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Other risk factors for HIV infection in the developing world

include blood transfusion, injections with contaminated needles

and syringes, scarification and perinatal mother-to-infant

transmission. Male homosexuality and intravenous drug abuse

seem to be much less important routes of HIV tansmission24.

As a result of HIV infection in women, perinatal

transmission is increasingly occurring in Africa. The efficiency of

perinatal transmission is estimated at 25-50% the infection is

either acquired in utero, during or shortly after birth. The

potential risk to transfusion recipients is high compared to

Europe, between 9-31% of adult and paediatric AIDS patients

had a history of blood transfusion. Because of the frequent

blood transfusions needed, Sickle-cell anaemia patients may be

at risk. Injections may play a significant role in transmission in

Africa4.

As in Europe and U.S., there is no evidence for HIV

transmission in the tropics by casual contact, by arthropods or

within household and occupational setting such as the hospital.

The HIV may be present in whole blood, packed red cells,

plasma and platelets concentrates. It is also present in unheated

factor VIII and IV concentrates. Over 50% of hemophiliac who

received factor VIII were infected before the introduction of heat

treatment within the past 2 years, testing for HIV has been

instituted in most modern blood transfusion services. It is

expected therefore that the incidence of HIV following blood

transfusion will fall.

Pathogenesis & Immunopathology:-



The cellular receptor for HIV is the CD* molecule which

define the cells that are susceptible and include the following cells

within the immune system which bear the molecules:-

1.CD4 T-lymphocytes (TH helper)

2.Monocytes

3.Macrophages and other antigen-presenting cells e.g. dendritic

cells in the blood, Langerhans cells of the skin folicular dentritic

cells of the lymph nodes where much of the early infection

takes place (replication of HIV).

A number of pathogenic mechanisms have been described

to account for the profound cellular immunodeficiency of HIV.

=> Direct cytopathic effect of HIV

=> Lysis of infected cells by HIV-specific cytotoxic T-cell

=> TC-mediated lysis of unifected CD4 T-cell that have bound gp

120- to the CDA molecules.

=> Immunosuppressive effect of soluble HIV proteins on

uninfected cells e.g. gp 120 envelope protein leading to

decreased proliferation.

=> Molecular mimicry between gp 120/160 and MH class

including autoimmune destruction.

Signal transduction defects and induction of programmed

cell death (apoptosis) by unknown mechanism. The central

and most characteristic is the progressive and severe

depeletion of CD4 helper lymphocyte.



Normally TH helper cell proliferate and release cytokinco in

particular IL2 which leads to proliferation of other relative T-cell

clones including cytotoxic T-cell to Eradicate viral infection.

Interferon-y and interleukin also activities B-cell to produce

antibodies. They also lead to NK cells proliferation to

cytotoxicity and macrophages proliferation to microbicidal

activity,against intracellular pathogens.

Antigen-presenting cell are directly and productively infected

(reduced expression of surface class II antigen). B-cells are

polyclonally activated by the envelope proteins of HIV, leading

to spontaneous antibody production, failure of neoantibody

production and hypergammaglobulinaemia.

The decrease in CD4 T-cell level is the main indicator of

progression of HIV infection. The decrease in CDAIODB ratio

and CD4 and the increase in suppressents or cytotoxic CDs

cells can be detected in bronchoalveolar lungs samples

according to the study done by Ferfnandez-E in 1996 in Spain.

Retroviruses are characterized by possession of the

enzyme RNA directed DNA polymeraze (reverse transcriptase).

Upon infection, this enszyme catalysis synthesis of DNA

provirus from RNA viron, which became integrated into the host

genome-chromosomal DNA and this can lead to latent infection

in which the provirus persist and passed to daughter cells, in

mitosis or to full replication. During replication relroviruses

rarely pick up host genes (oncogenes) that encodes function
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responsible for neoplastic transformation. The control over cell

function is exercised by both host and viral DNA and in

response to virus promotors. But it is not known what factors

precipitate in turning a latent infection in an active one.

HIV has been isolated from lymphocytes cell free blood,

semen, cervicovaginal secretions, CSF fluid, saliva, tears,

breast milk, urine and bone marrow and can be isolated from

other tissues and body fluids and excretions.

HIV is transmitted by sexual contact (heterosexual or

homosexual), administration of infected blood or blood product,

contaminated injections and from infected mothers to their

infants.

Clinical Features:

The clinical expression of HIV infection is very diverse,

varying from a healthy carrier state to potentially fatal

opportunistic diseases. The clinical manifestations associated

with HIV infection vary also in different populations, possibly

due to the relative frequency of endemic infections. In Africa

and Haiti gastrointestinal and dermatological manifestations

seem to be more common than in European and American with

HIV5.

