '

The membership of the Comhairle Committee together with =&
copy of its conclusions and recommendations ana final

remarks are attached at Appendix II

The Committee supports the conclusions and recommendations

of the Conrhairle na nOspideal Cermmittee, on the managerent

of 2ids at consultant level, and recommends their

implementation at the earliest possible date. In

particular the Committee consider that the following
recommendations should be given priority attention:

(a)} the creatior and appointment of an Infectious Disezses
Consultant in North Dublin and a sirilar post in South
Dublin (Paragraph 5.4, Comhairle na nOspideal Report)

(b} the appointment of a Consultant in Genito-urinary
medicine to North Dublin (Paragraph 5.9; Comhairle na
nOspideal report)
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In establishing a hospital-based HIV/AIDS service for the
northside of Dublin the Committee considers that the
necessary medical staff will reguire to be complemented by
a range of staff including nursing, social workers,

dietitian and occupational therapy personnel.

As the new service develops the gquestion of a dedicated
ward will need to be addressed in the 1light of the
experience gained to date at St. James’s Hospital. The new
unit must have clear admission criteria and therapeutic
obiectives. Turthermeore the existence of the unit should
not mean that patients with AIDS will not be cared for in
other parts of the heospital, rather that there is a centre
of expertise which may be used as a rescurce on a

consultative basis.

The Committee are conscious that the new hospital - based
services, as recommended, will take time to put in place.
In the interim the Committee recommends that additional

support be qiven‘to the present hospital-bzsed services at

St. James’s which are under increasing pressure.

Respite Care

As indicated previcusly many of the group of individuals,
(500 =) who were diagnosed as HIV pcsitive in the mid -
1980’s are now experiencing significant medical problems
particularlv at late Category III or Category IV stages of
infecticon. Whilst some may not reguire full acute general
hospital facilities they cannot be discharged into the
Community for a variety of reasons including on~going
infections, 1inadeguate family support or poor hone
conditions. A service was opened at Cherryv Crchard

Hespital in 1990 tc address this need and the Committee

reccommends that the present services in Cherry Orchard

Ecspital shouléd be expanded as rTreguired to cope with
increasing demand,
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Palliative Care

The Committee recognises ¢that palliative care 1is an
important element in the care of the terminally ill AIDS
patient. The Committee supports the recommendation of the
Comhairle na nOspideal Committee on the management of AIDS
at consultant Jlevel that the existing services for

palliative care of terminally i1l patients, both home-care
and in-patient care should be extended to include patients

with advanced and terminal AIDS.

Concluding Remarks
The Committee is satisfied that the recommendations which

it has made relating to primary, secondary and tertiary
care will have an important impact on the care and
treatment of those already infected by the virus and aiso
in helping to prevent the further spread of the infection.
The Committee has stressed the need for services to be
integrated and community-based and alsc that the propcsed
satellite clinics and other complementary services should
be as accessible as possible. It is accepted however, that
the strengthening of existing services and the Bevelopment
of new services in the community is only addressing one
area of the service reguirements, albeit a crucial and
essential element. Whilst the Committee considers that,
where possible, the treatment of the HIV/AIDS infected
patient should be in a community-based setting it fully
recognises that at certain stages in the patient’s progress
through the spectrum of the infection hospital in-patient

care will be reguired.

The Committee would emphasise however that there is a need
to ensure that "separate" services do not develop but that
the community-based and hospital-based services are
integrated in a way that meets the needs of the HIV/AIDS
patient in the most effective and appropriate manner. 1In
this context the Committee recommends that all the agencies
({both statutory and voluntary, community-based and
hospital-based) providing services for HIV/AIDS should be
represented on the local Aids Co-ordinating Committees.
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Summary of Recommendations:
It is recommended that proper resource structures should be

introduced to allow the general practitioner to care for
the HIV/AIDS patient in his own practice setting.

(paragraph 3.2)

(ii) The Committee reccmmends the establishment of satellite

clinics outside the hospital setting which would provide
primary and preventive care for all HIV positive
individuals and for all drug users. (paragraph 3.3)

(1ii)The Committee recommends that satellite clinics be

established initially on a plilot basis and that a minimur
of two such centres should be established in the Dublin area
and consideration should be given to the establishment of

a similar c¢linic in Cork. (paragraph 3.3}

(iv) It is proposed that a strengthening of generic community

(v}

services provided by the Health Becards in deprived urban
areas would be an important initlal step in developing a
range of accessible and appropriate services.

(paragraph 3.4)

The Committee recommends that adegquate services be provided
at a local level in order to ensure that, having taken due
consideration of medical needs, individuals can remain
outside of hcspital care as much as possible.

{paragraph 3.4)

{vi}) It 1is recommended that the voluntary agencies should be

allocated additional resources to enable them to fulfil the
role they are currently undertaXing and to allow them to
complement the expanded statutory service (paragraph 3.4)

(vii)The Committee recommends that weifare entitlements for those

who are HIV positive be standardised. (paragraph 3.5)
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(viii)The Committee recommends the availability of free condoms

(ix)

(%)

(xi)

to those who are HIV positive, through health board and
other service outlets (paragraph 3.6)

The Committee recommends that open access to retraining
opportunities should be given to individuals who are HIV
positive through FAS, and where appropriate, the National
Rehabilitation Board. (paragraph 3.6)

—_

The Committee recommends the following:

- No individual who is HIV positive should be discharged
fror institutional care on Friday afternocons without
clear prior arrangements being made for housing and
medical care (if needed);

- that attention be paid to the special needs of
individuazle with HIV including the fact that ordinary
hostel accomodation is often not sufficient;

- that existing discharge protocecls for the homeljess
already in place in many hospitals should be examined
to ensure that they provide for persons with HIV;

- that Hostels receiving public funding should not be
entitled to continue their practices of refusing to

take individuals who are HIV positive. (paragraph 3.6)

The Committee considers that on-going evaluation and
research are necessary to ensure both the widespread
dissemination of information on good practice and the
development of an integrated approach to the provision of
primary care for the HIV/AIDS patient. (paragraph 3.7)

(x11)It is recommended that doctors operating from the satellite

clinics should be permitted to prescribe methadone.
(paragraph 4.6)

(xiii)It is recommended that protocols for the treatment of drug

users be established by a sub-group of this Committee as
a matter of urgency. (paragraph 4.6)
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(xiv)The Committee supports the conclusions and recommendations
of the Comhairle na nOspideal Committee, on the ﬁanagement
of Aids.at consultant level, and recommends their
implementation at the earliest possible date and in
particular
(a) the creation and appointment of an Infectious Disease
Consultant in North Dublin and a similar pest in South
Dublin (Paragraph 5.4)

(b) the appointment of a Consultant in Genito-urinary
medicine to North Dublin (Paragraph 5.4)

(xv} The Committee recommends that additional support be given
to the present hospital-based services at St. James’s which

are under increasing pressure (Paragraph 5.6)

(xvi)The Committee recommends that the present services in Cherry
Orchard Hospital should be expanded as regulired to cope with

increasing demand. (paragraph 6)

{xvii)The Comﬁittee supports the recommendation of the Comhairle
‘na nOspideal Committee on the management of AIDS at
consultant level that the existing services for palliative
care of terminally i1l patients, both home-care and in-
patient care should be extended to include patients with
advanced and terminal AIDS. (paragraph 7)

DRDR



Appendix 1

HIV Primary Care Research Unit

First Interim Report - March 1992

Introduction

The availability of appropriate primary care services

for patients with HIV and AIDS will be increasingly important in
the future. Dublin's existing situation is that most of those
with HIV infection attend the specialist centre at the
Genito-Urinary Medicine Unit at St.James's Hospital. This
centre cannot continue to provide both long term care and
monitoring to all patients and specialist care to those who are

seriously ill.

The HIV Primary Care Research Unit was set up in 1991 with
funding from the Department of Health with the foliowing aims:

To establish the optimum reole for primary care in the
management anc prevention of HEIV disease ana

—
bt
~—

{2y Tc develop the protocols and educetional means ol
implelent¢n“ this role in the setting of Irish general
practice.

The setting for the initial work on these aims is that of two
inner-citv general practices which provide ongoing care for a
‘large number cof HIV seropositve patients.

This report is an ouvtline of progress to date anc & clscussion
cf future phases of the project.
S—ructure of the Unit

The management group of the Unit includes:

Prof. BE. Ehannon (Chairten)
br. F. D. C'Kelily
Prof G. Bury

Initial funding from the Department of Health was received in
dugust 19%1. The kev pest of full-time Research Felliow was
filled in December 19¢1 by Dr. F. Bradley and further part-time
appointments of dietitian and clinical psychologist have also
been made; further appointments are in train (see Appendix 1).

Patient care and data collection are principally provided &t the
general practices at Mercer's Health Centre and 478 South
Circular Read. E=xceptional co-¢peration and support has been
provided by Dr. F. Mulcahy and her staff at the GUM Unit, St.
James' Hospital.



Regsearch in Progress

1. Case=-control study

A prospective case-control comparison has begun of patients
attending the two general practices involved in the Unit and a
matched sample who continue to attend the GUM Tnit for most of
their care. Approximately 80 BIV seropositive patients attend
the combined general practices.

The hypothesis under study is that the patients attending the

geperal practices for mest of their routine care will maintain
at least the same overall health status and quality of life as
the matched sample attending the hospital clinic for care.

hoped that the study will show that at least the same care

It is

can be provided for patients through their GP as through the
specialist hospital unit for mest problerms. The potential
benefits include z reduction in hespital Wﬁrkload, continuity of
care for individual patients and possible healtli economic
effscts. '

Detailed records of attendance, prescribing, reierrals,
investigations, use of para-medical services and guality of life
will be analysed, initially after a cone-vear period of care.

The development of management protocols epidemiologic data and

preventive medicine approaches will clso be derived from these
cata
in crésr to provide patients with an appropriate level of care
in generel practice, a range of supplementary services has bee
croviced; these include:

. Anti-retroviral therepv,

wWhere patients have a clinical indication for
antiretroviral thereapv (usuallv LIT or DDI) and have
been commenced on the drug Dy ths GUM Unit, its
dispensing and monitoring has been made available to
patients through the general practices. Agreed protocols
for this work are in use. Similarly, the prescription
and supervision of prophylactic drugs such as
pentamidine has been undertaken.

B. Monitoring of asymptomatic pétients.

GPs involved in the project are undertaking the
monitoring of asymptomatic patients. Guidelines for
appropriate follow-up bave been drawn up in conjunction
with the GUM Unit (Appendix 2). Work has begun on the
developrent of a combined-care card, similar to that
used for combined antenatal care.



Conclusions of Comhairle na nOspideal Committee on the management of AIDS at

consultant level.

SECTION 4 — CONCLUSIONS

4.1.

