


FOREWORD

In the year 2000 the number of persons diagnosed with HIV was for the second time at a
level of more than 14,000 new cases. During the same year, 7,368 hospitalisations and
3,388 deaths were reported. AIDS in the year 2000 for 28% of all deaths among hospi-
lalised patients. IL is likety, however, that for many more hespitalisations and deaths in the
age groups of 15 10 49 years and under 5 years, the underlying cause is HiV-related.
Considering the long incubaticn period of HIV disease, it is anticipate that the number of
hospitabsations and deaths from AIDS will rise further over the coming years,

The provision of appropriate suppont for the increasing number of patients, families and
communities affected by HIV/AIDS is the most important nea challenge for the Ministry of
Heaith and Social Services for the years to come, This suppert includes counselling, com-
munity based and medical care to address the clinical problems of persons with HIV,

The guidelines for clinical management of HIV disease and AIDS are an important tool to
ensure a uniform high standard of medical care. These guidelines, logelher with other pub-
lications prepared by the Ministry on confidentialily, counselling and community based care
is complementary and constitutes the basis for comprehensive care of HIVIAIDS in
Namibia.

The guidelines on the clinical management of HIV cdisease and AIDS will also facilitate the
implementation of communily based care for patients with HIV and AIDS as they equip
health workers of clinics and hospilals with the necessary skills 1o manage patients, who
are referred by community members.

Becausa the problems of persons affected with HIV are too complex for individual health
or social workers 1o handle and are emotionally demanding, teamwork is essential for the
provision of a continuum of care at different levels.

These guidekines include an outline of the principles of Highly Active Anti-retroviral
Trealment m aculls and children, This life-long treatment with a combination of various
drugs is nol yet avadable through the public health services due to it's high cost and the
practical difficulties in ensuring appropriate counselling, laboratory monitering and treat-
ment compliance for all patients. All clinicians, however, sheuld have a good understand-
ing of the possible benefits and limitations of this treatment, so that they can explain this
situation and inform patients and their families about the importance of the available HIV
management oplions,

It is my hope that these guidelines will provide a practical tool for all health workers of pub-
lic and private health facilities, so that they can address the clinical problems of HIV/AIDS
with confidence.

Dr. L. Amathila
MINISTER




PREFACE

The Ministry of Health and Social Services would like to express sincere thanks and appee-
ciation to the clinicians from the different regions and clinical specialists from the Windhoek
Hospital Complex participating in the two workshops crganised to draft and revise the
guidelines. Special thanks go to Dr. F. Mugala, Head of Oepariment Internal Medicine of
the Windhoek Central Hospital and chairperson of the Technical Advisary Committee on
HIV Trealment for ber input.

We greatly acknowledge the financial and technical assistance from the Commission of the
European Communities for the organisation of preparatory workshops and production of
these guidelines,

These guidelines address the management of a broad range of HIV relaled clinical issues
and are based on the lalest scientific information. Through the promotion of positive living,
prevention and correct management of opportunistic infections, these guidelines will con-
tribute to a centinuum of care for persons with HIV.

The guidelines include an oulline of the principles of antiretroviral treatment and the con-
ditions that are required for effective implementation of Highly Active Anti-Retroviral
Treatment. Anti-retroviral drugs are already available in Namibia through the private health
sectar. Recently, prices of these drugs have dropped and further price reductions are like-
ly to occur in the near future. These evolutions will make this treatment oplion accessible
1o increasing numbers of Nanubian patients.

Experiences in industriafised counlries as well as countries on the African continent show,
however, that sustained results with Highly Active Anti-Retraviral Treatment can only be
achieved by a balanced and comprehensive approach. This should include appropriate
counselling, medical management, laboratory monitoring and sccial support 1o ensure
treatment compliance.

Al present, the public health service cannct yet cover the cost of such comprehensive
Highly Active Anti-Retroviral Treatment, The Ministry therefore focuses its current eforts
on increasing the access to voluntary counselling and HIV testing, impraving the manage-
ment of opportunistic infections and strenglhening laboratory services,

Further adaptations of the guidelines will be needed to include future scientific develop-
ments and local clinical experience, The Ministry will also facilitate the development and
regular updale of national peotocals for Highly Active Antirstroviral Treatment. The Ministry
would therefore appreciate receiving comments and contributions from clinical staff to keep
these guidelines and protocols up to date.

Dr Kalumbi Shangula
PERMANENT SECRETARY




ABBREVIATIONS

AlIDS Acquired Immunodeficiency Syndrome

AFB Acid fast bacilli

ANUG Acute Necrotising Ulcerating Gingivitis

BCG Bacillus Calmette-Guérin: an attenuated strain of tubercle bacilli used for
the preparation of a vaccine

od Twice daily

cMY Cytomegaly virus

ENT Ear Nose Throat

FUO Fever of Unknown Origin

Hb Haemoglobin

HIV Human Immuno-deficiency Virus

im Intra-muscular

iv Intra-venous

MCV Mean Cell Volurme

MOHSS Ministry of Health anc Soclal Services

NACOP National AIDS Co-ordination Programme

OFD Out patient Department

ORS Oral Rehydration Salt

PCP Pneumocystis carinii pneumonia

PID Pelvic Inflammatory Disease

PHC Primary Health Care

po Oral

PPD Purified Protein Derivate {(used for Mantoux and Tine test)

qid Four times daily

ST0 Sexually Transmitted Diseases

RBC Red Biood Cells

B Tuberculesis

és Tree times daily

TMP-SMX Trimetoprim-Sulfamethoxazole or Co-lrimoxazole
WHO World Health Organization
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INTRODUCTION

1. Purpose of the guidelines

The guidelines for clinical management of HIVIAIDS, which are presented here, address
the clinical managament of the HIV infected person in a simple form. They are meant for
different levels of heailh care to assist heallh workers in making accurate diagnosis, giving
cofrect lreaiment and facililate adequate planning. It is & problem-sclving manual that
addresses mainly symplomatic problems and clinically identifiable diseases.

These guidelines are expecled to serve the following purposes:

+  Toassist health workers in the disgnosis and clinical management of symptomatic HIV
infected persons.

+  To give support 1o health workers faced with a new dimension of decision making with
regard to the severity of the disease and multipficity of presenting complaints and
pathogens.

«  Toreduce the economic hurden of HIV infection by preventing excessive use of diag-
nostic tasts and inappropriate treatment

+  Toserve as a teaching aid for health workers at different levels.

Realising the differences in the available health care facilities in Namibia, these guidefines
have identified two different levels of care:

Level 1: clinics, health centres or hospital out patient (screening) departments, as well as
home based care programmes.

Level 2. hospitals or health centres with laboratory services, X-ray and sometimes more
advanced diagnostic facililies.

These “levels” are not absolute: semetimes * Level 1" may have some laboratory facilities
or " Level 2° has to make a diagnosis on clinical grounds only and functions as *Level 17
|t should be realised that “Level 1" can refer patients to “Level 2°, When a patient has been
managed al this level and no further diagnoestic or therapeulic interventions are required,
the patient should be referred back to "Level 17 with adequate advice for further manage-
ment and follow-up.

The management of HIV disease in children differs in some aspects from the management
in adulls:

. some clinical manifestations are specific for children (such as failure to thrive)

+  the aeliology of clhinical manifestations may be different (such as Lymphocytc
Interstitial Pneumoenitis in children)

+  the dose of drugs should usually be adapted to the weight or age of the child.

Where appropriate the guidelines are presented in the form of flow-charts or algorithms to
facilitate decision-making.



2. How to use clinical algorithms or flow charts

Clinical algorithms or flow charts are maps, which read from top to bottom ¢f the page and
from left to right. The maps use only the three following symbols:

Clinical Condition

Clinical state or problem definition box: This box defines the clinical slate ar problem.
It has only exit path and may or may not have an entry path, This type of box always
appearss at the begmning of an algorithm,

<Decision box >

Diagnostic decislon box: This box contains information necessary for some sort of
branching decision. It always has an entry path and at least two exit paths

Action box

Action box: This box indicates an action: Usually the action is therapeutic, sometimes it
is diagnostic, e.g. microscopic stool examination,

Continuation box

Continuation Box: This box indicates a continuation of a previous flow-chart.