AIDS-related complex (ARC) presents with similar signs and

symptoms and immunological defects as AIDS cases, but the

clinical manifestations are generally less severe. In contrast

with AIDS patients there are no opportunistic or malignancies.
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ARC-clinical manifestations in adult include profound weight

loss, malaise lethargy, anorexia abdominal discomfort,

diarrhoea, fever, night sweating, headache, itching,

amenorrhoea, lymphadenopathy and splenomegaly. These

signs and symptoms are often intermittent and can disappear

spontaneously during variable periods. Lymphadenopathy

involving two or more lymph nodes regions excluding the

inguinal sites occurring most frequently in the cervical and

axillary regions. Lymph nodes are firm mobile non-tender and

do not exeed 6 cm in diameter. If more than 6 cm it suggest

tuberculosis. Muco-cutaneous manifestations are common in

patients with ARC or AIDS. A characteristic generalized

popular pruritic eruption is found approximately in 20-60% of

African and Haitian patients with HIV infection, its origin is

unknown. The initial lesion is a small firm and very pruritic

papule, which releases a small drop of fluid when scratched,

the papules become hyperpigmented macules. They are

symmetrically distributed over the body, but are most frequently

found on catremulies. Recurrent muco cutaneous herpes

simplex infections are found in 5-10% of African patients with

HIV infections. 10% of patients with HIV infections experience

a varicella zoster infection which is recurrent in one quarter of

the cases.

Oral candidiasis in the absence of antibiotic immuno

suppressants or immuno suppressant illness is highly

associated with HIV infection, its occurrence in an ARC patient



is a bad prognostic sign and an indication of progression

towards full blown AIDS.

AIDS:

Approximately 20% of patients with ARC progress to 'full

blown' AIDS. Same manifestations as occurring in ARC but

they are more pronounced. In addition symptoms and signs

caused by the associated opportunistic infections or

malignancies are present. The clinical course is characterized

by recurrent opportunistic infections. The case fatality role of

AIDS is high with an average time of survival of three to six

months from the date of diagnosis among Haitian patients and

a mortality rate of 42% at three months after diagnosis in

Kinshasa. Profound weight loss, progressive fatigue, chronic

and intermittent diarrhoea, anorexia and low grade fever were

the most common manifestations. The predominant clinical

presentation of AIDS in an adult in the tropics is a diarrhoea

wasting syndrome. Patient may loose several litres of liquid

stool a day sometimes leading to severe dehydration. The

cause of this secretary diarrhoea is not known and established

intestinal pathogen, can be detected in only a minority of

patients e.g. cryptospondium and isosporabcle in 22-51% and

1-15% respectively. Treatment of AIDS-associated diarrhoea is

particularly difficult6.

Neurological syndrome such as chronic and acute

meningitis, myelopathy, encephalopathy with dementia and



peripheral neuropathy complicate the clinical course of the

majority of AIDS cases.

The most common neurological disorder is a progressive

change in behaviour associated with dementia which usually

progresses towards severe dementia.

Cough in AIDS patient with PCP or with lymphoid

interstitial pneumonitis is usually non-productive and frequently

associated with dyspnoea. Haemoptysis and pleural effusion are

mainly caused by tuberculosis or Kaposi's sarcoma.

The lungs of HIV-positive patients are often affected by

opportunistic infections and tumours. Over 2/3 of patients have

at least one respiratory episode during the course of their

disease. Bacterial, fungal and malignant manifestations are

more encountered in the general population and TB is increasing

cause of morbidity and mortality. Kaposi's sarcoma; the

commonest associated malignancy may affect the lungs I n

addition to the skin. Pulmonary involvement with non Hodgkin's

lymphoma is common in those with disseminated disease. At

necropsy, the lungs are affected in 90% of cases by AIDS

related processes (according to the study by Miller).

A) Infectious diseases:-

Upper respiratory tract infection (U.R.T.I.)
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2.Acute bronchitis, sinusitis, bacterial pneumonia, pneumonitis,

carinii pneumonia, mycobacterium TB, mycobacterium A viurus

intracellularae, fungal pneumonia.

B) Non infectious diseases:-

IKaposi's sarcoma

2.Lymphoma

3.Lymphoio\ interstitial pneumonitis and non-specific interstitial

pneumonitis.

Infectious Diseases:-

URTI is as in the general population but in HIV patients the

frequency is increased. In a study of 11116 person with HIV

infection 33% were found to have URTI of which 16% have

acute bronchitis and 5% have sinusitis7. They are specifically

common in those with CD4 count of <200/ul. H.influenzae,

streptococcus pneumonia and pseudomonas aeruginoza are

common causal organisms. This according to the study done

by Mboussa J at Brazzaville, Congo.