=3

o>
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>

The committee supports the neef for co-ordination of
the activities of the spect-um of statutory and
voluntary acencies and professicnals involved in the
monitoring, education, preventicn, treatment, care and
research aspects of E.I.V. &z A.I.D.S. It is
understood that these elementis o0f the services and
their co-ordination are Dbpeing dealt with by the
Naticnel A.I.D.S. Stratecy Comzittee. Most of these
services are outside the remit ¢f the committee. 1In
accorcance with its remit, =the conclusions and
recormendations set in tze followinc sections

a
=
<
.
-

(v}
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Dot

relete to the management oI 2.I.D.S5. patients &t
cornsultant level &ndé the rcle of the difierent
nospizal speclalties in the services for persons who
ere HE.I.V. positive and/ecr whe zave R.I.D.S.

ke e&lreadvy mentlionec, the coomittes visited two
nespitals with mejor E.ILV./A.I1.D.8. unitTs in the
United Kingdom -~ 8t. Mary’'s Zcsplitel, Padcingron.
loncdon and The Clty Ecsplitel, EZizmburgh, These visits
were Invalugble o o Sornlttee LT EgcgQulring e
cetacnhed  perspective cn tls  mWCsET  &pLpropriate
orgenisation &nc cevelcopment ¢I hosplitel services for
peorle who are H.I.V. positive/zave 2.I.T.C.

The conciusions &nc recommendeéTions &re

centext of current XKnoewiecce ¢l the epice

Trhe dlsezse. The cCommltiee enviss

recommencations will meetT the Ifurrent

needs Icr the next Iew vezars ToTure ne

o bs acdressec wWithin & Isw VezIs whel

reconmencatlons Lhave Deen Imo.oerented

Zuture trends Ln reletion to the dlssss

nepefully, mecre apparent thzn s ¢

pesition.

Zeving conelcerez &ll ¢f the izicrmeticn &nc opinion
; thorities and staif in Ireland

expressed by hosplitel
enc the U > havi
Vi

similar 'S in
various profesclional DOCles listed 1n paragreph 1.6.,
the committee has reached the fi.liowing conclusions:-

‘= 2
[ = £

(b) &A.I.D.S. is &n infectious disease,.

{c) The two main ways of transzission of KE.I.V. are
sexual transmission and intravenous drug misuse.
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There is no such entity as an 32.I1.D.S. Consultant
per se.

The mcst appropriate consultant profile to manage
H.I.V. ané R.I.D.S. patients is & combination of
infectious disezses consultants and consultants
in genito-urinary medicine. poth specialties
have complementary rcles to play in the care of
E.I.V. &nd A.I.D.S. patients.

Zse A.I.D.S. i&¢ & multi-system Cclsease/syncrome
and alsc &n iniectious dlsease, the Dprimary
responsibilizy for the care &anc management of
E.I.V. &an¢ 2.I.D.S patients  &nc the co-
ordingtion oI meclca. InDuls 1heYy Tegulre &z
consultant level shouvld be assicrnecd to Lnfecticus
disezses ul 8. Cocnsusitants in  this
speciaity 5 st sultable Decause of their
broad generas czl trainming anc experience
inclucing € 1n <the czre ¢of 2.I.D.8%.
DaTliente. The Infectious cdisezses congultants
snould &lsc plevy & malcr ro.e Lo thé co-
ordination ¢ A.I.D.58. services LI the catchment
areas of the hestitels ln o wnich theyv ere basec.

Congultents in cenitc-urinary medicine are alsc
essentiel Db their <traditlionel and
continuing invo.vement 1n the care ci patlents
with sexuzl tied Zleezses They
emphess o petel ce ¢ E.I.V. preventicn to
sexuz ct.ve. feoplie attencing Ior treatment cf
sexusa.l Transmitiel diseszseg; they pITvVide
counise ¢ and EUToSCOTT thew sunervize follow-urro
enc tr £nT enc COonTEcsT TIracing.

Zoutely 111 R.I.IZ.S8. petlents shculd De treaztel
in large multidlisciplinery general hosplitals
which have the full rence c¢f  specielties
NECESSETY TO CODE W1ItTo thelr ceriouvs illinesses.

The other consultant inputs which ares on the
campus of multlidlisciplinarv teachinc hespitals
can be avaelled of bv the infectious diseeases
consuitantis) &s recuire e.¢. respiratory

c o4
physicians, gastircente ociste, neurologists,
surceons, pevchiatrists etcC. Sophisticeted
_aboratory and ' ilities and
cornsultarnt e
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The care and treaztment cof infants and children
with KE.I.V./R.I.D.S8. c¢an mocst &ppropriately be
undertaken by a ceonsultant paediatrician with a
special interest in infecticus diseases.
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It is much more difficult to <deal with
H.I.V./A.I.D.S. patients who are drug misusers
than any other group of H.I.V./R.I.D.S. patients.
Their medicel problems are diffe . They have
serious behavioural probiems. are involved
in ¢rime arlisinc from thelr for money to
satisiy their drug dependency. hey are usually
pocr. They &re mcre llikely to have poor quality
housinc or tc be homeless. They are less likely
tc keep eppointments &t cllinics. It is essential
o simultaneously care for thelr drug

as weill gs the H.I.V./R.Z.D.S. problems.
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EJIWL./AI.D.E. patiente wic &re priscners should
be czred fer o TC & much CrezTer exTent
than g current i zs2. The conmsultzzants in
infeciiouvs Zlseases with primary respensibility
for ceallng with E.I.V./Z.I.D.8. should heave =&
shared resoeon Ior =2V /R I D8,
Drlscners

Medlical  schocl supDnert e lmTorTent in
relztlcn : € &nd
coctores Iin fedicsel
sChoCl SUp search
funding 3 Y isease ¢ and
resezrch components oI the propesed consultant
pCceTs &re imporTant &nd c¢an best be Iaciliteted
by Laving the censultazts based In large
multidiscipllingry tesching hesclitals

iz T& . the cevelcoment of the Clsease,
hibal noeplzel services for TLILV./LLILDLE

jott Cl.Z Z#& cencentrzted 1T e smEll number
cf larce woltTidliscliplinery general nosoitalcs.
The hogoltels ¢hesen should e ceocgraphlicslly
accessible fcr the majerizy of E.ILV./A.I.D.S.
patients, in periicular drug misvsers
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ach hospital threocuchout the country would be
rntirely responsible Zor the care anc management
z cple with E.I.V./&.I.D.85. from its own
&TChment &ares. Ir cenerz., most consultants
EV ther the training ¢- experience to deal
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rum of problezs ceuvsed by & multil
s 2.I.D.S. The experience
T mosT consultants refer

/B, patlie tc hospitels with
R.XZ.D.S. units. 1In Ireland, similar situation
cen be seen tc exist to & significant degree in
relation to referrals to St. James’s Hospital.
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{(p) The hespital resources required for the
management of H.I.V./A.I.D.S. patients are both
extensive and expensive,



Retcommendations of Comhairle na nOspideal Committee on the management of AIDS at

consultant level.

SECTION 5§ — RECOMMENDATIQNS

5.1. in e concext of the conclusions in Section 4 and the
™

th
current epidemliclogy of the disease, the committee
makes the following recommencetions on mechanisms to
improve the menacement of E.I.V./A.I.D.S. patients at
consultent level in Ireland in the immediate future.

£.2. The management of E.I.V./Z.ZI.0.58. patients &t
consuliltant level in Irelend cen only be
comprehensively undertaken in the context of the
gvallability of an infrastructure both in infectious
¢isezses and 1in cenlito-urinary mecdicin
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5.3, PTminimum level of cons oewer in infectlious
Clseases &nc cenito-ur cine neels tCc be
deve.cpel urgentlv in I SC CGCing, the mest
&DDIOprieTé MELECEMEnT L.I.D.%. petlents
will elsc Dbe achlievecd. Comheirle In  ite
RecommencaTiCng on rutu: ~t&l Arrengements for
Infectiove Disezces (se ; noted the worlid-
wide trend towerds the meet infectious
iiceagses in appropriate in larce general
&nc childrens hespitalis secuentiel closure
{cT change ¢ use) of th eparzie infectious
Clsezses ncsobltels - € time-l&rge &n
sussecuent CeVe_oDpments the emercence of
=.I.VL /20100080, the ‘et ione neel to be
“p—cated enc modifileld t rrent needs.

2.4 Tor the Icreseeszblie Iuture, the commities TeCOTmEnCSs
~ne eprecintment cf Iour consiltentes Ln infectious
Ciseases, TwWo in North Dublin &nd twe in South Dublin.
Iceglly, all four pcsts should be proceecec with
immecdiately Lt the very leazst, one North Dublin and
cne Scuth Dukblin pest should e created and fillec
without celay with the remaininc twe folleowing as soon
&s possiblie therezfter,

5.z, In order to clarify adminlistretive recsponsiblility for
services &t iIncdividuel  Thesplitels, the sessional
commitments of the North Dublin posts should be shared
cn & mirror image baslis (e.g. 7/4 or §/2) between the
¥zter and EBeaumont ZFespitals. L small sessional
commitment to Cherry Crchard EBospitel should also be
incluced. En initial pest might be e egually

T

between the two major general hoesp
provisc thet it be restructured when
is created.
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The sSessional commitments of the Scuth Dublin posts
should be shared, on & mirror image basis, between
St. James’s Hospital &and St. Vincent’s Hespital
including & smell sessional commitment to Cherry
Orchard Hespital. This will require the restructuring
of the consultant post referred to 1in earlier
peragrapn 3.17. The position in relation tc the Meath,
Adelaide and the Nationel Children’s Hospitals
(M.A.N.C.E.) should be kept uncer review in the lighst
of developments in relation to the proposed new

- o - P |
Tallacht Hospital.

Rppropriste in-~patient facilitlies in each of the four
majcr ceneral hcsplitéls shoulcd be commensurate with
Gemend. The sessionegl commitment tc Cherry Orchard
Hcesolitel envisaged 1n each of the Ifour constltant
posts will De neceszary eas icenc as (Cherry Orchard
conTinues to admit acdults with Infectilious disezses.

St. Jemes's FHeospltel enc the Mater Hoespliel were
crevicusly cgsicrated in & lonmhelrle recommencation o
the Depertment ol FKeeglth eg the reglonel centres fcr
sexuzily transmitted disegses in Dubllin (see Rppendix
Ry, £.7.2. services in Dublin &re currently
concentrated at these two malior cgeneral hospitals.
The roles envisagel Ior these two hespitals in
relatlOn TC sexXuelly TTrensmitiel Clsezses should now
e cCeveleoped Iully

Tne commlities recommends that §t. James ‘s Heosoitel and
ke Mz2er Hespital should be stzffed v & minimum cf
CnEe COnRSUlTERT €each LN CeniTc-Uurinary mecdlcine wizh
gach ha C & COMmMiTmEent TOo the Zéstern Health Board
Zor communltv cere lnvelvement They should also have
& sessional commitment to & ne&rby meior meternity
hospitel. The e&ppreoved vecant post in North Dublin
referred to in peracgreph 2.7 shoulld be restructured &s
& joint appointmeént between the Mater Hospital and the
Eazstern Health Board wiith sessional commitiments to the
Rotunda hespital end, pessibly, Beazumont Hospital.