Capital letters in brackets within a box refer to the annotations or comments on lhe facing
page. These are an essential part of the algorithm, since not all of the information need-
ed ta use it can be provided in graphic form or within the boxes, The boxes are also num-
bered for easy reference.

A careful history should always be taken and a physical examination carried out
before an algorithm is applied.



The reader is advised 10 make use of the following techniques in studying the algorithms:

Read the algorithm through without reading the annotations in order 1o understand the
logic flow. A clinician experienced in managing HIV infections shoukd not expect to
agree with everything in the algorithms, as there are often more ways than one in
which it can be written.

Read the algorithm again slowly, paying careful attention both lo the annolations and
the endpaint of each branch.

Apply the algorithms 1o your practical experience in the clinical setling in order to learn
how it works.

Tesl the clinical algorithms in the clinical setling. It may be useful to focus first on one
clinical problem (such as diarrhoea) and compare i there are differences with the way
you are used to handle this problem. Make annotations.

Encourage regular consultations and discussions on practical implications of applying
the guideines with colleagues and at relevant meelings.

Clinical care of HIV disease will continue 1o change as a resull of new scientific findings.
Guidelines will need to be refined o incorporale the results of future operational studies on
the aeticlogy and treatment of common HIV refated problems in different parts of the coun-
ry. Users of these guidelines are therefore invited to give feedback to the National AIDS
Co-ordination Programme aboul any issues needing clarification or updating,



3.

The

The natural course of HIV disease in adults

virus spreads from one person 10 another usually through sexual inlercourse, direct

exposure to contaminated bicod, or transmission fraom a motber lo her unbom child or
suckling Infant. In the body, HIV invades certain cells of the immune system—including
CD4, or helper T lymphocytes—replicates inside them and spreads to other cells. {These
lymphocytes. named for the display of a molecule called CD4 on their surface, are central
players In immunity.)

The
fig 1
1 {

following 3 phases can be distinguished during the natural course of HIV infection (see
I3

Early Infection and sero-conversion (2-4 months). At this stage the virai peaks. The
number of CD4 T cells, the immune cells most damaged by the HIV virus, crops.
Antibodies are not yet present. The person might therefore be highly infective, while
the HIV nlood test is negative.

Chronic phase of about 8-10 years. During ths penod most patients have no symp-
toms, Some curable infections may occur during this stage. Some of these llinesses
may be life threatening if they are not adequately treated.

The virus gains the upper hand when the CD4 T cell level drops below 200 cells per
mi of blood. Oppornunistic infections and other complications usually occur only when
CD4 levels have dropped 1o about 50-100 cells/ml. The clinical diagnosis of AIDS is
usually made at this final stage.

Figure 1: The natural course of HIV disease
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Early infection and sero-conversion

Al the start of an Infection, hefty viral replication and the killing of CD4 T cells cause high
levels of HIV in the blood and a dramaltic drop in CD4 T cell concentrations from the nor-
mal level of at least 80D cefls per mi of blocd. Aboul three weeks inlo this acule phase,
about hall of the pecple have flue-ike symploms, such as fever, muscle pain and
headaches. These usually disappear within one 1o three weeks, as the immune system
starls to gain some control over the virus:

+  Cylotoxic {or CD8) T cells are stimulated Lo incroase the killing of infected, virus-pro-
ducing cells.

+  The body produces antibody molecules, which bind 1o free HIV particles (outside the
cells). HIV tests, whech are based on the detecton of these antibedies, now become

= The body speeds up the preduction of CD4 cells and the CD4 T-cell count rebounds.

Chronic phase

By about three 10 six months a new balance has been reached and he disease enters into
its chronic stage. In this prolonged, chronic stage, mosl people feel good and show few, if
any, symptoms. This second slage accounts for about 80 percent of the time between HIV
infection and death. The rate of viral replication reaches a lower, but relatively steady, state
that is reflected in the maintenance of viral levels at a kind of "set peoint.” To maintain this
steady slate, about 100 to 1,000 milion virus particles must be produced and cleared sach
day. This sef point varies greatly from patient 1o patient and dictates the subsequent rate
of disease progression, The bedy continues 1o praduce high numbers of CDA T celis, so
that levels remain high enough to respend 1o other pathogens. Opportunistic infections do
not accur during this period. Over time, however, CD4 T cell concentrations graduatly fall.
On average, eight to ten years pass before a major HIV-related complication develops.

Severe immuno-deficiency and AIDS

When the CD4-level drops below 200 celis per mi of biood, the cccurrence of oppartunis-
tic infections and other complications increases. This laboratory finding is usad by the US
Centres for Disease Contrel as a definilion for AIDS, It is also an indicator to start pro-
phylactic freatment.

As levels cip under 100, the balance of power shifts away from the immune system. HIV
levels increase rapidly, and microbes that the immune system would normally control begin
to muitiply extensively, giving rise 1o the potentially deadly opportunistic infections (such as
Pneumocysiis cannii pneumonia and Toxoplasmosis encephalitis). Opportunistic infec-
tions may occur before the CD4 T cell level falls under 200. The appearance of these
infections ieads to a clinical diagnosis of AIDS, regardless of the CD4 T cell level,

During the final phase of HIV diseass, the concentration of HIV virus particles in the blood
increases. CD4 levels drop further and antibody levels decline and HIV serologic tests
may even become negative,



Variation in the course of HIV disease

Although patients typically survive HIV infection for 10 or 11 years, the course can vary
enormously. Some die within twoe years after contracting the virus, whereas an estimated
4 to 7 percent maintain fully normal CD4 T cell counts for eight years or more and survive
beyona 20 years. Some patients remain free of serious symptoms and complications until
Ihey have reached an advanced slage of immuno-suppression, while others suffer debili-
taling malaise and fatigue or frequent non-iife threatening complications threugheut their
infection.

The nalural course of HIV infection is influenced by several factors, including:

The host:

+  Age of the infected person: disease progresses slower in young patients.

+  Genelic factors: some persons are less susceplible to the virus or their immune sys-
tem reacts more effectively.

The virus:
«  Some viral strains are more virulent than other
«  Multiple re-infections may speed-up the pregression of the disease.

Environmenlal factors:

»  Exposure to other infections and malnulrition speed up disease progression.

«  Prevention and early treatment of infections and good nutrition help to sustain the
immune system.

The following measures allow the natural course of HIV disease (0 be slowed down and
help to sustain the immune system:

*  Prevention of HIV re-infection {abstinence or condom use during sexual intercourse)
«  Prevention of infections (for example: using safe drinking waler, prevention of other
sexually transmitied infections)

Screening and freatment of latent infections (for exampie latent syphilis)

Supporlive measures {adeguale nutrition, resl, vitamin supplements)

Early treatment of common infections {skin infections, respiratory Infections)

Early treatment of opporlunistic infections

Prophylactic treatment for opportunistic infections (for example for Pneumccystis
carinii pneumonia, Toxoplasmosis, tuberculosis,)

«  Antiretroviral treatment with a combinalion of at least 3 drugs,

Clinical stages .

The phases of HIV disease are mainly based on a combination of tabaratory data (CD4
cells, viral load) and clinical findings. There is a correlation of CD4 cell counts with difier-
ent infecticus and non-infectious complications. Based on this correlation, a clinical stag-
ing system for HIV disease has been developed by WHO which may be useful to assess
the progress of disease in the absence of facilities for CD4 testing (see Table 1),

The chnical manifestations of advanced HIV disease (including those foreseen in the
Namibian AIDS case definition) usually develop around CD4 [evels below 100 cells/ml. The
median lime from severe immuno-depression (as defined by CD4<200 cells/ml} to an
AlDS-defining clinical diagnosis is about 12-18 manths.



Table 1: _ List of clinical conditions by clinical stage

Ciinical staga 1

1 Asymptomalic infaction

2 Persistent generalised lymphadanopathy

3 Acule retroviral infection

Perdormance scake 1: asymplomatic. narmal activily.

Chnica! stage 2

4 Unintentional weight loes, < 10% of body weight

5 Minor mucocutaneous mariestations (e,g. sebortheeic dermaliis, prurigo, lungal nad
infacticns, oropharyngeal ulcerations, angufar cheilifis)

6  Heepes zosler, wahin the previous 5 years

7 Recumenl upper respiratory tract infections (¢.g. bacterial sinusitis}

andfor

Perfarmance scale 2. sympoms, but neary fully ambutatory.