Bacterial Pneumonia:-

Is more common than in general population especially in

intravenous drug users. Common pathogens are

streptococcus, H. influenzae, staphylococcus and gram -ve

organisms in advanced disease. They are atypical clinically

and radiologically. Clinically abscess and cavitation can occur,

i i



bactraemia, sudden death, relapses are common after

appropriate therapy. Radiologically they resemble pneumo-

nocystitis carinii and empyaema. Hence pneumococcal and

other vaccine in HIV patient is adivsed. Infection with

pseudomonas aeroginosa infection presents with septicaemia,

acute pneumonia and high mortality. It is often associated with

neutropenia.

Mycobacterial Infection:-

Infection may arise by reactivation of a healed old lesion, or

by rapid progression of a primary infection or exogenous

reinfection and occur at any stage of HIV infection. TB is a

potent stimulatory of cell-mediated immunity, activating HIV

production in lymphocytes, monocytes and masophages

latently infected with HIV, this brings about spread of HIV to

other cells. This enhances the HIV load; leading to progressive

decline in immune system function, and may accelerate the

natural history of HIV diseases. The clinical, presentation of

pulmonary TB varies with the state of cell-mediated immunity.

Thus in early stages of HIV, TB resembles adult post primary

disease, with upper-lobe consolidation and cavitation,

tuberculin test is usually +ve and there is high rate of sputum

smear positivity.

In advanced HIV disease, TB is difficult to diagnose

because presentation is non-specific with fever, weight loss and

fatigue which may be attributed to progression of HIV. Chest

radiography shows hilar and mediastinal lymphadenopathy8,

diffuse or miliary shadowing or pleural effusion, cavitation is
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unusual and in some the x-ray may be normal. Tuberculin test

is -ve and sputum smear often -ve. In advanced cases with

CD4 <150/ul extra pulmonary diseases involving the bone

marrow, the meninges, GIT, adrenal, lymphnodes, pericardium

and liver can occur hence urine, stool, bone marrow, blood

should be cultured for AAFB. Response to treatment is good

although overall survival is poor and relapses are common.

The frequency of adverse reactions to drugs in HIV individual is

higher compared to those with NOHIV especially those due to

thiacetazone, but also to Rifampicin and I.N.H. The drugs are

given for 6/12 with current recommendation to give I.N.H. as a

secondary prophylaxis for life (Subcommittee of the Joint TB

Committee, British Thoracic Society & American Thoracic

Society)9.

Multiple drug resistance (M.D.R.) is increasing in HIV

tuberculous patients indicating poor prognosis with medium

survival of only 2/1210. Mycobacterium ovium intracellular is

common with disseminated disease and with those of CD4

count of <100/ul. Presentation is non specific, fever, weight

loss, abdominal pain anorexia and malaise. Treatment with

Rifampicin or Rifabutin with Ethambutol+Clarithromycin or

Clofazimine.

In a study done in Mexico from 1986-1991 where all

patients with definitive diagnosis of HIV and TB were studied.

Out of 220 patients with HIV and pulmonary complications, 19

had proven tuberculous only two have typical cavitatory lesions

but also coexisting with miliary tuberculosis. 11 have had
I3



extrapulmonary lesions. Mycobacterium TB was cultured in 11

of 12 patients but no atypical mycobacterium was isolated.

Only seven out of 19 patients responded to treatment and two

of them relapsed, three patients died in their first admission.

The rest were lost in the follow up and they concluded that TB

associated to HIV are similar to those described in other

countries.

AIDS and Tuberculosis:-

HIV infection is now a great risk factor for development of

TB and it is usually due to reactivation although secondary

infection can be a cause. There has been 15-25% overall

increase in the incidence rate of tuberculosis in Africa because

of co existent HIV infection since 1985. There was an increase

in the incidence of TB in England and Wales and in USA, New

York city all have been attributed to the increase and spread of

HIV. In 1985, 70 patients with AIDS in the UK were

investigated for TB and A out of the 70 patients were found to

be tubervulous(5.8%).

In another study carried out at university hospital of

Brazzaville (Congo) in 1988 in 912 patients presenting with

respiratory manifestations, 52.8% of patients were found to be

tuberculous and 10.5% of them were found to have associated

TB and HIV infection. In developing countries TB was found to

be the most common respiratory infection encountered among

AIDS patients while in Western countries and European PCP,

viral, fungal infection and Kaposi's sarcoma rank high mark
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than TB. This may be due to the low incidence of TB in the

community. This was confirmed by a study done by Pigott-P

January 1993. In a study comparing the epidemiological,

clinical and bacteriological characteristic of tuberculosis in HIV

infected patient in France, it showed disseminated tuberculosis

predominated in HIV positive patients. The tuberculin test is

often negative as the sputum and this lead to other diagnostic

tools, for TB e.g. polymeraze change reactions, culture and

gastric washings. The chest x-ray may be atypical with

absence of upper zone shadows and cavities, or it may show

interstitial lung infiltrate that mimics PCP. Diffuse infiltrate may

be a sign of disseminated HIV-induced immunosuppression.