¢ thet the north Dublin peost
oceedec with as guickly es
pessible. Beceuse the populetion of the south Dublin
arez {around 750,000) igs 50% larger théen north Dublin,
& similearly structurec second post of consultant in
gcenito-urinary medicine based at St. JSames's Eospital
mav be reguired in the reasonably near future. St.
cames's Hospitel shouvicd previde appropriate seesional
inputs in genitc-urinary medicine to the Coombe
Hospitel and the National Maternity Hospital, Holles
Street.

The committee recormmend
envisagec abcve Dbeé bo
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Mountiov Prison,

cnsultents in infectiovs diseazses should have a
d responsibility for prisoners with
V./A.1.D.S. in Mounticy Prison. The
oonSs ﬁb___;y anc worklcad shouid be shared on the
of the hcspital catchment aree oI origin of the
ners frem Dublin. A protoccl should be drawn up
consultants in respect oI al.ocating bebween
risoners from outs:i ce Dgnl;n. The committ
ges that the lnaec digeases consa¢bants
have & snall sesg ona; fete wit ntl to Mountioy
th the prison
o c
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The committeé recomwends the creation of & pest of
consultant p&ecletrician with & speclal interest irn
infectious diseases To be based at Our Lady’s Hosplital
for Sick Chiidrer, Crumlin with minor sessicnal

commitments to the Children’s Eospital, Temple Stree*
anc¢ to Cherry Orchard Kospiztel. Close lizison with
the maternity hospitals will be essential. The need
for & second appointment sharecd between the children’s
hespitals should be determined in due course when the
first appointment has been filled for a reasonable
period. The sessional commitment to Cherry Orchard
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Hospital will be necessary as long as Cherry Orchard
Hospital continues to admit seriously 1ll children
with infectious diseases.

Palliiative Care.

The existing services for +the palliative care
terminelly i1l patients, poth home care &and in-pe

care, should be extenced to include peatlents
advanced and terminal A.I.D.S. It ‘
the tralining of aspiring consuit

-

medlicine now includes ¢
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of R.I.D.S. patlients. The committee recommends
creation ¢f two new posts of consultant Lo palliat
medicine. One of the propesef new posts shouid
bzsed &t Our Leady's Hosplice, EHarcicde {roses with
segsionel commlument o St.lames’s Heoszlital. Tni
pest 1§ To augment the one existing post & Our Lady’
Hoepice which has & sessional TamiTT *c  St.
Vincent’'¢e Hespitel The home care Iacillity provicded
py Our Ladv’s Hospice shousd e ewtenceld T2 provide &
gervice to  patlenhts Witk edvancs anZ terminzl
L.I.D.8, It is envisaged that k.I.D.S8 pzilants would
De zcdmitted to the Eosplice &s in-p&tlents on the same
Dezgls as others regulring palllative care.

e o censultent in palliative medicine should
crezzed ir Neorth  Dublin  feor  ths  recently

be
- o T Y P - % - - R - - ) _— N - . - - - -
gstarlished hosplce service In Rahernv witl segslonel
z - e P - - s - -~ . .- . . o=
COmmITMEnTs $0 The Méter &nc Zesumont hRostlitels,

For egoclel resscng, = numzer of drug misitsers wizth
£.71.2.8. who are homelses Cr neve Lnacdec:izts Zamilv
suppCri, regulre resrlite care &t various steges of
their lliness which would be provided in ©ire normail
circumstances in the patlent’s home supperisd bv the
COmmunity Care services 7 respite care Izcility i

reguirec for such patlients Wwho might otherwise
inappropriately cccupy beds in an acute general
hospitzl. If this cannot be provided by te hospice
movement, then &lternative fscilities, such &s thet
currently proviced in Cherry Orchard Hesplizel, will
continue tC be necessary.

Munster Regiorn

Munster comprises the administretive ar
Southern and the Mid-Westerrn KHealth Bcar
of the South-Eesstern Eealth Beoardé i.e. W
South-Tipperary. The committee recomsends the
appeintment of an infectious diseases consultant te be
besed at Cork Regional BHespital including minor
sessicnal commitments tc the Mercy Hospital and the
South Infirmary/Victoria Hospital. The appointee will
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be responsible for 1infectious diseases including
H.I.V./AR.I.D.S. in the Munster region and will also be
the A.I.D.S. Co-ordinater for the region. Depending
on workload c¢rowth in relation to A.I.D.S. and
infectious diseases generally, consideération may need
to be given, in due course, to the appointment of a
consultant in infectious diseases at Limerick Recional
Fospital. The sexually traensmitted disezses services
based in Cork City will ultimetely need & consultant
in genitc-urinary medicine,

Connacht Region

Connecht comprises the acdminlistretive erea cf the
Western Health Board and the southern helf of the
North Weetern Feelth 3carc erez The committes
recommencs the éappolintment o©f & consultent  in
infectious ciseases te e beases at University Coliece
Hospital, Galway. The committee envisaces that the
zopointee will be responeible for infectious dlsezces
inciuding E.ILV./E.I1.D.8. in the Connacht region ancd
will alsc be the R.I.C.8. Co=0rdimeter ICor the reclcon.
Rest cf the Couniry

The numper of E.I.V. &and A.I.D.E. rpetients being
iderntified anc coming Ifor treaiment itc hospizals in
the rest of the couné}y ls To-Cate Culite small. Such
Tceétients are loocxXed aliter I the loca. Lospltals by
CCREUITENT & relerrel To IZublin.
Scme o©tne y ¢ Dukblin c¢r zc¢
Englend, opinicn  thet
nocsolitals nC &rs corping
with the D £ Iested
itzels. The IV /E.ILVDLE.
patients T &€ be referrec
to the mo wrhere this Iis
deesmed nece ~ente

Academic Links -

In the interests of ressarch é&nd teaching, the
st

tructuring oi some of the recommendeld posts of
consultant in infecticu 2 i

include & formal session
school{g). The commiites o
authorities concerned should ernter into discussions
with the appropriate mecical schocls to explore the
possibilities in this respect. Iceally each medical

n
.
ya-
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[

M
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school should be linked tc & specifi
links would also make the posts mor
poertential candicdates.
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Qther Hospital Services

As 'stated already, a multidisciplinary approach is
necessary to deal with - -the myriad of complications
wnich occur in H.I.V./R.I.D.S. 9patients. The
multidisciplinary approach is heving and will continue
to have increased and significant implications for
virtually eall hospital specialties. The medical
specialties mest &alfected will Dbe respiratory
medicine, castroenterclogy anc neurocleogy. There will
be implicaetions aiso for racdiclogy,
oms*eb-*cs/cynaeco;ocv paec'at ice and psychistry.
In surgery, the mein worklcad increzse will be in

generel surgery, ophihalimic surgcery anc LEurCcsUrgery.
Theatre, anzesthetic, C£.S.8.D. and I.C.U. resources
will need tTc Dbe developesd to provide & sefe
environment Zor stali and.petlents and to reduce to &
minimum the risk of contaminatien with E.I.V. infected
body fiuvids In pathcliogy, there will be an increzse
in the overzll numDer ¢ scecimens e&nd in  the
complexity ¢ the tTesis tc be carriecd out on these
scecimens. E.I.V./R.I.C0.8. cezlenzts will also neve &o
ITpECT O OTNEI SupperI services :

The netlonel role of the Virus Releren S

vital. There &are three elemente to e

microbliclocgy services on  th st. D.

cempus (inmcluding the Virue Raferenc Y,

mamely purnlic hezlth. zcecemic and e

ommittes recommencs that itheszs serm be

C iv staffed by & minimom ci tThree ts

cf whom woulic neve & hosolzil commitment. The
TIes 5 Yol they woculd previde

TLoTLEl su T, &Cn cocnevltant weuld

COLCENTI&LE OnR Ohe& WM& 0r element oI the services.

SpeciiZcally, the committee reccmmends -

() The pcst currently occuplied by the Directer
be repleced by a Jjcint appointment of &
Comsultant Microbiclocist with & special
interest in virolocy by < Vincent's
Ecspitel enc the Virus Reference Laboraicry.
The eppointes would be responsible for the
pubiic heeltn aspects ¢f the laboratory and
woulcC lizlse with the Department of Health.

(iiy L joint e&ppointment should be created
between the Virus Reference Laberstory,

University College Dublin and St. Vincent's .

Hospital incorporating the academic element
of the post former;y occupied by the retired
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Prefessor of Microbiclogy referred to in
paragraph 3.18.

(iil) Subject to the agreement oI the incumbent,
the vrecently £fillecd post of Consultant
Microbioclogist &t 8t. Vincent’'s Hospital
should pDe restru rec tO include & service
commitment tc tre Virus Reference
Laboratory.

a9
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The precise sessional g
ne & metter for.consider
+~he authcrities and i

¢ the above pecsite would
in the first instance by

n
AR i -
iduale concermed. It is
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enviseged that these recommendaticns would not
creclude linke with other mescr Dublin hosditals

i
I
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o
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Tundinc per se does not ccome within the remit of the
committes Nernetheless, there gre specia’l
circumsté releaz Tc D.8. It
is = z eculired
ere ; g anc ; e. It i b sericus
cmlgslicn Icor the COmmITIES NOT T MAXE SCIe Comment on
the lssue of Zfuncinc. During the consultation
process, the major resource rmr_iceticrnes ¢f caring for
E.I.V./E.I.D.S. patients were ralised by virtually all
~ncse consulted. Thne neec Ior earmarked funding,
elloceted on a&an &nnual CLCCLng Dbesls, was repeatedly
streszsed. During the courss I <he visiTs tTC Leoden
end ECinburgn, <TRE nRCSDLTElS’ IgDresentaIlves were
empheTlc ebout the need for znv nospital witl g malor
commitment to AR.I.D.8. DpEtients To Lave & SEeparate
=.1.0.5. budget. Cinerwlese nH.7.2.8. servicss will not
De properly cevelcpec &nd other nospital services will
soiier St. Jeames’'s hespizel has mecde & similarly
STIORC &rgument TC The Ccommities. In Ing.enc, ks
Department oI Eealth has provicec seperate Iunding to
nospitals for R.I.D.S. services, mainlv v wav ¢f an
enntel grant oI &bout £23,000 Zfor esch petient
diacnosed by the hcspitel &= heving R.I.D.ES. The
annuel c¢rent continues as long as the tetlient lives.
tbour 10% of St. Mary's Hospital budget Ls currently

igzted tec special A.I.D.S. funding which hes

cilitatec & signiflceant expansicn in its censultant

gff ancd hcspital services In respect of A.I.D.E.

tients. E speclel alloca:ion of fundinc is ealso

vicdeld fcr H.I.V./A.I.D.S&. services in Scotland -
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is convinced that ongoing earmerked fundi
itals with a major commitment t¢ A.I.D.
is essential.
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€ - %anal remarks of Comhairle na nlspideal Committee on the management of AIDS

at consuyltant level.

TION

6.1.

= FINAL REMERK

In formulating the foregoing specific recommendca
the committee has attempted to be pragmatic.
committee feels strongly .that the best

patients will be served by ‘concentra
meitidiscipli

&
hospit
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C. Standard primary care

Patients are receiving care for all problems which they
choose to present, including hospital referral where
appropriate.