Clinkcal sfage 3

8 Unintentional weight loss, > 10% of bady waight

8 Chronic diarhoea, > 1 month

10  Prakenged faver (inlemmittent or constanl) > § month

11 Oralce ndidiasis (erythematous of pseudomembranous)

12 Oral hairy leukoplakia

13 Puimonary tubercuiosis (typical or stypical), within the peevious year

14 Severe bactenal infections {e.g. pneumonia, pyomyosits)

15  Vulvovaginal candiciasis, cheonic (> 1 monlh) or poordy respensive to therapy
andior

Performance scaks 3: in bed < 50% of nonmal daytime, but > normal, during previous
moath,

Clinical stage 4

18 HIV wasling syndrome

17 Pneumocyshis cavind pneumaonia

18 Toxopiasmosts of the bean

19 Cryplosporciosis with ciarrhoea, > 1 month

20 ‘eospariass wilh dizerhoea, > 1 manfh

21 Cryptococcosis, extrapuimonary

22 Cytomegakvinus disease of an organ other than fver, spleen or lymph node
23 Herpes simplex virus infection, mucoculaneous (> 1 month) or visceral (ary duration)
24 Progressive mullifocal levkoencephaiopathy

25  Any disseminated endemic mycosls (e g. histoplasmosis, cocddiokiomycosis)
26 Cancidiasis of Ihe oesophagus, Yachea, bronchi of lungs

27 Atypecal mycobaclenosis, disseminated

25 Non -lyphoud SalmoneXs sephicaemia

29 Extrapulmanary luberculosis

3 Lym phoma

31 Keposi's sarcoma

32 KV encephakpathy

Pardtrmance scale 4 in bed > 50% of normal d@ytime during previous moath.

2




4. Continuum of care in the Management of HIV disease

The transition from active to palfiative care is not something that happens at a single point
in time. It is a process and ils dynamics are different in every patient. Palliative care is
most successful when it is initiated early in Ihe disease process, as the necessary rela-
Gonships Lake fime 1o develop.

Some patients may die as a consequence of their first HIV manifestation, such as crypto-
caccal meningilis. Most persons with HIV infection, however, will experience an increas-
ing frequency of health problems and finally reach a stage of severe immune suppression
over a period of several years. While HIV disease progresses, the altention for sympto-
matic refief will gradually become more impartant than curative or causal treatment (see
fable 2}

The conclusion to stop causal trealment should only be made on the basis of careful inves-
tigations for the specific problems, described in these guidelines, or after a period of fol-
low-up whereby severe immuno-deficiency has been confirmed. So (wo types of criteria
are required;

* The patient has had a long course of progressively worsening iliness, i.e. that the
palient is in an advanced stage of immuno-deficiency.

*  Evecything possible has been done lo investigate and manage the specific condilions
from which the patient is suffecing and that the patient despite adequale management
continues to deteriorate,

Each individual patient has particular needs at the final stages of HIV disease, Al this ter-
minal stage. care will mainly focus on palliation of symptoms and emoticnal support,

Patients diagnosed wath HIV/AIDS face loss at every level: physical health, independence,
career and stalus, normal family [ife, predictability and fulure, molivation and meaning,
The diagnosis itself is a traumatic experience. Knowledge and understanding of crisis and
the feelings of denial, anger, depression and helplessness are important, as the reality of
the patient’s life changes within seconds. In addition to any other life-threatening health
prodlems, HIV raises questions about previous and present sexual relationships and part-
ners. These questions are highly emational and only few health and social workers feel
confident to discuss these.

Due 1o the complexity of HIV refated problems it is impossible for individual health or social
waorkers to adequalely address these. To support persons and families affected by HIV is
emationally very demanding. It is therefore essential to establish interdisciplinary teams to
deal with these problems. The core of the interdisciplinary team is the medical, nursing,
counsefling and social services, Other services may be available as full-lime members or
on a consultative basis. Team members share information through discussion (See fig. 2).



Table 2: Continuum of Care in the Management of HIV Disease and AIDS

MEDICAL | MANAGEMENT
__— | PALLIATIVE
Stages of | Early HIV Intermeciate HIV
HIV disease disease (stage 3)
disease (stage 2)
Clinical Frequent Infections with
problems | infections with | common and
common opportunistic
pathogens pathogens
General Mobile and Mostly mobie with
condition | active. Rapid |increasing periods of
response to iiness

treatment

Medical Curative anti- | Curative or causal
treatment | infectious treatment.

\reatment Consider prophytaxis
or maintenance
treaiment,

Supportive treatment
(skin lesions,
anaemia, nutrition,
vitamins)

Palliative | Anaigasics, Analgesics,

care antipyretics antipyretics Wi

Pre- and post- | Follow-up counselling §

test with family members.

counselling. Address social issues |

Involve family | Nursing care during

member{s) or | periods of iliness

other person of

confidence




Figure 2: The Interdisciplinary Team and its Partners

Community initiatives

Volunteers

Medical

Counselling
* social worker
* health staff

* spiritual

Private sector, NGOs, etc.

The patient is in the centre of this figure. The skills and interests of team members are
complementary and partly overlapping. The team's close collaboration with Volunteers
and Community Based support groups is essantial for its success

The Identity of the team as a whole Is more important than individual identities Leadership
Is assumed by the different team members cepending on the task at hand. The team
works closely together with volunteers and community based initiatives. Because the team
is the vehicle for action, the interactional process is vital for success,

For more information on these issues we refer to the guidelines on counselling and the
handbook on community and home based care. In these quidelines we focus further on
the clinical aspacts of palliative care



PART I: MANAGEMENT OF HIV DISEASE IN ADULTS

1.1 DIAGNOSIS OF HIV DISEASE ADULTS

The aim of this chapter is to help the health workers to recognise adult patients with pos-
sible symptomatic HIV disease. As explained in the introduction, patients with HIV disease
may have only minor health problems or advanced HIV disease when the diagnosis is con-
sidered,

Any of the infections or clinical manifestations listed in table 1 may be an indication for HIV
testing. Although symptomatic HIV infections may sometimes be recognised clinically (in
particular when the presence of opportunistic infections has been confirmed), HIV testing
should be done wheraver possible to confirm the diinical suspicion. MIV testing is not enly
important for the management of the patient, but also for referral and counselling of sexu-
al partners.

The laboratory request form includes mnformation on the age, sex as well as the reason for
testing and the main HIV related clinical manifestations. This information is compiled and
analysed by the Ministry of Health and Social Services at requiar intervals and constitutes
one of the main Instruments for surveillance of the HIWAIDS epidemic in Namibia. It is
therefore important for al! clinicians to thoroughly complete each laboratory requast form.

At present, most persons have symptomatic or advanced HIV disease at the time of HIV
diagnosis. Increasingly, however, HIV disease will be diagnosed at earlier stages due to
improved counselfing, pariner referral and voluntary testing. Early HIV diagnosis has the
advantage that it facilitates the timely and appropnate recognition and treatment of symp-
toms and complications. Moreover, promotion of pesitive living with HIV, including
improved hygiene, a balanced diet and prophylactic treatment may further delay the onset
of symptoms. Early diagnosis of HIV infection also contributes to a reduction of HIV trans-
mission to uninfected partners.

Receiving an HIV positive diagnosis has a profound impact of any persen's life. This
impact is even more imporiant in otherwise healthy persons. Adequate preparation of the
person for the diagnosis is important fo facilitate acceptance and positive living.
Approprate counselling, ensuring informed consent, confidentiality and non-discrimination
are essential componants of this process.

Clinicians are often in a privileged position o explain to patients why an HIV test is con-
sidered, how the result will be used improve clinical management and that any fear for dis-
crmination by health workers is ungrounced. Some explanations by the clinician on the
precedures for testing and follow-up by the team of the health facility will further facilitate
the acceptance of counseling and testing

Because the majority of patients present with symptoms or return for follow-up after treat-
ment of symptomatic disease, the guidelines start wath the management of specific clinical
preblems, Guidelines for follow-up of symptomatic and asymptomatic adulls with HIV are
found at the end of part 1.