Sputum positivity is high when cavittion developed which was

low when x-ray showed typical primary or miliary changes.

Positivity of Mantoux test is related to the degree of

immunosuppression hence it is less positive when AIDS and TB

were associated 30% and more positive when only

tuberculosis was encountered. The relapse rates are a bit

more in AIDS and TB than with TB alone and if HIV patients live

longer the relapse may be higher, usually they die 3-9 months

after the diagnosis. The response to anti-tuberculous therapy is

not so dramatic as in the non HIV patients and they have an

increase frequency of adverse effects especially from

thiacetazone but also to Rifampicin and I.N.H. and sometimes

can be a clue to the diagnosis of HIV if the patient is not known

before. The reactions may be mild but sometimes severe

Steven-Johnson Syndrome and epidermal nesolysis can occur.
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Multiple drug resistance is increasing in HIV tuberculous

patients indicating a poor prognostic sign and with a median

survival or only 2/12. Chemoprophylaxis with INH 300 mg

once/day should be given to HIV positive patients with CD4

count <200/ul and history of close contact or, a past history or

radiographic evidence of tuberculosis, inspite of BCG vaccine

they have positive tuberculin skin tests >10 mm with 10

tuberculin units or if they have no previous BCG vaccine and

they have +ve tuberculin test or irrespective to their BCG

history they havce -ve skin tests repeatedly11.

Bacterial Pneumonia:-

Prophylactic antibiotics may have a role in preventing

recurrences of severe bacterial respiratory infections and

intravenous immunoglobulins may be useful in preventing

serious bacterial infections in HIV-infected children.

Vaccination against haemophilus influenzae type (b) (Hib) is

recommended for HIV-infected children but not for adults.

Antimicrobial drug-resistant strains of streptococcus

pneumoniae and H influenzae have become more prevalent

recently and consequently have impacted on strategies for

prevention and treatment of those infections (according to the

abstract done by Keller-DW in 1995).

In abstract done at hospitals in Brazzaville, Congo by

Mboussa HIV 912 patients with respiratory diseases.

=>Respiratory diseases are found to be more in men compared to

women12.
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=e>TB ranked first (52.08%)12.

=>Acute lung infections (32-65%)12.

^Malignant tumours were rare (1.53%)12.

The incidence of HIV infections was high 10.51% and this

disease was often associated with tuberculosis 10-30%.

Subjects in the 20-29 years age group were those most

affected. The overall mortality was 13.48%. Mortality

increased with age. Mortality rates were 15% in acute lung

infections and 10% in tuberculosis.

Parasitic Infections:-

Pneumocystis carinii pneumonia (PCP): Despite the wide

spread introduction of effective primary and secondary

prophylaxis, P. Carinii remains a common respiratory pathogen

in individuals with AIDS and continue to account for half of all

respiratory episodes. When CD4 fall in HIV patient, they are

liable to develop PCP. It presents with cough, dyspnoea,

tachypnoea and fever. X-ray finding was bilateral perihilar

interstitial infiltrates that may progress to diffuse confluent

alveolar shadowing or upper lobe infiltration, lobar

consolidation, nodules or mediasternal lymphadenopathy.

Primary prophylaxis is recommended in patients with CDi

<200/ul, total lymphocytes <1.5, those with HIV constitutional

symptoms, fever, oral candidiaosis or in those with AIDS-

defining diseases such as Kaposi's sarcoma. Secondary

prophylaxis is given to prevent recurrences. Prophylaxis is by
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nebulyzed pentamidine or cotrimoxazole orally or intravenously.

Treatment is by cotrimoxazole 120 mg/kg in 3-4 divided doses

for 3 weeks, or by pentamidine intravenous 4 mg/kg/day for 3

weeks. In mild cases dapsone, primaquine, trimethoprin or

clindamycin can be used. If there is hypoxaemia steroids are

adjuvently indicated. There are 20% greater than normal of

cotrimoxazole adverse reactions.

Fungal Infections:-

Pulmonary infections with cryptococcusneoformans,

aspergillus fumagatus and histoplasma capsulatum are well

recognized in USA and Africa. Cryptococcus pneumonea

usually occur as part of a dissiminated infection, with

meningoencephalitis and fungaemia. The presenting

symptoms and chest radiographic appearances are non-

specific. Culture of bronchoalveolar lavage fluid, a

transbronchial biopsy specimen, C.S.F. or blood provide the

diagnosis. Treatment is with fluconazole or amphotericin.

Aspergillus pulmonary infection occurs almost exclusively in

patients with advanced HIV disease due to neutropenia or

because of broad antibiotic they had, treatment with

amphotericin±flucytosine.