D. Counselling

4 part~time counsellor (cne day a week) is providing
counselling for patients with EIV disease; and if time
permits, for the key carers of these patients. It is
planned to commence & support group for carers of people
with HIV in the near fut

E. Dietetics

L distitian is attending the practice in Scuth Circular
Rocad on & fortnightly basis, providing diletetic advice,
as well as access to dietary allowances and

- e

- t

i ma ¢ w3 4 , 11
2. Fatients'! cuslitv of life

An evaluation ¢f the guality of life o0f all patients involved in
the case-~control study is now being prepared jointly with the
Department of Psychoclogy, RCSI. This will be a prespective
analysis of the quality of life of both groups, using both
existing instruments and new ones devised for the Special.needs

e

of the group under study. The hypothesis under study is thea

the guality of 1ife cf the two grcaps ci patients, ons grouD
receiving care predeminantly in general practice and the second
predominantly from hosgital sour:es, SnOwES no measureable
cdifference.

+iocners' attitudes to HIV and 2IDS

The project is undertaking & survey of the ettitudss c¢f GPs in
ireland to people with EIV and AIDS. This will identify the
current involvement of GPs in the care of patients with HIV, and
point to areas of importance in considering GPs' future training
needs.

4. Cohort analvsis of HEIV seroprevalence in IVDUs in the
1nvVOo1lved general practices.

Data on the se*op*evalence of HIV infection in intravenous drug
users (IVDUs) who have attended the two general practices Lhas
been collected and is currently being analysed. Cohort
seroprevalece rates (the relative infection rates among those
who first started to use drugs in different years) will shortly
be available for publication.



5. IVDU use of GP services

A questionnaire study bas been carried out jointly with the AIDS
Resource Centre at Baggott Street on the use of GPs by drug
users attending there. All attenders at the ARC for a three
month period were guestioned and analysis of the data has now
been completed. This material will provide valuable insights
intc an area where virtually no data has previously been

o 1

available; the study is now being prepared -for publication.

Future developments

The research projects outlined above will previde sufficient
data to enable guidelires and educational materials for general
practiticners to be produced. Discussions &re being held with
the Clinical Review and BIV/RIDS Committees of the ICGP about

the implilementation of this material.

At the end of Year 1 of the Unit (Jan. 1::3}, anzaivslis and
publication of research material will form the basis for these
gducational programs. The next interim report ol the Unit will
outline these plans.



Appendix 1. Sﬁaff of HIV Primary Care Research Unit

Prof B. Shannon (Chairman)
Dr. F. D. O'Relly (GP liaison)
Prof. C. Bury (Project Leader)

Salaried staff:
Dr. F. Bradley (Research Fellow)
Mr. O. Hegarty (Clinical Psychologist)

Ms. S. Dowling (Dietitian)

Further appointments to be made:

Secretary (part-time) March 1688&2
Social wWorker (part-time) March 1962
Research psvchologist (full-time) April 1962
lialson nurse (helf-time) Jan. 1983



aAppendix 2. Guidelines for patient-monitoring

Group I:

Croup II:

Group III:

Asymptomatic and T4 count >400

Symptomatic or T4 count <400
but patient doesn't want AIT

or referral.

Patients on AZT

A1l patients whe have not had & T4 count done in the last

months should have one carrie

after the start of the projec

It would be useful

[e ¥

ct
.
[N
()]

Janvary 1 18%82).

te inciude in the notes an assessnment

staging of HIV disease &t each consulitation with patients.

current CDC classification (which will be used throughout

study) is summarised below:

I.

Iv.

rhouete Infection {seroceonversion illness)

cz.

= |
"

Constitutional Sympto

Neurological Disease

Uy

Infectious Diseases = AID
Ppeumocystis Pneumonisa
Cryptosporidicsis
Cyvromecalovirus infection
Toxoplesna

OCther infecticus Diseases

Candida

Secondary Cancers
Rapcsi's
Lymphoma

Other conditions

3

out at the first opportunity

of

The

the



GROUP 1 : Asymptomatic, T4 count >400

See every THREE MORTES

Clinical exam

weight
glands

skin/mouth lesions

other problems

- FBC + platelets:

if * Eb falls

* WCC falls
if £zl in count
consultant.

repeat 3 mCRTIL.Y

consider &2T; refer

discuss with consultant/urgent
referral

3 monthly

, or ) repeat in
e j LWCo weeks

is persistent, refer or discuss with



GROUP II : T4 count <400 but not yet on antiviral treatment

Clinical exam - six weekly if stable

welght

glands

skin/mouth lesions
other problems

Laboratory monitoring

- T4 count - three monthily

if =* Hb falls by 25% of baseline, or ) repeat in

* WCC falls by 50% of baseline ) two weeks
if fell in count is persistent, refer or discuss with
consultant.

noc<

m

0
n
o0
L= |
(9]
tn

-~

- Antiviral treatment (AZT) should be considered.

Refer/discuss with consultant.



GROUP IITI : Thecse on AZT

Clinical exam - six weekly if stable

weight

glands

skin/mouth lesions
other problems

Labcratory monitoring

T4 count - three monthl

FBC + plateleté:
fortrnightly for one month when 2T
six weekly if stable
if * Hb falls by 25% of baseline,

* WCC falls by 50% of basel;ne

if feall in count is persistent, ref
consultent.

£11 patilsnts in this group sheuld be

prophvlaxis, 960 mgs nocte. If this

consider changing to Pentamadine vie

is commenced

or ) repeat in
y two weeks

er or discuss with

. - - hl
oo Cotraimcxazole

-

is poorly tolerated

nebuliser.

The definition of an appropriate role for the general

practitioner in the management of EIV disease will be undertaken
once &nalysis of data has been carried out.
of educational, planning and other strategies will then be
pcssibie based on this information.

The implementation
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COMHAIRLE NA n—QSPIDEAIL.

2.1.0.5. AT CONSULTANT LEVEL

REPORT QF THE COMEAIRLE COMMITIEE.

[Adopted by the Combairle at its meeting on 20th March 18382]

- o
- -
- e L
- -
.

- - v - -
-~ wa&nuealy, i LhE
[ = =
~R&TE&TTTEeD? shel &
CommLTIEe:S g.-

Teving ubd
Tez.th sues
InVolive gts,
TO mEke T gnisms
TC impro s nte acz

- -
constitan z T e T of tlre

S _ s . : -

cifferent specialtlies in the services for persons who
¥
ere EF.I.V., poeitive anc/or whe heve 2.I1.D.8.°"
E

The Iollowing merters wWeIé EpDLlinTel Lo seIvVe On the
CCINLITTIES

Dr. M (Zhelrmen;

™ - Py

Do S, Eu

Mg, C. Cz

Trefezseor DL Coariey

Dr. K. Egén

. e

Professer M, Fitzgesraz.c

Mre., L. Rellv

Dr. 8. Ryan

Proiessecr O.C. Warc

Mr. CG.7. Mertir (Chief CIiicer)
- LF e I I S 2l - Y = - P <
In acdition, the Cormneirie, 1T the sapprove. ©I the

- - - - - b < - - - - . d - -

Minister for Healith, invited Dr. J. Weleh, Naticnal
- P T L, - - = "

2.1.D.8. Co-0Orcinzater, Department ¢f Eealth, to become

& member oI toe commitltee. The Comhairle ¢gretefully
X g : st e P ? :

acknowiedges the sicnificant coniribution to the wWork

- - - Te Y
of the committee mace by Dr. Welsh.

tr. T. Martin, Secretary to the committee, was mainl
responsible for the drafting of the Report. Ee was
assisted by Ms. C. Eickey, Executive Cfficer.
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The commititee helcd its initiel meeting in March 1961.
In pursuance of its task, the committee engaged in a
wide-ranging information-gathering ancé consultation
programme. In addition to seeking the views of all
appropriate health agencies, the committee circulated
e confidential guestionnaire which was designec to get
the maximum amount of relevant information on the
current pecsitiorn in relation tc EK.I.V./A.1.D.S.
patients and the services available for them. Mest
acencies completed the cuestioennaire, in particular,

-

+he section relating to hespitel services.

The committee &lsc souchr &and recelvel written
submiesionsg from the Rovel Cocllece cof Phaysicliang cof
Irelend; the Faculty cf Feecdietrics; <the Faculzy of
Fathcliogy; the Faculty of Publlc FHezlth Medlicite;
—ze Rovel {Cclliece of Surgecne i1n Ire.landg; the
Instizute 0f Obstetriciazns encd GvnesCcoiO0Clists; the
Irisgrh Thoracic 3 hey ece cf Gererzl
FIECTITLONETS; cf <the ERoval
Ccllege of Pevchlziris clety for the
Studv ¢ §.7.0.
In oorcer tc cet & clezr view ¢ the nature end extant
¢ the ELILW./ER.I.D.8. prozlenm T L&Tlse e&ch
member with the renge oi medicel currently
provided; and to get some ldez ci current ancd future
needs, the committee also consulted wizth & varlietv of
incdivicual docters Clrectly involved Lo the provisicn
cI egervices To ELILVL/RLIVDLVE, petlenTs L.e, Dr. T
cznv, Coneultent in Genito-Urinary Medlicine, St
¢’s Hespita = GriIZIoco Consciteznc
ZTolIGCIET, el fit el
ery, Direcic: el 2oL
O'Rellv, Genere: er, Dubllin; Dr. Z. Degcleyw,
DirectoT, Prison Melliczl Services; oz, © Carey,
Medicel Cificer, Mountlioy Prisorn; . L. Erediz,
Coneuvltant Respiretory Physicizan Cork Regicnszl
Zespital; Dr. J. Barry, Cc-COrdinetoer of A.I.D.3. and
Drug Services, Eastern Healith Boerd; Dr. E. O’'Comnor,
Medicsl Superintendent, Cherry Orchard Hospital; Dr.
L. Pomeroy, Directer R.I.D.S. Resocurce Centre, Bagget
Streer anc Dr. M. KRearney, Consuvlteant in Pallliasiive
Medicine, OQur Lacdyv's Hospice, Harcicd’'s Cress. The
committee visited §T. James’'s Hospitsal, the Drug
Treztment Centre and Mountlioy Prison  and had
discussionge in esch with the eppropriate manggemernt
anc medical perscnnel,

[ B¢
't

resentatives of the committe
tailed discussions witl b and managemen
epresentatives of St. Mary’'s Eospitel, Paddingtor,
and Lothian FHKealth Board/City Hospital,
Edinburgh in November 1891.

visited and encace

LY bt
o0,

O
o
.
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The committee also visited and had detailed
discussions with representatives of the Mater
Hospital; Beaumont Hospital; the Children’s Hospital,
Temple Street; Our Ledy's Eespitel, Crumlin; Eastern
Health Board/Cherry Orchard Eospital; - the Virus
Reference Laboratory, U.C.D.; &nd the Southern Fealth
Board/Cork Regional Hosplital. Rt the committee’s
recuest, Dr. E. McEale, k/Director of Community Care
and Mecicel Officer of Eeeslth, made a written
submission to the commit: in relation to services
for E.I.V./2.I1.D.8. petien irn the Wesiern Eealth

2 number of internetional repcrts ©n the organisation
cf 2.I1.D.S. services and ceta ¢ the incicence of the
Clsezce were studled Dy tThe cimmlitiee &5 well &g the
Government’s E.I.D.S Stratecy catel November 15§61
‘see ADppencix X Pocllcy <cocuments prepared DY
Comneirlie mne rn-0Ospicesl 4irn relzticon to sexually
Traenzmitiel disezces {(0cTeoner 1877 e&nd infecticus
Cilsezses {Ocrtober 187&) wers z2.s0 consicered., These
are seT ouT in Appencices I znZ T respecTivelvw

Tne DrogcranT of ceonsciteTion &nd visiseticrh,
cempiletion o Lnformeticn  End conslideration of
submissicons described above had & significant
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National AIDS Strategy Committee

Interim Report of AIDS/HIV Surveillance/Epidemiology Sub-Committe

1.