1.2 PERSISTENT DIARRHOEA ADULTS

PERSISTENT DIARRHOEA
(A)
History and
physical
examination
Correct with
oral rehydration
Dehydrated? YES salts (oral or
(B) —®  naso-gastric
tube) or
parenteral fluids
NO

1. Maintain hydration (C)
2. Consider supplemental
feeding as tolerated

A

Continue Refer to
Level 1 Level 2



ANNOTATIONS FOR PERSISTENT DIARRHOEA ADULTS

A Definition:

Liquid stcols 3 or more times a day, continuously or intermittently for more than
two weeks, in a patient with HIV infection.

B: Diarrhoea occurs at some point in the clinical course of most HIV infections, and
the incidence and duration of diarrhcea increases during the course of HIV dis-
ease,

C: The management of acute diarrhcea should follow standard treatment guidelines
(see Treatment manual for cfinics and national guidelines on the management of
diarrhoea). Also for persistent diarrhoea, maintenance of adequate hydration and
ensuring the electrolyte balance is the first prionity, preferably by means of aral fiu-
ids.

Table 3: Assessment of dehydration

Clinical features Moderate Severe

General appearance/ Restless, Imitable Usually conscious; cold,

condition Apprehensive, Sweaty
cyanotic extremities

Pulse Rapid Rapid, feeble,
Sometimes impalpable

Respiraticn Deep, may be rapid Deep and rapid

Skin elasticity Pinch retract slowly Pinch retract very slowly
(>2 seconds)

Eyes Sunken Deeply sunken

Mucous membrane Dry Very éry

Urine flow Reduced amount and dark | None passed for 6 or more
hours: biadder empty

c: Potassium Is readily available in fruits like oranges, bananas and local fruits. ORS

also contains sufficient potassium to maintain a gocd electrolyte balance.



PERSISTENT DIARRHOEA - LEVEL 1 ADULTS
Confinve from
Page 12
Persistent diarrhoea YES
with blood? (A),
* Treal with Co-lrimoxazole 2 « Treat with Nalidixic Acid,
1abl &d for 5 cays (C) 1g gid for 5 days (B)
» Continue supportive » Continue supportive
treatment (Ruids, diat) treatment (fuids, dict)
Diarrhoea YES
Improved?
NO
* Maintain hydrauon and « Treat for anaemia if
nutriion neaded
» Refer to lavel 2 + Foilow up




ANNOTATIONS FOR PERSISTENT DIARRHOEA - LEVEL 1 ADULTS

A: if a patient has no other problem than diarrhoea without blocd, the majority of patients
may improve on fluid replacement only and nol need any antibiotics,

B: In patients with persistent bloody diarthoea Nalidixic Acid 1g qid for 5 days should be
given, Other common causes of bloody diarrhoea should also be considered accord-
ing to the prevalence in the area (e.g. Amoebiasis and Bilharzia). In areas wilh high
prevalence of Amoebiasis for example, Metronidazole 400 mg ids for 10 days should
be given as well. Fluid replacement and appropriate nutrition should be continued.

C: For those who were not yel lreated with antibiotics, Co-trimoxazole 2 tabs. bd for 5
(TMP-SMX: 80 mg trimethoprim plus 400 mg suifamethaxazole) may be given at this
stage. In case of relapse, prolonged treatment up ta 3 weeks may be required,

In areas where Giardiasis is common, Metronidazole 400 mg bd for 5 days should be
given as well.

Fluid repfacement and appropriate nutrition should be continued.

D: Palients not responding to the above mentioned therapy should be referred for further
examination and treatment of a possible underlying cause, After all required examina-
tions have been done and necessary treatments have been given, constipating agents
may be prescribed at level 2. These palients may be referred back to level 1 for con-
tinuation of this treatment.

Constipating agents should never be used in:

« Patients with bloody diarrhoea (because of the risk of inducing toxic megacalon}
« Elderly patients

* Children



PERSISTENT DIARRHOEA - LEVEL 2

ADULTS
Relerred patient with persistent
diarrhoea not responding to
treatment prescribed
al level 1
Steol examination
(X3) {A)
Bacterlal: (B)
Give antibiotics
as indicated
Are laboratory and/or
clinical findings consistent
with: 3
+ Bacters! infaction (fever, a'::::i?a.io(l? i
blcod, or leukocytes in mg bd for 5 days
stool) OR
- Pretozoal infection OR tds for 10 days
(Amoebisis, Giardiasis)
* Haiminthes
oo T ) T
mg'day for 3 days
(repeat after 3wks)
¥o YES
Improved?
NO
Give constipation
agents as tolerated (C)
lmplovod_?/
NO !
1. Slop all drugs Follow
2. Maintain hydraticn up as
3. Maintain nutrition needed
{0}




ANNOTATIONS FOR PERSISTENT DIARRHOEA - LEVEL 2 ADULTS

A~ Multiple steol examination (up to 3 samples) increases tha diagnostic yield of para-
sites.

B: Blocdy diarthoea that does not respond to the usual treatment at level 1 (Nalidixic
Acid) and is not caused by Amoebiasis may be due to Campylobacter. This infection
should be treated with Erythromycin (500 mg po gid for 7 days).

Toxic symptoms (fever, low bicod pressure, high pulse rate, pallor) in patients with
diarrhoea and previous antibiotic treatment should raise suspicion of an intestinal
Clostridium difficile infection. Diagnosis is mainly based cn clinical grounds, as con-
firmation by culture or detection of toxines by ELISA is not availadle in most facilities.
Treatment consists of immediate stopping of all antibiotics and administration of oral
Metronidazole 400 mg tds for a total of 10 days. Clinical response is usually geod if
treatment is started early, but refapse may occur,

Protozoal infections should be treated with Melrenidazole. Five days 400 mg bd po
for Giardiasis and 10 days 400 mg tds po for Ameebiasis.

|sospora belli usually requires prolonged Ireatment with Co-trimoxazole (2 tabs. po bd
for 21 days) to reduce the occurrence of relapses.

In patients with HIV and diarrhoea, treatment of possible worm infections should be
considered. This should include treatment for Strongyloides stercoralis, an infection
that is often not diagnosed by stool examination and requires a high dose of
anthelmintic drugs: Albendazole 200 mg 2 tabs. once daily during 3 days, repeated
after 3 weeks.

C: If microscopic examination does not identify any pathogen, lactose intolerance should
be considered In this case, diarhoea will improve with a lactose-free diet.

Constipaling agents may be tried, for example, Loperamide 2 mg, 2 t2bs. after each
loose stool (max 10 tabs. per day).

Constipating agents should not be used in:

« Patients with bleody diarrhoea (because of the risk of inducing toxic megacolon)
- Elderly patients

= Children.

In about 50% patients with persistent diarrthoea and HIVIAIDS no treatable Infectious
agents can be identified. Maintenance of hydration and adequate nutrition {including fruits
and vegelables for potassium) are the mest important form of management If potassium-
rich feod ts not available, potassium supplement may be neaded).



Table 4:

Actiology and treatmont of persistent diarrhoea in patients with HIV
1 Infectious _
Aetiology Clinical signs | Diagnosis Therapy
Parasites
Giardia lamblia Diarrhoea Fresh stool mécrose. | Metrenidazole 400 mg tds for
(+aspirate upper GIT) | 5 days
E. histolytica Diarthoes + blood | Fresh steol Metronidazole 400 mg tds for
microscopy 10 days
Strongyleides Oiarthoea + bloed | Fresh stool Albendazole 400 mg once
stercoralis, microscopy daily for 3 days
fsospora belk Diarthoea Fresh stool Co-trimoxazole 2 tabs. bd for
microscopy 7-21 days
Cryptosgaridum Diarhoea Fresh foof (AFB stain) | No curative therapy
Microspondium Diarthoea Frash slool Metronidazole 500mg tds
MICIoscopy Albendazole 800mg bd
Bacteria
Saimoneila Diarthoea + fever + | Stool microscopy + Chioramphenicol 250-500 mg
species bicod culture+haemocullure | od, for 7-14 d
Shigefla species | Diarthoea + bicod « | Stool microscopy + Nalidixic Acid 1 qid foe 5
fever culture days
Campylcbacter Diarthoea + blood | Stool microscopy + Erythromycin 500mg qid for 7
Hever culture days
Clostridium difficile | Diarrhoea + fever | Stoodl microscopy + Stop other antiblotics
culture Manage toxic sheek
Metronidazele 400 mg po tds
for 10 days,
£ Coli Diamhoea * fever | Stool microscopy + | Cefuroxime 750 mg tds for 7
cullure days
Viruses
CMy Dlarmhcea + blead | Blopsy No etclogic therapy avadable
HIV Oiamhoea No gficlogic theragy avadable
2 Malignancies such as Kaposi Sarcoma or lymphoma
3 ldiopathic (possibly HIV infection)




1.3 WEIGHT LOSS, MALNUTRITION AND WASTING ADULTS

Serious weight loss is a problem for many people with AIDS, Itis caused by HIV infection,
other infecticns and medical treatments. Weight loss is also caused by not eating encugh
nutritious food. This can be the result of nausea, a sore mouth, no appetite, diarrhoea,
vomiting, depression or poverty.