GIT Manifestations of HIV Infection:-

Most of the morbidity and mortality of late AIDS is

associated with gastrointestinal disease whilst oesophageal

candidiasis responds readily to treatment and cytomegalovirus

enteritis may be cleared by antiviral agents, microspordiosis

and cryptosporidosis can not be eradicated, these protozoa
!8



cause disruption of small bowel villus architecture by unknown

mechanism and precipitate malabsorption, diarrhoea and

maldigestion. Protozoal's weight loss and cachexia are similar

to starvation and can respond to parentral route, unlike that

caused by mycobacterium avium intracellulrae and

cytomegalovirus which fail to respond to simple refeeding.

Oesophageal Disorders:-

Presenting as odynophagia, dysphagia:-

=>The commonest cause is candidiasis or oral candidiasis,

treatment is by systemic ketoconazole. The second common

cause is CMV or due to herpes simplex causing ulceration,

some ulcers have no definite cause and others are due to HIV

itself, treatment is by thalidomide.

^Diarrhoea: Mechanism of diarrhoea is due to hypochlorhydria,

bacterial overgrowth and villus atrophy due to HIV itself.

Activated T-cells and bacterial overgrowth and a secretory

component is also likely. Protozoal diarrhoea is the commonest

cause of diarrhoea e.g. cryptosporidiosis, microsporidiosis,

giardiasis, amoebiasis, pneumocystis carinii, viruses are also

common e.g. CMV, enteric viruses. Bacterial diarrhoea, Myco.

Tb, avium intracellularis, salmonella, fungal diarrhoea,

candidiasis, sheigellosis. Diagnosis of the causative agents

require stool analysis, culture, small and large bowel biopsy,

serology and special staining of the stool. Management is

difficult but ciprofloxacin is effective in most cases. In chronic

one antidiarrhoeal agents, may be effective oral and

intravenous rehydration is needed to maintain electrolyte
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balance. GIT malignancy is also a cause of diarrhoea e.g.

lymphoma, Kapsi's sarcoma.

Wasting is caused by specific opportunistic infections e.g.

CMV and myobacterioum ovium intracellularae. Reduced

intake due to anorexia and involuntary action to reduce the

diarrhoea.

Abdominal Pain:-

It is due to arteritis ischaemia of a colon, acalculous

cholecystitis or appendicitis or due to sclerosing cholangitis due

to opporunistic infections.

As HIV paitents are vulnerable to malignancies Kaposi's

sarcoma and lymphoma of the bowel and other malignancy of

the bowel are a cause of diarrhoea and abdominal pain.

Organ Specific Syndrome:-

Virtually every organ in the body is affected either due to

secondary opportunistics infections, malignancy, due to direct

HIV infection itself or due to non specific pathogen identified.

Renal Disease:-

They are rare and it is due to HIV itself rarely due to

mycobacteria or P.carinii but it can be drug induced e.g.

pentamidine, amphotericin or antiretroviral therapy. Focal

segmental glomerulosclerosis is the commonest lesion—>heavy

proteinuria without hypertension or oedema.
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Ophthalmic Problems:-

It accounts for 50% of HIV cases. It manifests as cotton-

wool exudate spot sometimes with haemorrhage. It is due to

vasculitis, also CMV retinitis is common. Other secondary

infectious diseases can cause conjunctivitis or retinal

detachment.

Endocrine Abnormalities:-

Hyponatraemia was seen in about 30% of cases and it is

due to ADH secretions secondary to CNS, pulmonary diseases

or to Addison's disease. Addison's disease may be due to TB,

CMV, Kaposi's sarcoma, cryptococcal's diseases,

histoplasmosis, or ketoconazole or Rifampicin therapy.

Hypogonadism and pancreatitis can occur.

Rheumatologic Disorders:-

There is an increase incidence of reactive arthritis among

HIV patients, also HIV-associated-arthropathy and painful

articular syndrome are increased among HIV patients. Septic

arthritis can occur but not common. Polymyositis can occur

due to the disease itself or secondary to drug therapy.

Dermatological Problems:-

These are common among HIV patients throughout the

course of the disease, ranging from macular rash to end stage

Kaposi's sarcoma, seborrheic dermatitis, eosinophilic pustular

dermatitis. Although psoriasis and ichthyosis are not

encountered to be increased, when they occur they are severe

and resistant to therapy. Secondary infection e.g. HSV
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covering orolabial, genital or perirectal ulcers or whitlow lesions,

Varicella zoster virus (VZV) can cause shingles, molluscum

contagiosum, candylomata acuminatum are more serious in

HIV patients. Necrotizing vasculitis e.g. due to P.carinii atypical

mycobacterium can cause erythematous cutaneous nodules.