Introduction

AIDS was identified as a clinical entity in 1981. Diagnosed cases
have been reported to the Department of Health since 1982,
Serological surveillance of the disease became possible in 1985
and was initiated in Ireland on a voluntary linked basis in
September 1985,

The epidemioclogical development of AIDS and HIV infection in
Ireland is similar to that experienced in other Western European
countries. From 1982 to 1985 cases were reported in homosexuals
and haemophiliacs and the condition was seen as largely imported
disease. When sero-prevalence monitoring became possible in 1985
it was apparent that the HIV virus was indigenous in the country
and that a particular problem existed in relation to the spread of
HIV infection in IV drug abusers.

To date we have 266 cases of AIDS reported which meet the CDC/WHO
definition. Some 1,188 people have tested HIV positive. The
percentage of IV drug related cases is now 39.5% of all cases as
compared to 10.5% in 1986. This movement of the epidemic towards
the drug abuser has been accompanied by a steady increase in the
number of heterosexual cases. 9% of Irish cases are heterosexual.
In 1986 we had no heterosexual case in Ireland.

Is AIDS/HIV slowly becoming a heterosexual disease? Can AIDS/HIV
infection with its close direct relationship with the drug
epidemic be controlled. Better surveillance of HIV infection is
essential if these questions are to be answered. In the European
context the problems of HIV surveillance and in particular
unlinked anonymous blood seroprevalence monitoring over a number
of years are being discussed. It is difficult to see given the 4
to 10 years incubation period of full AIDS how the future
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surveillance of the spectrum of HIV infection can be carried out

without improved seroprevalence monitoring.

AIDS/HIV Epidemiological/Surveillance Sub-Committee

The sub-committee was set up by the National AIDS Strategy
Committee with the following terms of reference:-

"To consider the development of a sero-surveillance
programme to determine as accurately as possible
the spread of HIV by category of person and by
region.

To consider the provision of information by the
Virus Reference Laboratory, U.C.D. with a view to
identifying the regional spread of the disease”.

The sub-committee set itself the following targets:-

a) to ensure that sero-surveillance programmes are
appropriately designed,

b) to ensure that such programmes provide information to
identify the regional spread of infection, and

c) as an initial step to amend existing AIDS notification
forms and HIV test requests in order to capture
information on an anonymous but regional basis. The
existing notification documentation can be amended to
provide information on Dublin Postal Code/County basis
{proposed amended forms at Appendix Aj}.

The sub~committee recommends that AIDS cases should continue

to be reported centrally as at present which has been the
practice since 1982. However, that the reporting form should
be amended to indicate the county, or in the case of Dublin
the postal code, of the case and that this should be done
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without prejudice to the confidentiality of the case.
Confidentiality must remain the most important aspect of case
reporting.

The sub-committee recommends that HIV positive test requests
to the National Reference Laboratory indicate the health
board area, or in the case of Dublin the postal code, of the

case and that the existing request form be amended
appropriately. Existing confidentiality of these tests will
be maintained.

The sub-committee accepts that the provision of information
to health boards regarding the numbers of HIV positive
persons and AIDS cases in their area is necessary for the
rational planning of services and programmes. We recommend,
therefore, that information on the regional spread of
infection, both AIDS notifications and HIV positive tests be
made available to health boards on a monthly basis.

The sub-committee is examining the feasibility of
establishing new surveillance programes which would monitor
the spread of HIV infection in the heterosexual population
under the following headings:-

(a) Anonymous unlinked testing of Blood Specimens of
Pregnant Women (already being tested for rubella).

{b)} Anonymous unlinked testing on new-born infants
{(currently being tested for PKU using the Guthrie card)}.

(c) Anonymous unlinked testing of blood from out-patient’s
departments of General Hospitals.

(d) Anonymous unlinked testing of blood of hospital
admissions.



In addition the sub-committee is considering the benefit of
new surveillance programmes which would monitor the spread of
HIV infection in ’'high-risk’ groups under the following
headings:

(i) Voluntary unlinked testing of blood from S5.T.D. clinic
attenders.

(ii) Voluntary unlinked testing of blood from drug
treatment attender clinics.

Careful appraisal of the data currently available suggests
that the AIDS virus HIV is largely confined to certain
behavioural risk-groups and their immediate sexual contacts.

In this situation, which includes a steady rise in the rate
of the spread to the heterosexual population, knowledge of
the rate at which the virus is spreading will become
increasingly important. This information will be crucial for
targetting and sustaining strategies to prevent and care for
AIDS.

Unlinked testing provides an exceptional opportunity to
establish the level of infection both in high-risk groups and
in the heterosexual population. Any future surveys which
rely solely on named (linked) testing of volunteers may be
flawed by changing attitudes of both subjects and
professionals to allow the test. However, voluntary linked
testing does provide opportunities for detailed follow-up of
sentinel infected individuals.

The unlinked testing for HIV antibeody in pregnant women is
considered to represent the best option for obtaining data on
the transmission of the virus amongst the heterosexually
active population,

The Rotunda Hospital is at present carrying out a pilot
scheme on ante-natal mothers.
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The sub-committee is also considering the possibility of
availing of the existing P.K.U. test on newborn infants to
include an unlinked HIV test. The sub-committee is satisfied
that unlinked anonymous testing of dried blood spots
routinely collected on Guthrie cards for neo-natal screening
is a feasible method for moniteoring HIV prevalence in women

at time of delivery.

To test the logistics and cost effectiveness of different
sero-surveillance programmes the sub-committee is considering
the establishment of pilot schemes dealing with the fellowing
groups:-

a) the testing of blood specimens of pregnant women
(Rubella) one location outside of Dublin, (Rotunda pilot
scheme to continue)

b) the Guthrie test on infants.

The feasibility, of a pilot scheme for unlinked testing
of blood samples from the out-patients/in-patients
department in one hospital is also being considered.

In addition the committee are examining the benefit of
sero-prevalence studies of high-risk groups through STD
clinics and drug treatment clinics.

The committee are conscious of the cost factor involved in
implementing HIV linked surveillance surveys particularly as
such surveys must be carefully designed, on a large scale,
and sustained for at least 4 to 5 years. Final
recommendations will take all these factors into account.

SW3/3



! Appendix 1

ACQUIRED IMHUNODCFI;IENCY SYNDROME AIDS - NOTIFICATION CRITERTA:
(sce definition}

- ————————, A A e

Patient code : _ ! l A | | |

Date of Birth: | J | [ I I

Patients Initials: ! J

* DEMOGRAPHIC CHARACTERISTICS OF PATIENT:

- SEX4 M F - Age at time of diagnosis | {

- Country of residence Nationality
{ft onset of i1llness:

I Dublin  [forld Gk
v/ j:_? f-.bu.i /a)p\'\i_\o{

*DISEASE MAINIFSSTATIONS PRESENT AT THE TIME OF DIAGNOCGSIS

DATE PATIENT FULFILLS CDC CASE DEFINITION __} __] ﬁ*l *_i -

- CPPORTUNISTIC INFECTION ............ YES NO
~ SPECIFIY THE FIRST ONE

~ KAPOSI'S SARCOMA ...... ..y YES NO
~  LYMPHOMA AND MALIGNANCIES .......... YES NO
~ HIV ENCEPHALOPATHY .......ssesan. . YES NO
~ HIV WASTING SYNDROME ..........c... . YES NO
-~ LYMPHOID INTERSTITIAL PNEUMONIA .... YES NO
- PROGRESSIVE MULTIFOCIAL LEUKCENCEPHALOPATHY YES NO
- EXTRAPULMONARY M., TUBERCULOSIS ..... TES NO
-~ SALMONELLA SEPTICEHMIA ........vvanen. YES NO

- OTHER SPECIFY:




«CONFIRMCU LABCRATORY TE37§: (-} -3 NGT DONE dekt o% Te oF
HIV 1 [ I [ Li nlead
HIV 2 b1 t_ | [

FOR NEGATIVE TESTS, SPECIFY LGWER NUMARZIR OF T4 LYMPYHOCYTLS
(APPLICABLE ONLY IF SERUM ANTIBCDY TESTS ARE NCGATIVE)

*MODE OF TRANSMISSIGN: HETROSENUAL YES NO
HOMOSEXUAL YEE NO UNK IF YES, SPECIFY EXPCSLURE:
BISEXUAL YES RO UNK - HIVI{+:; PARTNER YES HO
IV DRUG ABUSER YES NC UNK - PARTNER RIS¥ GROUP
HAEMOPHILIAC YES NO UNK . Haerophiliac YES NO
TRANSFUSED SINCE . Bisexual YES HNO
1978 YES NO JNK . IVCA YES NO
DATE | __l b . Transfusion YE5 NO
Unzxnown YLS NO
HMOTHER TO CHILD YES WO

If yes, specify mcthers transmission

ateqory from above list

Other, specify _

*STATUS Alive | | Dead f__! Date of death | | ! | ! !

NOTIFYING PHYSICIAN: DEPARTMENT:
HOSPITAL: TEL:




INSTRUCTIONS FOR FILLING IN THE QUESTIONNAIRE FOR_AIDS SURVEILLANCE

*MQODE (OF TRANSMISSION
HETEROSEXUAL, TRANGMISSICH:
PROVEN: HIV {+} PARTNER
PRESJUMED: PARTHLR AT RISK BUT FOR WHOM SERCOLOGICAL STATUS 18
UNKNOWN:
- haerophiliac
- IV drug abuser
- bisexual
- transfusion reciplent

- oriczinating from endemic areas

UNDETERMINED: subject for whom the mode of transmissicn is unknown
OTHER: none cf the abgove ciease specify e.g. needlestick for
nealth care workers



Surname initial __

Forename initial

Date of Birth |_ |

Request for HIV test.

Residence:

Requesting Doctor

Previous test

Sex M [__I
F |

Risk category.

(tick most probable risk for this test.)

Homosexual sex

Heterosexual sex

"high risk” partner
"low risk" partner
Partner abroad

Injecting drug use

Blood

Mother-child

haemophilia
transfusion (Ireland)
transfusion abroad

"low risk” parent
"high risk" parent

Occupational exposure

Dublin Postal code

Rest of Ireland County
Yes [__| date |__i__1__I_1__1 |
No I__L

— i i e
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SUB~-COMMITTEE ON EDUCATION AND PREVENTION

RECOMMENDATIONS

This sub-committee’s remit was to examine the primary role of
prevention and education as an integral part of an overall
strategy to prevent the transmission of HIV and AIDS, and to make
recommendations on future strategies in this area.