The absorption of nutrients into the blood mainly takes place in the small intestine. With
AIDS, the body may lose its ability to absorb nutrients properfy, Diarrhoea further reduces
absomtion, because food does nol stay long enough in the system 1o be absorbed. When
the bedy cannot absorb the nutrients, it must use its stored enargy, it's fat and muscle to
keep functioning. The muscies start to break down and here is wasting of the body,

Exercise is important for preventing weight loss and wasling because it stimulates the
appetite, reduces nausea, improves the functioning of the digestive system and strength-
ens muscles.

Avocados, coconut, full-cream milk powder, yoghurt or sour milk, soya products, cheese,
meat, fish, chicken, peanut butter, nuts and seeds, dried fruit, eggs, beans, lentils, pota-
ioes, sweel potatoes, bananas, ofives, cassava, millet, sorghum, cats, rice, barley, wheat,
maize.

Aveid refined sugar and sweels, as these increase the risk of dental and oral problems.
digestion of f

Squeeze fresh lemon juice over fatty foods like meat, chicken and nuts.
Add the grated skin of oranges and lemans to fatty foods,

To help cigest meat, eal papaya (pow-pow) with the meat,

Eat many small meals a day and chew focd well

Drink between meals, not with meals.

Eat fermented or sour foods such as sour milk, sour porridge, etc,

5 ive diet f ’ ith diamhoss:
* Diarrhoea disturbs the intestinal flora. Replace this by drinking sour porridge or
yoghurt.

«  Carrot soup helps to replace vitamins and minerals. Carrot soup contains pectin. It
soothes the bowels and stimuiates the appetite.

«  Drink lots of fluids, Drink water, soups and diluted fruit juices.

+ Foods that help reduce diarrhoea are rice, polatoes, watermelon, and steamed fruits.

+  Avoid raw foods, cold foods, falty foods, high-fibre foods, milk and food containing
much fat,

*  Drinking water may be an important source of infection even when others can drink it
without problems. Drink boiled water or tea when possible.

N.B. All dietary recommendations should be adapted to local circumstances.



1.4 ORAL MANIFESTATIONS OF HIV DISEASE - LEVEL 1

ADULTS

A PERSON WITH HIV

ORAL MANIFESTATION IN
(A)

White plaques
on coral mucosa,
bleeding when

removed?

NO

Bleeding and
painful ulcers of
the gingiva

NO

Go to page
22

Herpes simplex

or Aphthous
ulcers

Acute

Analgesics (B)
Oral hygiene (C)
Refer in case of
severe aphthous
ulcers (D)

necrotising

gingivitis

Peroxide 3% (or
Chlorhexidin)}
PLUS
Metronidazole
400mg bd p.o.
for 5 days (E)

Red or purple
nodular lesions

o]

Other oral
manifestations

y
Refer for further

investigation and
treatment (G)

Refer for further
investigation and
treatment (F)




ANNOTATIONS FOR ORAL MANIFESTATIONS - LEVEL 1 ADULTS

A: Oral manifestabions are common in persons with HIV disease. Up to 70% of persons
with HIV or AIDS develop oral manifestations during the course of the disease. In
many patients oral manifestations are the first manifestation of HIV disease. Oral
manifestations often cause serious discomfort and contribute to malnutrition and
weight loss, Most oral manifestations respond well to adequate treatment,
Appropriate hygiene and eating habits reduce the incidence and recurrence of oral
manifestations,

B: Multiple blisters and superficial ulcers on the fips and oro-pharingeal mucosa are most-
ly caused by Herpes simplex virus. Single painful ulcers of lass than 2cm diameter
with a yellowish base and red inflamed border are called aphthous ulcers, Both con-
diions are seif-limiing and will usually heal within a period of Z weeks. Provide symp-
tomatic treatment with Aspirin or Paracelamol 4-6 times daily and oral hygiens.

C: Ofal hygiene includes the following measures:

Brushing of teeth with a toothbrush and tcothpaste or by brushing with a traditional
slick.

*  Aveid refined sugar and sweels.

+  Stimulate the safiva with sugar free chewing gum or palm leaves in case of a dry
mouth.

+ Consult a dentist in case of toothache, Because teeth may also be damaged in
the absence of symptams, it is advisable to consult a dentist at the time of HIV
diagnosis and at least annually thereafter.

D: Severe aphthous ulcers and frequent recurrence of these ulcers cause serious dis-
comfort and deterioration of the general nutritional status. These patients should
therefore be referred to level 2 for further Ireatment.

E: Acute necrolising ulcerative gingivilis (ANUG) is characterised by a rapid onset, spon-
taneous bleeding of the gums and severe pain. It is easily recognised by destruction
of the interdental gum, which is covered by whitish pseudo-membranes. This destruc-
tion causes a characteristic foul smell, ANUG may lead to rapid loss of teeth. Refer
patients where possible to a dentist for thorough local removal of bacteria and dis-
eased lissue. Early cleaning of the gingiva with a cotton tip soaked in peroxide 3% in
order to remove all dead tissue is the most effective initial treatment., If no peroxide is
available, povidone icdine or chiorhexidine 0.2% mouthwash should be used for local
cleaning. In addition, give oral Metronidazole 400mg bd for 5 days.

F: Oro-pharyngeal Kaposi sarcoma mosily presents as panless red or purple macules,
papules or nedules. Occasionally, lesions have the same colour as normal mucosa or
are painful. Patients should be referred to level 2,

G: Patients with other oral manifestations should be referred for further investigation and
freatment



ORAL MANIFESTATRIONS OF HIV DISEASE - LEVEL 2

ADULTS

Table 5: Oral manifestations in HIV disease

Condition Clinical signs Aetlology Treatment
Orai thrush White plaques on oral | Candida Gentian violet 1% or
mucosa, bleeding when Nystatin 500,000 U
removed tabs. qid
Oral uicers or Grouped blisters and Herpes simplex Analgesics
blisters superficial on lips and
oral mucosa
Single ulcers with a Recurrant aphthous | Analgesics
yelSow base and red ulcers Triamcinolone 0.1%
inflamed border oral cream
Painful ulcerative Acute necrotising Peroxide 3% or
gingiva, Whitish ulcerative gingivitis Chiorhexidin 0.2%
pseudomembranes and Metrenidazole
400mg bd pe for 5
days
Halry White thickening of Epstein-Barr virus Explain benign nature
leukoplakia the mucosa in a hairy of the condition
pattern, mostly at the Oral hygiene
border of the tongue.
Parotid Swelling of parotid + Unknown arigin Investigate further if
enlargement glands + Infectious inflammation is
* Lymphoma, present or
leukaemia eniargement is
unitateral
Xerostomia Dry mouth + HIV infection of Oral hygiene
parotid glands Stimulate saliva
+ Side effect of
medication
Oral tumours Hard swelling, often Kaposi sarcoma Biopsy and referral to
dark in colour oncology for specific
Smal, painless oral Lymphoma therapy
masses
Sweiling of tongue or | Squamous cell
{ mucesa carcinoma




ANNOTATIONS FOR ORAL MANIFESTATIONS - LEVEL 2 ADULTS

Oral thrush

Ulcerative lesions

ANUG

Parotid enlargement

Xerostomia

Kaposi sarcoma
and other lasions

This is the most common HIV associated oral manifestation, Itis
an indicator of a decfine in immunity and CD4 cells. Management
of oral thrush is addressed separately (p 20-24),

Patients with severe or recument aphthous lesions will benefit
from topical: Tramcinolone 0.1% oral cream bd, An alternative
treatment is mouth rinses with a Betamethasone 0.5mg iablet
dissolved in water,

Ulcers with a diameter of more than 2 cm do not respond to this
treatment and should be treated wilh Beclomethasone oral
spray. In case secendary infection is suspecled, local antifungal
or systemic antibiotic treatment should be given.