Drug reactions are common in HIV and are mild and not

indication for discontinuation of drugs and severe form of

reaction Steven Johnson's syndrome can occur.

Photosensitive dermatitis can occur on exposure to sun light or

to radiotherapy. Drug reactions especially with sulpha group in

a patient not known to be HIV is an indication for testing for HIV

and it raises the possibility for that13 u.

Heart Diseases:-

Cardiomyopathy due to the disease or a side effect of

therapy can occur. Myocarditis and congestive cardiac failure

can occur as well as pericarditis and pericardal effusion. Non

bacterial thrombotic endocarditis with embolism is encountered.

Haematologic Diseases:-

Anaemia is by far the commonest and it is due to nutritional

deficiencies, malabsorption synbdrome, systemic fungal,

myobacterial or malignancies or drug toxicity. Neutropenia and

thrombocytopenia can be explained also by viral, cytotoxic

drugs or systemic infection causing bone marrow suppression.

CNS Manifestations:-

HIV may enter the brain across the blood brain barrier or by

infecting monocytes during the asymptomatic phase. CNS
22



involvement is common and at least 40% of cases have

abnormal C.S.F. with increased cell counts and protein levels.

HIV antibodies are detectable in the C.S.F. and in some

patients oligoclonal bands are observed. The common

neurological manifestations are:-

1) A septic Meningitis:-

Headache is a common presenting feature although it may

be attributed to the disease or its systemic complications. HIV

meningitis can be diagnosed by positive virus culture or P24

antigen in the serum or CSF.

2) AIDS dementia complex:-

It is observed in late stage of the disease, it may be

related to the disease itself or its complica'ed-systemic

infections. Patients with ADC show distinct conginitive

changes. There is genera! mental slowing, impaired

concentration and features associated more with depression

than CNS infection, confusion, hallucinations, impaired

memory, problem-slowing deficiencies are common prior to

obvious dementia. Diagnosis is by CT scan showing brain

atrophy and by CSF with increased cells, protein, HIV-

specific cytotoxic T-cells, oligoclonal bands and soluble

intracellular adhesion molecule (ICAM-1). Zidovudine (AZT)

improve the neuropsychological performance and reduces

the demeritia. Mania may be treated by lithium.

Opportunistic viral infections of the CNS, a variety of

opportunistic infections occur in HIV patient particularly

viruses they presents with convulsion, fever, headache,
23



cerebral abscess, focal neurological deficits, dementia,

transverse myelitis, encephalomeningitis, retinal infiltration,

hydrocephalus or ventriculitis. Other CNS lesions are due to

malignant changes especially CNS lymphomas and

sarcomas.

Diagnosis:-

The diagnosis of AIDS is a clinical one and is based on the

identification of an opportunistic infection or a malignancy.

However in many developing countries this is a difficult

procedure. Therefore, a professional clinical case definition of

AIDS was developed by the WHO. The specificity of this

definition for diagnoses of HIV was 94%. TB represents one of

the differential diagnosis; cutaneous energy even in the

presence of TB was significantly associated with AIDS in adult

Kinshasa patients. Clinical definition which optimized sensitivity

and specificity for AIDS should be developed for

epidemiological and diagnostic purposes.

Professional WHO clinical case definition for AIDS where

diagnostic resources are limited. AIDS in an adult is defined by

the existance of at least two of the major signs associated with at

least one minor sign in the absence of non causes of

immunosuppression as cancer and malnutrition.

Major signs:-

a)Weight loss >10% of body weight



b)Chronic diarrhoea > one month

c)Prolonged fever > one month (intermittent or constant)

Minor signs:-

a)Persistent cough > one month

b)Generalized pruitic dermatitis

c)Recurrent varicella zoster

d)Oropharyngea! candidiasis

e)Chronic progressive or disseminated herpes simplex infection

f)Generalized lymphadenopathy

The presence of generalized Kaposi's sarcoma or

cryptococcal meningitis are sufficient by themselves for

diagnosis. An enzyme-linked immunoassay (ELISA) is usually

used as a first line test for the demonstration of HIV antibody, its

sensitivity and specificity are approximately 95-99%. The

serological tests include an indirect immunofloresence.test, radio

immunoprecipitation and immunoblotting (Western Blot). All

positive test result in HIV EIA should be confirmed first by

repeating the enzyme-linked immunosorbent assay (ELISA), and

if positive a gain by a well evaluated serological assay e.g.

(Western Blot). Since the predictive value of a positive EIA

result is insufficient in low prevalence populations (even with a

sero prevalence of 5-10%).