The objective of preventive measures is to limit the spread of
HIV infection through public¢ awareness campaigns, community-based
prevention initiatives and improved infection control procedures.
All these initiatives should raise awareness about the disease,
how the infection is spread and how the risk of infection can be
eliminated and reduced. In the absence of a cure for the disease
or a vaccine against infection, preventive measures must remain
at the forefront of government policy.

The committee recognised that knowledge of and instruction in
safer sex and the wider availability and proper use of condoms
has a major role to play in preventing the spread of AIDS. 1In
general, the committee feels that there should be no restrictions
imposed on outlets who wish to sell condoms. In particular, it
is recommended that the legislation be amended, one to allow for
sale of condoms from vending machines and two, to allow for
distribution of free condoms by statutory and voluntary agencies
involved in HIV prevention.

It also considered that whilst HIV preventive services such as
methadone maintenance and needle exchange were extremely
important strategies these were more appropriate topics for
consideration by the Care and Management Sub-Committee. It
therefore confined its work to education and information.

The committee reviewed the initiatives and interventions which
have been implemented by both the voluntary and statutory sectors
since the AIDS problem emerged and considered that the
combination of both voluntary and statutory input constitutes the
most effective framework for delivering educaticon and information
on HIV and AIDS to particular target groups. The committee
recommends that this should continue and that co-ordination
between both sectors will lead to more effective service
delivery. In order that this liaison can continue effectively,
the committee recommends that funds to the wvoluntary sector
should be increased.



In carrying out its work, the committee took cognisance of the
preventive strategies already undertaken and has based its
conclusions and recommendations on the experience gained through
the implementation of various preventive programmes to date,
together with the latest information regarding the evolving
epidemiology of the disease. 1In this context, the committee is
of the view that preventive strategies should be targeted to meet
the needs of particular groups as well as giving due recognition
to the fact that it is individual behaviour that puts a person

at risk.

The strategies reviewed by the committee were:
- mass media initiatives;
- leaflet dissemination;
- targeted educational interventions;
- outreach initiatives;
- video manufacture and dissemination.

While all these approaches have a level of effectiveness, it is
important that continuing research and evaluation are undertaken
in order to assess the effectiveness of interventions.

The committee realises that the provision of information in and
of itself will not prevent the spread of HIV, therefore it is
important that dissemination of information is accompanied by a
wide variety of other strategies which will help influence
people’s behaviour in such ways that the risk of further
infection is greatly minimised.

In the light of this review and of the emerging epidemiology of
the disease, the committee decided that the following groups

should be targeted with specific interventions:

(A) GENERAL PUBLIC
(B) YOUNG PEOPLE

(C) YOUNG EMIGRANTS

(D) DRUG USERS

(E) HOMOSEXUALS / MEN WHO HAVE SEX WITH MEN / BISEXUALS
(F) PROSTITUTES

(G) HEALTH STAFFS

(H) PRISONERS AND EX-OFFENDERS

As a general principal, it was agreed that education and
prevention work should not in any way contribute to prejudice and
stigmatisation among those who are or may become HIV positive.



(A) GENERAL PUBLIC

It is recommended that the dissemination of the Health Promotion
Unit’s leaflet "AIDS - The Facts" should be continued.

It is also recommended that on-going, regular media campaigns be
implemented on a national and local level emphasising different
aspects of the problem from time to time as appropriate. It is
recommended that a series of radio advertisements should be
produced in time for Irish AIDS Day on the 16th of May and a
bigger mass-media campaign be developed to coincide with World

AIDS Day on December 1st.

Liaison should be built up between the regional health promotion
officers, where they exist, and the local radio stations.

(B) YOUNG PEOPLE

To capitalise on the work already carried out with the
Departments of Health and Education’s AIDS resource materials for
second-level schools (14-18 year olds), this committee recommends
that the Department of Education in conjunction with the
Department of Health should be responsible for developing
appropriate materials accompanied by associated in-service which
would target earlier years. It is recommended that early school
leavers from post-primary schools should receive particular
attention along with those from primary schools who are likely
to drop out early. The committee recognises that the voluntary
agencies have an important role to play as a resource in the
formal and informal education sector.

(C) YO EMIGRANTS

This committee recognises that the most effective means of
reaching this group is through the production of an information
leaflet which would be made available at travel agents, student
welfare offices, student medical centres, wvoluntary agencies,
youth information offices as well as at all points of exit from
the country. It is recommended that the Health Promotion Unit
should be responsible for developing this leaflet in conjunction
with relevant agencies. There should be on-~going links with
emigrant groups abroad to monitor and evaluate the situation.

(D) DR ER

This committee recognises that intervention of an outreach nature
based on one-to-one communication is the most effective methed
of reaching this group. It is also recognised that there is
merit in providing guidance through outlets such as the AIDS
Resource Centre in Baggot Street, community drug teams, proposed
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satellite HIV / drug c¢linics and the voluntary sector, in
conjunction with the current needle exchange and methadone
maintenance programmes. Members of this target group should be
consulted in the development of future informational materials,
This will necessitate increased expenditure for the voluntary

sector.

(E) HOMOSEXUALS / MEN WHO HAVE SEX WITH MEN BISEXUAL

It is recognised that the criminalisation of homosexuality
inhibits promotional work in this field.

This committee recommends that information and education should
be provided by developing an Outreach programme. The committee
recognised the need to develop an Outreach programme particularly
in the major population centres. Safer sex messages need to he
part of an on-going Outreach programme. Recent studies have
found that a high proportion of gay men continue to be involved
in at-risk Dbehaviour. This will necessitate increased

expenditure for the voluntary sector.

It is also recommended that funding for appropriate literature
should continue to be made available to the relevant agencies,

(F) PROSTITUTES

The committee recognises that the most effective method of
reaching this group is through an Outreach programme and
recommends the establishment of same. It is recommended that
members of this group should be consulted in the development of
educational materials. This will necessitate increased

expenditure for the voluntary sector.

{(G) HEALTH STAFFS

In-service and pre-service training initiatives are seen as being
the most effective way of reaching Health Staffs. Core issues
which need to be addressed include:

- The implementation of effective infection contrel
procedures. To ensure this, hospitals and other health
care providers need policy guidelines in this area e.g. in
relation to needle stick injuries.

- The attitudes and behaviours to be adopted towards HIV

positive people and people with AIDS.



General Training:

The committee recognises that the establishment of a specific

HIV/AIDS training unit would constitute the provision of a very
important service to meet training needs of many groups working
in the HIV/AIDS field. The proposal to establish such a training
uniit should be structured in conjuntion with workers already in

the field.

(H) PRISONERS AND EX-QFFENDERS

The committee acknowledges that certain difficulties arise in
this particular area and many of these issues come under the
remit of the Anti-Discrimination Sub-Committee. In recognition
of the fact that high risk behaviour occurs in prison, it is
acknowledged that the dissemination of information reinforced by
counselling is absolutely essential to prevent the spread of the
virus within this environment.

To do this the committee recommends:

(a) The establishment of an organisational structure in the
form of a centralised committee that would allow for the
dissemination of HIV/AIDS information accompanied by a one-
to-one counselling service within the prison context.

(b) A process of desegregation should be initiated as soon as
possible.

(c} A policy of confidential testing should be adopted.

CONCLUSION

Whilst the avoidance of at-risk behaviour is the surest way of
minimising the possibility of infection, everyone involved in the
implementation of preventive policies must recognise that large
numbers of people will continue to behave in a way that exposes
them to infection. It is therefore essential that much of the
preventive effort is concentrated on making risk practices as
safe as possible, as well as trying to change long-standing
behaviour. By following these recommended interventions, all
responsible agencies and individuals can build preventive
programmes that can be adapted to meet changing needs. Only in
this way can we be confident that the necessary steps are being
taken to tackle what is a significant threat to public health
both nationally and internationally.



It is recognised that a high level of priority attaches to all
the recommendations made, but that variable periods of time will
be required for the implementation of the recommendations. It
would be useful therefore to divide the recommendations into
those which can be addressed in the short term and those which
require longer term planning and structural arrangements to be

put in place.

In the short term it is recommended that the following be
addressed:

1.

A series of radio advertisements should be produced in time
for Irish AIDS Day on May 16th and a bigger mass-media
campaign be developed to coincide with World AIDS Day on

December 1st.

Liaison should be built up between the regional health
promotion officers, where they exist, and the local radio

stations.

The legislation should be amended to allow for sale of
condoms from vending machines and also to allow for free
distribution of free condoms by statutory and voluntary
agencies involved in HIV prevention,

In-service and pre-service initiatives should be used in
order to target health staffs.

Intervention of an Outreach nature based on one-to-one
communication is the most effective method of reaching the
drug using community.

(a) An Outreach programme should be developed particularly
in the major population centres in order to reach
homosexuals / bisexuals / men who have sex with men.

(b) Funding for appropriate literature should continue to
be made available to the relevant agencies in contact with

the above group.

Funds to the voluntary sector should be increased.

{a) In order to reach prostitutes an Outreach programme

should be established.
(b) Members of this group should be consulted in the

development of educational materials.
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In the longer term it is recommended that the follwoing on-going
initiatives should be undertaken:

1.

Co~ordination of input from the wvoluntary and statutory
sectors should be continued.

Preventive strategies should be targeted to meet the needs
of particular groups as well as giving due recognition to
the fact that it is individual behaviour that puts a person

at risk.

Continuing research and evaluation should be undertaken in
order to assess the effectiveness of interventions.

The dissemination of the Health Promotion Unit’s leaflet
"AIDS - The Facts'" should be continued.

The Department of Education in conjunction with the
Department of Health should be responsible for developing
appropriate materials accompanied by associated in-service
which would target earlier years.

Early school leavers from post-primary schools should
receive particular attention along with those from primary

schools who may be likely to drop out early.

An information leaflet should be developed by the Health
Promotion Unit in conjunction with relevant agencies and
should be made available at travel agents, student welfare
offices, student medical centres, voluntary agencies, youth
information offices, as well as at all points of exit from
the country. There should be on~-going links with emigrant
groups abroad to monitor and evaluate the situation.

The establishment of a specific HIV/AIDS training unit
would constitute the provision of a very important service
to meet the training needs of many groups working in the
HIV/AIDS field.

Dissemination of information reinforced by counselling is
absolutely essential to prevent the spread of the AIDS
virus within the prison system.



1. The sub—committee was set up by the NHational Aids Strategy
Committee with the following terms of reference:-

*To develop recommendations to avold discrimination against

persons with AIDS/HIV®.

2. The original membership of the sub-committee was:-
Mr. Prank Dunne (Chairman).
Dr. BEnda Dooley.
Mr. Tony Geoghegan.
Mr. Tony O’Gorman.
Mr. John Rochford.
Ms. Sandra Walsh (Secretary).

Ms. Helen Griffin.

The sub-committee decided to co-opt the following additional
members to assist thea in their work:
Mr. Christy Bill (for Helen Griffin)
Mr. Mick Quinlan.
Mr. Noel Usher.