Thorough local elimination of bacteria and affected tissue is
essential for successful treatment of ANUG. Delay in treatment
leads to a rapid spread of gingival infection to periodontal tissues
and supporting bone.

Peroxide 3% on a cotton tip is the most effective local treatment
to eliminate necrotic tissue. If peroxide is unavailable, Povidone-
iodine may be used.

This treatment is followed by Chlorhexidine mouth rinses gid and
Metronidazole 400mg po bd for 5 days.

Patients should be seen daily for folow-up to eliminate addition-
al necrotic tissue, If symploms persist patients should be referred
to a dentist.

Parotid enlargement is sometimes chserved in patients with HIV.
If inflammation is present, an infection should be suspected and
treated with Amoxycillin 500mg po tds,

Parotid enlargement may also be due to 'ymphoma or
leukaemia, which may be confirmed by béopsy.

Most frequently, parotid enlargement is due to unknown causes
and does not nead specific frealment. If Xerostomia is present,
supportive treatment for his condition should be given,

Lack of saliva and dry mouth are common complaints in persons
with HIV, even in absence of parotid enlargement. Some drugs,
such as atropine may also reduce saliva procduction. Supportive
treatment consists of stimulation of saliva. Stimulate the saliva
with sugar free chewing gum or palm leaves in case of a dry
mouth,

Biopsies should be taken from lesions that may possibly be
caused by Kaposi Sarcoma or any other lesion suspected to be
due 1o malignancy (Lymphomas, oral carcinomas, etc.)



1.5 ORAL THRUSH - LEVEL 1
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ORAL THRUSH (&)

Difficulty andlor
pain in swallowing

YES

or retrosternal
pain? (B)

NO

Prasumed oral thrush
only

1. Oral hygence
2 Gentianviolet 1% solution
tds for 14 days.

improved?

YES

YES

h 4
[ Presumexd oesophageal ]

Candidiasis

Nystatin tablets 500,000 IU
g for 14 days (C)

P e

1. Foliow up &s
needed

2. Consider
maintenance
treatment
o)

o

NO

Refer to leved 2 (E)




ANNOTATIONS FOR ORAL THRUSH - LEVEL 1 ADULTS

A:  Definition:

Presumptive: The presence of the characteristic white plaques on the oral
mucosa. These plaques, usually located on the palate or buccal
mucosa often bieed when they are removed. In some cases it
may present cnly as red mucosal surface.

Confirmation: The demonstration of Candida spores or pseudohyphae in
mouth scrapings

Aetiology: Candida infection

B: In HIV infected patients with oral thrush Candiasis may extend into the oesophagus.
This will cause pain on swallowing, reluctance to take food, salivation and weight loss.
Untreated cescphageal lesions, even if causing only mild dysphagia or discomfort may
alter eating habits and add to poor nutrition,

C: Gentian viclet and Nystatin tablets are very effective for oral candidiasis and may give
sufficient relief for patients with candidiasis of the oesophagus. Nystatin is not
abserbed and has only a local effect. To improve the contact between the drug and
the infected areas, it is recommendad to use dissolved lablets for gargling and swal-
lowing after each meal and before bedtime. Treatment should be continued for at least
2 weeks to eliminate the spores.

D: Recurrence of oral thrush and oesophageal candidiasis is very common. Predisposing
facters, such as the recent use of antibiotics could contribute to recurrence. In this
case, prolonged treatment with Gentian violet or Nystatin may still be effective.
Consider maintenance treatment with Gentian violet or Nystatin 500,000 |U twice daily
if recurrences are too frequent or severe.

E: If response to Nystatin is insufficient, refer to level 2 for treatment with systemic anti-
fungal treatment or further investigation.,



ORAL THRUSH LEVEL 2 ADULTS

' oral .
thrush only candidiasis

Y
O 1. Oral hygiene
2. Nystatin 500.000 U
tabl, gargled gid for
14 days
Fluconazole
h g‘m td p.o,
4 days or
YES NO Miconazole 250
improved? mg po g.id, for
14 days (C)
Yes Resolved?
NO
1. Follow up as
nesdod 1. Continue treatmeant
A 2. Consid until ressived (D}
Re-avaluati maintenance 2. Considger maintenance
(F) - treatment (E) treatment (E)




ANNOTATIONS FOR ORAL THRUSH - LEVEL 2 ADULTS

A: The diagnosis is usually made on clinical grounds. Microscopic identification of
Candida infection confirms the diagnosis of oral thrush.

B: Candidiasis may extend in 1o the oesophagus in HIV infected patients with oral thrush
and causes pain on swallowing, reluctance lo take food, salivation and weight loss.
Other causes of oesophagitis are infections with Cytomagalovirus and Herpes simplex
virus, Ulceration due to oral medication (such as Aspirin or NSAID) or acid reflux may
also cause refrosternal pain, Rarely these symptoms are due to malignancy (Kaposi
sarcoma, lymphoma, carcinoma)

Untreated oesophageal lesions, even if causing only mild dysphagia or discomfort,
may alter eating habits and add to poor nutrition of patients.

C: Miconazole is a local anti-fungal agent. Miconazole is more effective than Nystatin, but
less effective than systemic anti-fungal agents. Fluconazole and Ketoconazole are
systemic oral anti-fungal agents. Miconazole and Fluconazole have less sice effects
and drug interactions than Ketoconazole.

Use of Ketoconazole should be avoided in the presence of liver disease and in patients
receiving TB treatment with Rifampicin,

D: Oesophageal lesions heal slowly, aithough symptomatic response is usually prompt.
Prolonged treatment is often required.

E: Oro-pharyngeal and oesophageal candidiasis has a hugh likelihcod of recurrence.
Maintenance treatment (Nystatin 500,000 1U tadlet gargled or Miconazole 3-4 times
daily or Ketoconazele 200mg po once per day or 3 times per week) may therefore be
required.

F: Further investigations, such as endoscopy may be indicaled after failure of adequate
anti-fungal and anii-acid therapy, in order to diagnose and treal possible other condi-
tions {such as Kaposi Sarcoma or severe Herpes simplex).



1.6 RESPIRATORY CONDITION ADULTS

RESPIRATORY CONDITION
(A)

History and physical
Examination

Severe dyspncea
andlor a respiratory
rate of more than 30
per minute (B)

NO
) Give supportive
Continue Level 1 treatment as avallable
(C}
Go to page 28 Refer to level 2




ANNOTATIONS FOR RESPIRATORY CONDITION ADULTS

A:  Definition:

Persistence or worsening of cough and chest pain and/or dyspnoea in a patient with
symptomatic HIV infection.

Aeticlogy:;
Infecticns: Pyogenic bacteria
Mycobactenum tuberculosis and atypical
mycobacteria
Pneumocystis carinii pneumonia
Fungal infections (Candidiasis, Cryptococcus,
histoptasmosis, coccidioidomycosis)
Other:  Cytomegalovirus infection
Toxoplasmosis,
Malignancies: Kaposi sarcoma, Lymphoma
2.0 iated jitions:
Pleural effusion/empyema (associatec with tuberculosis, bacterial infection or
cancer),

Pneumathorax (associated with tuberculosis, Preumocystis cannil pneumo-
nia or cancer)

Pericardial effusion (often associated with tuberculosis)

B: Dyspnoea is defined as subjective shoriness of breath at rest or on minimal exertion.