Since HIV can be isolated in up to 80% serum antibody

positive individuals, persons carrying such antibody should also

be considered as potentially infectious.
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Prevention:-

Since no effective therapy or vaccine is available, control of

AIDS is of necessity based on prevention. The prevention of

sexual transmission of HIV infection requires a reduction in the

number of sex partners and the use of condoms. It is not clear

what type of educational approaches will be successful to meet

these goals in the developing countries.

transmission through blood transfusions can be drastically

reduced by screening blood donors for HIV antibody and probably

by using disposable syringes.

Perinatal transmission can be reduced by screening women

of childbearing age and counseling on contraception for HIV sero

positive women. All these measures would require a substantial,

financial and organizational effort which may be difficult to

implement. A variety of screening tests are available to detect the

Anti-HIV antibody, but not the virus itself. The tests are less

specific and may be negative at a time when the virus is present

but the antibody to it is not. The most important safety features

with respect to AIDS at the present time is proper donor

screening, if all high risk groups are excluded this will reduce the

incidence.

ELISA (enzymne-linked immunosorbent assay) is widely

used. The disadvantage is lack of specificity hence it is

imperative to sophisticated confirmatory tests available e.g.

Western blot analysis, this can exclude up to 90% ofELISA-

positive cases. When the initial ELISA test is found to be
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reactive, the test should be repeated on the plasma and serum. If

both were non reactive the blood and blood product can be

issued. However, if either or both are reactive, Western blot

testing is required. Three results are then possible reactive.

Intermediate and positive any donor with a positive Western blot

should be informed. Many of those with negative or intermediate

groups have developed HLA Antibodies, they do not fall into a

high risk group and in general their blood can be used for

transfusion. However each time they donate they will be positive

by the screening ELISA test and will thus need confirmatory

testing. It may be more convenient not to have such people as

blood donors, but this could reduce availability of donors. Those

who have immediate test must be excluded from furhter donation

as they may be in the process of seroconversion.

The correct screening programmes are not perfect and a

more specific test for the virus itself is needed but has not yet

been developed. Until such test is available, those donors.who

have the virus but have not developed antibody to it will constitute

the most dangerous type of blood donor. Therefore, it must be

continually stressed that all high risk blood donor must not

donate. These include:-

• Any man who has had sexual relationship with another man.

• Any person who has shared needles to inject drugs.

• Any person who has regularly received treatment with blood

products.



• Men and women who have had sexual relations with different

partners in areas where AIDS is known to occur.

• Sexual partners of any of these people.

Treatment, Management and Prevention:-

There is no effective specific treatment for HIV infection.

The opportunistic disease should be treated using recommended

therapeutic schedules. The management of patients with AIDS

requires no special facilities or quarantine. Contact with mucosal

surfaces, blood and other secretions and excretions of such

patient should be avoided by wearing gloves when draining blood

or examining mucosal surfaces. In general gloves should always

be used when assisting in delivery or performing invasive

procedure since a proportion of women are infected with HIV.

Taking care of AIDS patients may be a heavy psychological

burden for health workers, as well as their families. Hospital

personnel should be thoroughly informed on HIV infection and on

patient management. Because of increasing, rapid and

continuous spread of HIV by sexual contact, perinatal

transmission and exposure to blood, control of HIV infection

should be considered a public health priority and since no

effective therapy or vaccine, control should be based on

prevention which is complicated by social, economic and political

constrains.

The prevention of sexual transmission requires a reduction

in the number of sex partners and the use of condoms. It is not
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clear what type of educational approaches will be successful to

meet these goals in the developing countries.

Transmission through blood and blood products can be

reduced by screening blood donors for HIV antibody and by using

disposable, properly sterilized needles and syringes or at least

reduction in the number of injection given and early treatment and

prevention of anaemia. Interruption of perinatal transmission may

be achieved by screening women of child bearing age and

counselling on contraception for HIV seropositive women.

Health care workers can minimize their risk of occupational

HIV infections by following the CDC guidelines of July 1991,

which include adherence to universal precautions, refraining from

direct patient care if one has exudative lesions or weeping

dermatitis, wearing gloves, disinfecting or sterilizing reusable

devices employed in invasive procedures. All samples should be

handled as if they are infectious and they should be double-

bagged and spills should be disinfected.

Treatment and Prognosis:-

Treatment of AIDS take three forms:-

a)Treatment of secondary complications with opportunistic

infections and neoplasms.

b)Treatment of HTLV HI/LAV infections.