3. The sub~committee set itself the target of producing a report by
the end of March, 1992. It had its first meeting on 13 Pebruary,
1992 and held six meetings in all. A summary of our
recommendations is in Appendix 1.



General

4. Persons with Aids or who are HIV positive are entitled as

citizens to the fundamental rights which are accorded to all

citizens in the Constitution. The Constitation, in particular,

confers the following personal rights:

Art. 40.1 * All citizens shall, as human persons, be held

equal before the law".

Art. 40. 3.1 "The State guarantees in its laws to respect

and, as far as practicrabla, by its laws to defend and

vindicate the personal rights of the citizen”.

Art. 40. 3.2 "The State shall, in particular, by its laws

protect as best it may froam unjust attack and in the
case of injustice done, vindicate the life, person,

good name and property rights of every citizen"

The State, moreover, is party to a range of international
agreements to promote human rights. Given this background,
we would have been surprised to find evidence of
institutionalised discrimination, that is, discrimination
which was given the force of law. We received no evidence
of such discrimination in relation to persons with Aids or
who are BIV-positive.

It was raspresented to us, howsver, that the law which made
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male homosexual acts a criminal offence discriminated
against persons at high risk of infection. The law had
driven homosexual activity underground. Onm that account it
was less likely that gay men would readily identifty
themselves or volunteer for testing/treatment. This made
the control of the spread of infection so much more

difficult for public health authorities.

It was represented also that the stigma and feelings of
guilt arising from the statutory prohibition were driving
some gay men to other activities, such as IV drug abuse,

which increased the risks of infection for thenm.

The sub-committee understands that the gquestion of
decriminalising homosexual activity among consenting adult
males is already under review by the State. On 12 December,
1990, the then Minister for Justice said that he would be
bringing proposals to the Government on the issue. In
response to a Parliamentary Question on 4 Pebruary 1992
(Dail Debates, Vol. 415, No. 3 Col.811) he said that work
was progressing on the preparation of legislation as
quickly as other urgent legislative priorities and
available resources allow. Apart froam the fact of possible
discrimination there is a serious public health issue
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involved in relation to the criminalisation of homosexual
acts. We recommend that consideration of decriminalisation
of homosexual acts between male adulte should be given
priority.

nat

There is no evidence of direct {institutionalised
discrimination. Some indications were that persons with
Aids or who were HIV-positive had either experienced
discrimination or have the perception that they were being
discriminated against in their daily lives. In order to get
as full a picture as possible we decided to ask people
themselves infected, and people working on a daily basis
with persons infected, or at high risk of becoming so, to
find out in what respect they perceived themselves as being
discriminated against. Submissions were received from the
list in Appendix 2. Based on the information which came to
our notice we decided to proceed with our consideration

under the following headings:-

Segregation in prisons.

Bealth care guidelines.

General health services.

Welfare baenefits.

Aids in the workplace.
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- Insurance and other commercial transactions.
- Bousing.

- Schools and colleges.

In the following paragraphs we will deal with each heading

in turn.

Segregation in Prisons
The position paper on this topic submitted by Dr. Enda

Dooley, Director, Prison Medical Service, to the
Strateqy Committee, is reproduced in Appendix 3 to
this report. We understand that the Advisory Group on
Commg¢nicable Diseases in Prisons which is referred to
in the final section of that position paper and which
is expected to deal with the topic of segregation,
will submit its report shortly.

The following arquments for and against segregation in

prisons were brought to our attention:

Health Care: Segregated prisoners have a higher
standard of general health care, delivered by two
part-time GPs assigned exclusively to the segregated
prisoners; continuation of this high standard of
health care might be difficult in e fxon-segregated

environment;
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Regime; It can be said that segregated prisoners
have a more relaxed regime in that they ares not

compelled to do normal prison work or chores;

Protection: There is a risk that prisoners known to be
infected could be ostracised, if not physically
abused, by the general body of prisoners in a non~

saegregated situation;

Temporary Releases: Seqregated prisoners generally are
given more generous short-term temporary releases, and
earlier final releases, than the general body of
prigoners; it might be difficult to continue the
concession in a non-segregated situation because other
prisoners could then successfully claim to be
discriminated against;

Supervision: Segregation makes supervision and control

(for example, of drugs) easier.

Against
Regime: Many segregated prisoners would find it easier
to "do time® with the wider range of activities

available to the general body of priscners;

Association; Segregated prisoners are denied normal

social contacts with the main body of priscners,
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wvhether at work or recreation, which can ease the

tedium of imprisonment;

gtatug: Segregated prisoners see themselves as social
outcasts and the feeling of isolation so engendered
makes it more difficult to cope with their lot;

Physical Conditjions: The physical conditions in the

segregated areas are poor and it is too much to expect

them to cope with such conditions;

Supervisjion: Tight supervision and control, which is
the inevitable consequence of segregation, can be

oppressive. %

The message coming from segregated prisoners is that they
feel victimised and discriminated against by the practice
of segregation. We recognise that there are many sides to
the problem. It is clear, however, that there is no
compelling wmedical Jjustification for segregation. A
decision to retain or abolish segregation must, therefors,
have regard to the correct balance to be struck between
management/supervisory needs and the need to provide
conditions as humane as possible for such prisoners. We
sympathise with the argusent that, on the whole,
segregation is unnecessarily discriminatory and favour

ending it. We would not expect a final decision on the
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matter to be taken, however, in advance of the report of
the Advisory Committee referred to above which is expected

to consider the subject in depth. We recommend, therefore,

that segreqation in prisons should cease and that our view

ake i

is being considered by the Minister for Justice, Ne,
furthermore, recommend that all prisoners receive the same

standar s is esan

BIV positive prisoners.

ealth Ca de
Among the functions of the Medical Council is that
"It ghall ... give gquidance to the medical profession
generally on all matters relating to ethical conduct
and behaviour®.

(Medical Practitioners Act 1978, Section 69 (2)]

To guide doctors in relation to these matters the Council
publishes at intervals "A Guide to Ethical Conduct and
Behaviour and to Fitness to Practise”. The present edition
(3rd) was published in 1989 and it is understood that a new
edition is due to be issued during the coming year. Under
the 1978 Act the Council can censure Doctors (to the extent
of debarring theam from practising) for serious proven

breaches of this ethical code.

The 1989 adition of the Guidelines gave specific advice in
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relation to the management (testing, confidentiality, etc.)
of patients with HIV infection. Essentially they were to be
treated medically as any other patient. As dental care
workers are exposed to a wide variety of infectious agents
in the blood or saliva of the patients they treat the
Dental Council has issued guidelines on sterilization and
cross infection control procedures to be followed in

treating BIV-positive patients. We recommend that all

atient sentin ca
hethe hey _are -positive not uld v
whatever medical or dental care and treatment is
o o_the eed an a

and in accordance with the highest professional and ethjical

standards.

In the case of the Medical Council the Guidelines state
that "Doctors do not have the right to refuse tresatment on
the ground of risk to themselves or of any wmoral
disapproval but may properly refer a patient to a collesague
if they have a continuous objection to a given line of
treatment or feel that they do not have the personal skills
or necessary facilities to undertake it". We subscribe to
the obvious intent of this particular provision in the
Medical Council’s Guidelines. However, we recopmend that

a t o uld
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During the early part of 1991 a number of prison doctors
expressed their <concern at the fact that certain
departments in some outside hospitals were requesting the
HIV astatus of prisoners be established (by the Prisen
Doctor) prior to placing them on the wajting list for
surgery. This occurred even where the lifestyle of the
patient did not contain any specific risk-factors. The
doctors concerned considered this practice discriminatory
against prisoners, purely on the grounds that they were in
prison, rather than on the basis of any medical risk-
factor. By requesting that the Prison Doctor establish the
HIV status a further problem was raised due to the present
policy of segregating known HIV-positive prisoners.
Prisoners were unwilling to be tested in prison and
conssquently had to forego elective surgery. This poses a
dilemma for the prisoner/patient and for the Prison Doctors

involved. We recommend that the Medical Council should re-

In the light of the incidents cited above the advice of the

Medical Council was sought in relation to apparent
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discrimination against prisonera., In December 1991 a reply
was received from the Medical Council indicating that -
"wheres a patient refuses to give consent for HIV testing,
the patient should be treated as HIV positive. The Council
has also advised that the practise of medicine by
registered medical practitioners should be the same inside

prison as outside of prisons subject, of course, to the

laws of the land". d that ica

its quidance uld emphasise that a mo st e
edical criteria n ce elatio

someone on a surqgical wajti ist e _absence
edic ocia s actors nappropriate. It is

perhaps worth noting that current advice in relation to
dealing with blood spillages, etc., is that all patients
should be treated as potentially BIV-positive and,
therefore, the same precautions should be taken in these

situations regardless of apparent risk.

Rothing in the Guidelines or in information from the
medical defence bodies presently allows or justifies any
lessening in the normal duty of a doctor in relation to
Confidentiality or Consent when either Prisoner or HIV
positive {or when both coincide) patients are jinvolved.
This is a further area where there is need for the Medical
Council to provide more elaborats and precise guidance to
the medical profession in this country. This ie necessary
because, notwithstanding the guidance to the profession
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from the Council in relation to BIV-positive patients,
there remains an ambivalence (in spite of developments in
knowledge regarding risk of spread, etc.) among some
members of the profession regarding their responsibility
not to n;kc distinctions between patients and to accept the

risks which may be attached to treating patients with

infectious diseases.

eral Hea Servic
The sub-committee is aware that the Department of Health
issued a circular to the health boards and voluntary
hospitals in November 1990 in which it was stated
"where persons with AIDS/RIV require hospital
treatment it should be provided in an appropriate
acute hospital by the appropriate consultant depending
on the nature of the clinical presentation. The
Minister is concerned that each health board/your
hospital should participate fully in the aspect of

policy”.

It has been represented to the sub-committee that certain

hospitals are not prepared to participate in this aspect of

policy. If this is true it is totally unacceptable and we
omman the 8 vis

ar ags es t

pust adhere to policy in thie patter.
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It has also been represented to the Sub-Committee that,
within hospitals, health care staff are occasionally rude
and abusive to HIV patients, sometimes carry out tests on
patients for the HIV antibodies without any pre or post
test counselling and without obtaining informed consent,
and practise other forms of discrimination against HIV

patients e.g. segregation. We recommend that all patients,
eqardles the neas e v a
treatment is appropria their
staff in a courteous, ethical and professional manper. Any
ealth care staff found not to c
rovision should be subject to the usu sC
procedures.
Funefal Arzangements

We understand that the use of body-bags and other practices
for persons who die of Aids is highly traumatic for the
next-of-kin. The prospect of this happening when they die
causes particular anguish for those with Aids. Some
undertakers, at least, take extraordinary steps in dealing
with the bodies of people who have died from Alds. We
presume that they feel it necessary to do so in order to
protect their staff from the risk of infection. Thay may
also feel that they must take such steps to avoid being
sued iuccassfully for negligence should a mamber of the

staff become infected,
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The basic question to be addressed is whether there is
adequate medical reason for these practices. If there is a
real danger of the infection being passed on from the body
then there is clearly justification from e public health
point of view for precautionary measures to prevent that
happening. If there is no real health risk then the
practices should cease. Bven if there are health risks, the

measures taken in laying out the deceased should be

proportionate to the risks.