Respiratory distress is defined as objective evidence of respiratory dysfunction incluc-
ing tachypnoea (=30 per minute), hypoxaemia, tachycardia, and signs of ventilatory
effort (intercostal indrawing, use of accessory muscles)

C: Oxygen therapy, where available, is indicated in the presence of dyspnoea and
cyanosis. Supportive treatment, ie. fluid replacement, temperature management,
propping up of the patient and provision of enough fresh air should be done. In addi-
tion, symplomatic relief should be given, i.e. bronchedilators, if wheezing, etc. A first
dose of a parenteral antibiotic should be given before referral, for example penicillin G,
The patient should be transported in sitting pesition.



ADULTS

RESPIRATORY CONDITION - LEVEL 1

Respiratory cendition
Levei 1
(Continued)

Co-rimexazole 2 tabs
bd for 5 days

Cough with fever
(A)
Improved? JES
NO
Treat with Co- 3
frimoxazole 2 tabs Amoxycitlin 25’2-500
bd for & days mg Z;’;;‘(;) G
AND
Take sputum
samples for AFB {D)
YES YES
tmproved? Improved?
NO NO
Take sputum A
mm AFB Refer to level 2
ive treatme for TB treatment Follow
Refertotevei 2 | | SUPPO? © * or further up as
for TB treatment Investigation needed
or Rirther Follow up as needed
investigation
(D)




ANNOTATIONS FOR RESPIRATORY CONDITION - LEVEL1 ADULTS

Al

In Namibia, Gram-positive pycgenic bacteria are the most likely cause of cough with
fever. Response 1o Co-rimoxazole or Amoxycillin is lkely to be prompt. Because
malaria is a common cause of fever in endemic areas during the malaria season, anti-
malarial drugs should be added to the treatment if the temperature is > 39°C (see also
“Faver in adulls”).

A second antibiotic course may be given if there is no response to Co-trimoxazole 1o
eliminate all treatable pyogenic causes.

People with HIV diseases often have symptomatic respiratory conditions not due to a
pycgenic infection. These may resoive without antibiotic treatment. Supportive treat-
ment like analgesics, maintaining hydration and nutrition, should be given,
Symptomatic relief with antihistamine drugs like Promethazine 10mg po at night may
be beneficial for patients with chronic unproductive cough.

The exclusion of tuberculosis is a high priority in patients not responding to antibiotics
treatment.

= Sputum smears should be carried out in all patients with cough > 2 weeks

+  High index of suspicion for patients who do not respond to a five day course of
antibiotics

« Refer if there is persistent fever of more than 2 weeks duration, night sweat,
weight loss, or a presence of a swollen lymph node (>2cm in diameter) especial-
ly in the neck or the area above the clavicle.
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ANNOTATIONS FOR RESPIRATORY CONDITIONS - LEVEL 2 ADULTS

A: For all HIV positive patients, who are referred for severe dyspnoea or who did nol
respond to the prescribed treatment at leve! 1, an X-ray examination of the patient and
sputum examination {for pyogenic bacteria and AF8) is done routinely. When labora-
tory facilities are available for analysis of blood gasses, blood is drawn in all patients
with severe dyspnoea, when oxygen has been administered. Supportive trealment
should always be started immediately. This includes fluid replacement, antipyretics,
oxygen, elc.

if the temperalure is > 39°C malaria should be excluded and haemocullures should be
done.

B. Gram-positive pyogenic bacteria are the most probable cause of pneumocnia.
Response to oral Amoxycillin 250-500 mg qid for 5 days s likely to be prompt. In
pneumecnia with severe dyspnoea, [V treatment with Penicillin G 0.6 MIU gid plus IV
Gentamycin 5 mg/kg once daily is indicated.

For suspected Staphyloceccus lung infection based on X-ray images suggestive for
abscess formation Cloxacillin 500mg iv or po gid is indicated.

In case Pneumocystis pneumonia is suspected on the basis of X-ray findings and
presence of severa dyspnoea, Co-iimoxazole is given at a desage of 15mgikg/cay
Trimethoprim in 3 divided doses. A patient between 50-60kg will need for example 2
dosage of 20 ml or 4 tablets tds. Patients with POZ <70mmHg should receive corti-
cosleroids: prednisone 40mg po bd for 5 days, then 40mg daily for 5 days, then 20mg
daily for 5 days, Treatment should be continued for 3 weeks and followed by mainte-
nance treatment of 2 tablets of Co-trimoxazole ence daily.

C: Incase of TB, chest X-rays may be ‘classical’, but often the image is atypical such as
in miliary tuberculosis. Treat TB according to National TB Guidelines. Patients with
HIV have an increased risk for drug-induced hepatitis, exfoliative dermalitis, neuropa-
thy on INH or other drug reactions. Routine supplement of pyridoxine should be given.

The effectiveness of T8 treatment is similar for HIV positive and HIV negative patients,
HIV infected persons have, hawever, a higher risk of dying from other infections.

Mortality and hospitalisations of persons with HIV and active TB can be reduced sig-
nificantly by adding Co-trimoxazole prophylaxis (1 tabs, daily of trimethoprim
80mg/sulphamethoxazole 160 mg) to the usual T8 treatment.



D: Pleural effusion should be aspirated for examination: TB is the principal cause of exu-
date in patients with HIV. Lymphocytes are expected to be found and AFB is usually
negative, Pleural effusion will resclve on TB treatment, Persistent exudate is likely to
be caused by malignancy, such as Kaposi Sarcoma.

E: A deteriorating clinical picture and worsening chest X-rays in spite of the prescribed
treatment are sufficient for starting a trial of TB therapy.

F: All patients on presumptive TB treatment should be re-evaluated after 3 weeks. |f
there is no improvemnent, fungal infection or Kaposi sarcoma should be considered.

Pulmonary Kaposi sarcoma should be suspected in any patient with respiratery com-
plaints and typical skin lesions or visceral lesions. Careful examination of the skin and
oral cavily is the key to early diagnosis. For those suspected to have pulmonary
Kaposi sarcoma referral for confirmation of diagnosis and cytotoxic therapy may be
censidered,

An empirical treatment for fungus using Ketoconazole 200mg bd for 3 weeks may be
justified if no other cause is identified. The same treatment should be given if the res-
piratory symptoms get worse over time, even if the chest X-ray is not changing.



1.7 OBSTETRICAL AND GYNAECOLOGICAL PROBLEMS
A: Common gynaecological problems include:

1. Vaginal discharge, due o
«  Gonococcal infection
*  Chiamydia trachomatis
= Trichomonas vaginalis
+ Bacterial vaginosis
« Candidiasis

2. Lower abdominal pain and fever (PID), due to
»  Gonoceccal infection
+  Chiamydia trachomatis
*  Mixed bacterial infections (including anaercbes)
« TB

3. Genital sores (ulcers or blisters), due to
+  Syphilis
«  Chancroid
*  Lymphegranuloma venereum (LGV)
«  Herpes simplex (usually blisters, ulcers occur in severe immuno-deficient patients)

4. Genilal warts
+ Condylomata acuminata, This should be distinguished from:
+ Condylomata lata (due lo secondary syphifis)

5. Makgnancies
= Cervix CA
+  Kaposi sarcoma

6. Amenorrhoea

For management of vaginal discharge, lower abdominal pain, and genital ulcers, follow
national STD management guidelines. Ensure treatment of partner(s). Response to treat-
ment of bacterial STDs is usually excellent. Early, appropriate treatment of STDs in male
and female patients and their partners is an impertant strategy to reduce HIV transmission,

In case of lower abdominal pain, exclude acute conditions (such as appendicitis, eciopic
pregnancy, etc.). If the patient does not respond to the usual treatment for PID, patients
should be referred for a pregnancy test on bloed (lo exclude ectopic pregnancy with a neg-
ative urine pregnancy test) and to exclude pelvic abscess or TB.



Vaginal candidiasis is common in women with HIV. In most cases, response 1o reatment
with vaginal antifungal therapy (Clotrimazole pessary 500 mg) is good. Recumrence of
infection after appropriate lreatment may occur. These recumrent infections usually also
respond well to trealment. If recurrence is very frequent, reguiar iftermitent treatment
may be considered. Candidiasis alse frequently occurs during systemic antibiotic treat-
ment.

Candidiasis on other bady parts, such as skin folds will usually respond well to tepical gen-
tian violet. Systemic treatment with Ketoconazole 200mg po daily for 5 days may rarely be
indicated in severe cases,

In patients with HIV, genital Herpes infection is common. [t tends to be more severe and
may spread to other parts of the bady (buttocks, abdomen). Give supportive treatment
(pain rebef and gentian violet). Antibiotics (Co-trimoxazole 2 tabs. bd or Cloxacillin 250 mg
qid for 5 days) are indicated in case of secondary infection. Oral Acyclovir 200 mg gid for
5 days reduces the pain and promoles healing when started early and may be indicated
for very severe cases.

Genitai warts tend to be more common and severe in persons with HIV. Treatment con-
sists of topical appiication of Podophyllin 20% twice a week by a health worker or removal
by means of surgery or eleclro-cauterisation.

Menstrual disturbances are frequent in women with HIV. These may be linked to general
deterioration and weight loss due to HIV disease. However, other causes of menstrual dis-
orders need to be excluded, such as cervicitis, PID and TB.

A missed menses or imegular bleeding in a sexually active woman who is not consistently
using a very effective method of contraception is an indication for pregnancy tesling.

Fertility dectines when HIV disease progresses, However, even in advanced HIV disease,
pregnancy occurs, All HIV positive women should therefore be counselled on the follaw-
ing issues:

«  HIV can be transmitted from the infected mother to her child during pregnancy and
delivery as well as by breastieeding. Aboul one third of the children bom will become
infected (see also part 2).

+  Pregnancy does not have an influence on the progression of HIV disease.

« A woman with HIV has the right to terminate the pregnancy as a medical indication.
This decision should, however, be 1aken early in pregnancy and usually a tubal lega-
tion (slerilisation) is done to prevent subsequent pregnancics.

in choosing a contraceptive, the woman (and her sexual pariner) should be assisted the
effect on HIV transmission and the wish to have following issues should be considered:
effect on HIV transmission, pregnancy failure rate, acceptability of the method. A combi-
nation of a barrier method (condom) and highly reliable method (pill, injection, sterifisation)
may be considered, in particular in discordant couples or partners with unknown sero-sta-
tus.



Table 6: Contraceptive methods and pregnancy failure rate*

Table 6: Coaltraceptive and p failure rate*
Method Prognancy falure Effect on HIV Commaents
rate transmission
Typcal Perfect
use use
Tubal 0.5% 0.5% No eflect F
Vasectomy (male 05% 0.5% No effect Permanent
izaton)

Injection (Dege - <0.5% <0.5% No effect Injection every 3

Provera) months

Norpiant <D.5% <0.5% No effect Subdecmal implant,
Lasks 5 ynars, Raweof
imegular bieeding in
{r=t yoar BO%

Oral contra 5% <1% No effoct Requires daily pit

IUCo 0.8% 8% No effect Durason 3 -5 years

Mals condom 14% % Reduoed mors Mapr concem is proper

man 10 -fold corssient uss

Female condom 2% 5% Reduced moce Woman needs clear

(Femaiom) han 10 -fokd nstructon on
ulisaton s suppon
of parner,
Consisient use.
Mare expensive than
male cond om.

Rhywmn 25% % No cfiect Not recommended for
ot controd ia persons
wit 1V

Withdrawal 19% &N No ofiect Not recommended for
irth control kn persons
wah RV

* percent who accidently became pregnant in first year of use

P

regnancy and HIV

Pregnant women with CD4 counts <200/mm3 may be at increased risk for pre-term
delivery and low birth weight infants.

Complications due to HIV disease may occur during pregnancy. Prophylaxis with Co-
timoxazole should therefore be continued where indicated. The usual scheme for fol-
low-up is applicable for HIV positive pregnant women.

Emphasise safer sexual practices throughout pregnancy to avoid STD and HIV re-
infection

Discuss postpartum contraception

Avoid procedures such as foetal scalp monitoring and scalp biood sampling

Use universal precautions, including eye protection during delivery.

Avoid artificial rupture of membranes.

Caesarean section should only be performed for standard obstetric indications.

Avoid episiotomy if possible,

Antiretroviral treatment reduces HIV transmission, Regimes with using a longer dura-
tion and muitiple drugs are more effective than short-term regimes. Nevirapine as a
single dose for the mother {during delivery) and the child (within 72 hours after birth)
is operationally the most feasibie and gives simiar resuits as other short-course
regimes.



1.8 FEVER - LEVEL 1 ADULTS

FEVER
A

History and physical
examination

Consider antipyretic
management

Maintain hydration

Test and treat for malaria (B)

A

YES
Improved?

NO

Co-trimoxazole 2 tabl. bd

for 5 days
(C)
A
YES
NO
A

Refer to 7
Level 2 Follow up as
(D) needed




ANNOTATIONS FOR FEVER - LEVEL 1 ADULTS

A:  Definition:

Recurrent or persistent fever (temperature > 37.5 °C) with a duration of more than 2
weeks as the ONLY clinical presentation in a patient with HIV infecticn.

Aetiology:
1.

2,

Infections:
Protozoal:
. Mataria

Bacterial:

. Pyogenic infections of the chest, of the CNS or the urinary
tract, olc

. Bacleraemia due to Borreliosis, Salmonella,
Streptococcus pneumoniae, Haemophilus influenzae, efc

Mycobacterial:

. Mycobacterium tuberculosis

. Atypical mycobacteria

Viral:

. Upper respiratory tract infections, e.g. common cold
. Cytomegalovirus, Epstein-Barr virus

. HIV infection itself

Malignancies (for example Lymphomas)

In endemic areas, a febrile patient should be tested for malana and antimalarial treat-
ment should be given pnor to further diagnostic investigation, especially during peak

malarial season.

Use a broad spectrum antibiotic e.g. Co-trimoxazole 2 tablets bd for 5 days, as an ini-
tial therapy for bacteraemia, ENT infections and urinary lract infections,

Referral is particularly helpful in identifying other treatable causes of persistent fever,
such as tuberculosis.



FEVER LEVEL 2

ADULTS

Referred patient with
fever

1. Bloed slides for malaria
and Borreliosis

2. Examination of urine for
deposit of WBC and
RBCs

3. Full haemogramme

4. Blood culture (A)

5. Microscopy of sputum
(if preseni) for AFB

" a

Other
(uitra d?) (D)

identified

NO

Reevaluate (E)

Treat for malaria o
Borrelia according {o
findings (B)

Treat any nfection as
indicated (C}

Treat as indicated




ANNOTATIONS FOR FEVER - LEVEL 2 ADULTS

A: In cases of persistent fever, despite adequate antimalarial treatment, a blocd slide for
Malaria parasites should ahlways be done. Depending on local prevalence, blood
should also be examined for other infections, in particular for Borreliosis.

For very sick patients blood for culture should be taken and treatment with intravencus
antibiotics should be started immediately (for example Ampicillin 250-500 mg gid plus
Gentamycin Smg/kg once daily plus Metronidazole 500 mg tds)

If the patient can produce sputum, Ziehl-Neelsen stain for AFB should be done.

In all patients with persistent fever not responding to antibiotics, mycobacterial infec-
tion should be suspected. Diagnesis may be confirmed by haemocultures, using spe-
cific growih media.

B: Treatment for malaria should be done according to natienal malaria treatment guide-
lines. In those patients suspected of complicated mataria, intraverous Quinine should
be started immediately.

C: Treatment for bacterial infection should be according 10 the site of infection (for exam-
ple respiratory, urinary) or identified micro-organisms.

D: Specialised investigaticn where available, such as ultra-sound, may be useful 1o iden-
tify other possible causes of fever such as inlra-abdominal abscesses or tumour.

E: The possibility of viral infection should be considered, whereby symptomatic treatment
is given, including antipyretics, maintenance of hydraticn and nutrition. If no other
causes have been determined and fever continues, a trial with TB treatment may be
justified.



1.9 HIV ASSOCIATED SKIN DISEASE ADULTS AND CHILDREN

[HN-ASSOCIATED SKIN DISEASE ]
{A

Warm, inflamed, Bacterial
H Gote
painful and/or infection poge 44
fluctuating?
NO
Discoloured Goto
skin-patches? page 46
Y
Localised eruptions
or Goto
Localzed pimple- Fage 48
like swellings

NO

A

Prunige andlor other
skin conditions

Page 50