We understand that there is no known case of the infection
being passed on from the body of a person who has died of
Aids. This suggests that the practices we referred to are

altogether disproportionate. We recommend, therefore, that

the Dept. of Bealth examine the matter with a view to

developing realistic quidelines for the handling of bodies
of persons who have died from Aids.

elfa nefit
Many persons with HIV/AIDS are, because of their medical
and financial  circumstances, in receipt of the
Supplementary Welfare Allowance. This Allowance s
administersd by the health boards’ Community Welfare
Officers (CWO’s) on behalf of the Department of Social
Welfare. The CWO’s have discretion in deternining
eligibility for the Allowance and it has been represented
to the Sub-Committee that there is a lack of uniformity of
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approach in determining such eligibility not only between
health boards but also between individual Community Welfare

Officers.

The sub-committee accepts that CWO’s must bhave some
discretion in granting this Allowance. We are conscilous,
however, that persons with HIV/AIDS have significant
outgoings in terms of exceptional expenses on travel,
heating, healthy food,.etc. over and above those of many
other applicants for the Supplementary Welfare Allowance.

We recommend, therefors, that the

Welfare ask the health boards to bear in mind the very

) {al needs of rsons with V/AIDS when assess

eligibility for this Allowance. This recommendatjon should
also apply to health boards when they are assessing the

eligibility of persons with HIV/AI the Dis

Persons Maintenance Allowance.

The Sub-Committee alsc believes that people with HIV/AIDS

are not aware of their possible entitlement to these

benefits and we recommend that the avajlability of guch
benefits be publjicised in such a way as to ensyre that all

hose wh ad su naefits t

a wvare he v a .

It has been repressnted to the Sub-Committee that when

health boards are assessing a persons eligibility for the
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DPMA a number of different people deal with the application
from the time it is received until e final decision is made
on eligibility. In the case of an applicant who has
BIV/AIDS all of these people would, therefore, be made

aware of that persons EBIV status and the question of

confidentiality arises. ommitte
safe o
troduc ocedure edyce e
with o as d sure s
tmost confidentia .

ids in the work-plac
We made enquiries to establish if there was evidence of
discrimination in the work place. The statutory bodies
(Employment Equality Agency and BEmployment Appeals
Tribunal) could not point to any particular cases although
there were indications to them of possible discrimination
against, for example, gay persons. We suspect from other
information given to us that some discrimination exists

even though it is difficult to elicit positive proof.

There is, clearly, potential for discrimination in the

work-place either by colleagues/work-mates or employers.
Discrimination by the former would be best forestalled by
education/information to promote a better understanding of
the condition. Bducational projects which are ongoing in

the Dept. of Bealth should, we feel, meet this need. As to‘
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employers we took note that the Department of Pinance has
already taken steps to prevent discrimination in the Civil
Service by the issue of *"Circular 12/88 =~ Civil Service
Policy on Aids® which is reproduced at Appendix 3. ¥Ne

Insurance and other commercial transactions

It was represented to the sub-committse that persons with

Aids or who are HIV-positive are discriminated against in

. securing life and other insurances, and possibly in other

. commercial transactions, because of their medical status.

We enquired of professional bodies in this field as to
their practices. It is clear that their decisions are taken
on a purely commercial basis taking into account, for
example, actuarial predictions of 1life expectancy.
This applies to a range of persons with life-
threatening medical conditions and not just those with
AIDS/BIV. They must do so in the interests of all policy-

holders and for the protection of reserve funds.

We take the view that this is not discrimination in the
ordinary sense in which that term is understood. Clearly,

however, persons with Aids or who are HIV-positive are
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placed at a disadvantage in not having access to, for

example, life insurance or other death benefit cover. We

can only recommend that this factor be taken into account
in the application by public authorities of discretionary
welfare funds.

Bousing:
It was represented to the sub-committee that persons with

Aids or who are BIV-positive were continually facing
accommodation problems. There were suggestions that when
they left accommodation temporarily (for example, for
hospital in-patient treatment) they found themselves locked
out on returning. Moreover, where they had short term
accommodation difficulties (e.g. 4n leaving prison, home,
or hospital) some voluntary hostels were refusing to accept
them because of their medical condition or because of their

high-risk status.

Where ordinary commercial accommodation is involved {(e.g.
private sector flats) we cannot see that the State can
usefully take action to force landlords/landladies to be
more considerate. Private property rights are involved and
at the end of the day the right to a resarved tenancy must
depend on the nature of any legally enforceable contract.

So far as public housing is concerned we asked Dublin and

Dun Laoghaire Corporations and Dublin County Council for
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information on their policy. We are satisfied from the
information given to us that, far from discriminating
against persons with Aids or who are BIV-positive, they
take active steps to discriminate in their favour. They do
not seek information on the health status of applicants but
make judgements on the basis of need. If, howsver, the
application discloses a medical condition they take it into
account on & strictly confidential basis by allocating
additional qualification points under guidelines approved
by the Dublin Chief Medical Officer. They state that it is
not correct to suggest that persons admitted to hospital

are denied access to their houses on discharge.

We are impressed with the forward looking policy of these
local authorities and it was confirmed to the sub-committe
from independent sources that the policy does, in fact,
work in practice. We ec

ase as ot hav unt

be _taken to ensure thay they are applied bv all local
authorities.

In relation to hostels two points were mads i.e. that there
is insufficient hostel accommodation and that even with
existing accommodation persons with Aids or who are HIV-
positive are often denied access because of their wmedical
status. We recognise that there is & shortage of hostel

accommodation for a multitude of disadvantaged groups of
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which our target group is but one. The need is for more
accommodation for all groups. However, irrespective of the
the volume of available accommodation there is no
justification, given the present state of knowledge about
the condition, for discriminating against persons with Aids
or who are BIV-positive. These hostels operate with public
funding and we, therefore, recommend that it should be 3
conditio ontinu ubl unding ¢ r t

hostels against sons with Ajds who V= tiv

must cease.

Schools and colleges

We did not receive any evidence of discrimination in
schools. There is potential for discrimination in schools
and colleges againast students who either themselves have
Aids or who are HIV-pbaitive, or who have members of their
families so diagnosed. It would be prudent to take such
practicable steps as are necessary to avoid such

discrimination.

It is the view of the Department of Education that children
and young persons who are infected by EIV should be able to
attend school in the normal way and that principals and
staffs should be aware of this view. Purthermcre, there is
an understanding between the Departments of BEducatien and

Health that the relevant medical staff of Regional Health
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Boards are available, on request, to advise and support

school staffs on issues relating to HIV.

We also understand that seminars and courses have been

organised for post-primary teachers on HIV and Alds. We

recommend that jinformation on HIV should be avajlable to
all teachers and these geminars/courses should be open,
therefore, to primary teachers as well. We recommend, also,

ha d nes on gt-ald and ne
issued to all schools. It is not necessary that these
guidelines should be in respect of HIV solely. Principals

and staffs of schools may be expected to be alerted to the
possibility that children who are infected by HIV or who

have family members so infected could be isclated or even
stigmatised, and also alerted to the needs of a growing
number of bereaved children who have lost close relatives

from Aids.
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[») st . We, furthermore ec d
isoners recejve the same standard o 7 jcal care as
8 ve ers.

We recommend that alf patients presenting for medical
or dental treatment, whether they are HIV-positive or

t, should recejve whateve a ntal care
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We_ recommend that the Department of Health issue 3
revised circular to health ageﬁcies pointing out that

al ospita s d e to offic

v t treat 8
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are ssess __the eligibiljty of = persons
with HIV/AIDS for the Digsabled Persons
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Maintenance Allowance,

We recommend that the avajlability of such welfare

nefits ed such a8 wa n
those who d such be ]
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We recommend that account be taken in the avpplication
by public authorities of discretionary welfare funds

f the fact that rsons w ac

disadvantage Q vi acce

life insurance or other death benefjt cover.
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such as AIDS/HIV ma t hav a
8 take sure
local authorities.

We, therefors, recommend that it shogld be a condition
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Written submissions were received from the following:

The Irish Baemcphilia Society.

Dublin Corporation.

Dun Laoghaire Corporation.

Dublin County Council.

The Gay & lesbian Bquality Network (GLEN).

Lifetime Assurance Company Ltd.

The Employment Appeals Tribunal.

The Ana Liffey Project were invited to make a

submission to the Sub-Group. They declined to do so,
however, at this stage.



APPENDIX 3.
THE MANAGEMENT OF HIV-POSITIVE PERSONS WITHIN THE PRISON SYSTEM.

The Irish Prison system has an average daily population of
approx. 2,150 spread through 12 establishments. During the
course of a vear approx. 8,000 pecople are committed to prison.
All identified HIV-positive prisoners are dealt with in Mountjoy.
The problem of HIV disease in relation to prisoners first became
an issue during the latter part of 1985. At that time (based on
the best advice then available) a policy of segregation of
HIV-positive individuals was established. Currently, known
HIV-positive male prisoners are segregated in two separate
locations in Mountjoy Prison. Female HIV-positive prisoners are
not segregated but they have separate sleeping accommodation.

Since the first HIV cases came to light in prisons a total of 182
different individuals Kknown to be positive for the virus have
been dealt with in Mountjoy (150 male and 32 female). Currently
at any one time there would be up to 42 male and 4 female known
HIV-positive prisoners in Mountjoy. It is assumed that there is a
further unknown number {estimated to be at least the same number
agailn as the Known group) among the general body of the prisoners
who have not disclosed their HIV status or have avoided testing
to establish their status. To date identified HIV-positive
prisoners have come, almost exclusively, froam a background of
heavy IV drug use, often going back a number of years.

Medical issues -

Following the introduction of segregation in early 1986 a doctor
was specifically allocated (part-time) to supervise the medical
care of the known HIV-positive male prisoners. Due to the
increasing work load related to the gradually increasing medical
needs of this group as their disease progressed a second
(part-time) doctor was obtained in mid-1991 to share this
workload. Apart from the part-time medical, psychiatric, and
psychological input there are currently no other professionally
trained staff working with this group. Para-medical services are
supplied by Prison Officer Medical Orderlies who have undergone a
short training course. We rely a great deal on the services
provided by Dr. Mulcahy's clinic in 8t. James' Hosp. for other

specialist assessment and support.

For some considerable time the medical staff have been
increasingly concerned at the fact that potentially infected
prisoners have declined to seek clarification of their HIV status
while in prison, or have avoided treatment on the grounds 1) that
this information would not remain confidential, and, 2) that it
would result in their being segregated within the prison systen.

Cont./



We hope to follow this up with an education/information progranmme
which will involve small group seminars, Question and answer
sessions, etc.

A new Health Care Unit is being built in Mountjoy and it is
proposed that this, when completed in mid-1992, will facilitate
the medical care of various groups of prisoners, including
HIV-positive prisoners whose illness has progressed to the later
stages.

Dr. Enda Dooley.
Director of Prison Medical Services

22/1/1992.