^Reconstruction of the defective immune system.
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Radiation therapy is successful for localized Kaposi's

sarcoma and it is unsuccessful for extensive one or visceral

involvement where there was a place for alpha interfron or

chemotherapy single or in combination. Nevertheless, it has not

been demonstrated that successful treatment and remission of

Kaposi's sarcoma significantly affect survival of patients with

AIDS. Inspite of this marked immunosuppression can occur

increasing the chance for opportunistics infections. Several of the

opporunistic infections in AIDS such as PCP, toxoplasmosis,

candidiasis, cryptococcosis, herpes simplex and tuberculosis can

be treated with available antimicrobial agents, however

recurrence rate was high. So e.g. increase of PCP treatment with

trimethoprin sulfamethaxazole or pentamidine isethionate,

although responsive, therapy beyond the standard two weeks

may often be required to eradicate the organisms, to avoid

recurrence. Toxoplasmosis with AIDS need life long treatment

with pyrimethamine sulfadiazine. In addition primary and

secondary prophylaxis may be required to achieve long term

effects. There is no effective treatment for mycobacterium ovium

intracellular and EBV infections or for cryptosporidiosis.

A number of attempts at immune reconstitution have been

undertaken. These include bone marrow transplantation, infusion

of histocompatible lymphocytes and the administration of soluble

immune mediators such as IL2 and interferon. Although partial

reconstitution have been observed in some cases it is temporary

as the viruses are not suppressed and their cytopathic effects are

not affected. The great hope for cure of the disease lies in the

combination of antiretroviral therapy and immunologic
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reconstitution. Since the causative agent has been isolated and

cloned, vaccine development is being actively persued. There

has been no reports of spontaneous reversal of the immune

defect in AIDS. The typical clinical pattern is one of recurrent

bouts of opportunistic infections with or without progressive

Kaposi's sarcoma leading later to death. The overall mortality of

AIDS is approximately 50%. However, the long-range mortality of

patients with the full-blown disease is likely to approach 100%

since there are few long-term (5 years) survivors of the disease.

Antiretroviral Drugs:-

A) Nudeoside Analogues:-

• Zidovudine (AZT). It was reverse transcriptase inhibitor. It

binds to DNA polymeraze. Side effects are anaemia,

granulocytopenia, myopathy, lactic acidosis, hepatomegaly.

• Dideoxyinosine DIC. It can cause pancreatitis, hepatic

dysfunction and peripheral neuropathy.

• Dideoxycytidine DDC. It can cause peripheral neuropathy

hepatitis and pancreatitis. (Stavudine, nevirapine, lamivudine).

B) Protease inhibitors:-

E.g. Invirase, norvir, crixivan, viracept. They can cause

nausea, diarrhoea, nephrolithiasis. The approach is that in

asymptomatic patient, with CD4+T-cell count >500 u/l or his

viraemia >20,000/ml than therapy with two nucleosides and a

protease inhibitor will be initiated and the patient is monitored

every 3-4 months and therapy is modified with a combination of

two or one new nucleoside plus a new protease inhibitor.
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Primary and secondary prophylaxis for secondary infections

e.g. in case of PCP trimethoprin and sulphamethoxazole or

dapsone, pyrimethamine and clindamycin/primaquine or aeroso-

lized pentamidine.

INH in case of TB, pneumonococcal vaccine and

haemophilus influenzae vaccine.

Secondary prophylaxis with exception of TB: It is difficult to

eradicate secondary infections and hence life long or secondary

prophylaxis is a role putting in mind the possibilities of drugs

interactions and drug side effects.
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OBJECTIVES

To study the:-

1. The clinical manifestations of HIV infection.

2. The incidence of tuberculosis among patients with HIV

Infection
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MATERIALS & METHODS

l.The study area:-

The study was conducted at Khartoum Teaching Hospital during

the period; June 1997-July 1998.

2. The study group:-

A total of 60 patients were included in the study, who were

diagnosed as HIV seropositive patients.

Clinical Evaluation:-

a)The study group:-

A questionnaire was designed, which included personal data,

past medical history, heterosexuality, previous blood transfusion,

surgery, homosexuality, i.v. drug abusing and the presenting

symptoms. General examination was carried out including general

and systemic examinations.

Investigations:-

A. Specific for A of HIV

ELISA/Western Blot

B. General:-

Haemoglobin

Urine

Stool

Sputum for A.A.F.B.

34



•Mantoux test

•E.S.R.

•Chest x-ray
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METHODS

Professional tests to diagnose HIV were carried out in

National Lab. (ELISA) and after diagnosis of HIV is confirmed on

at least two separate determinations.

Further investigations were carried out, including the

haemogram, urine analysis, stool analysis, sputum for A.A.F.B.

(usually 3 samples). Mantoux test, L.FT., chest x-ray, E.S.R.

and any specific investigation if needed to confirm or rule out

some complicating diseases.

We analyzed our data and interpreted out investigations

after consultation of the radiologist,- some physicians and

laboratories.
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RESULTS

Table 1 shows the geographical distribution of the studied

(60) group, 25 of them from Southern region (42%) and 10 of

them from Eastern region (16%) with least incidence in Western

region.

Table 2 shows sex distribution of patients where male

predominated 66.7%.

Table 3 shows distribution of patients according to their age,

high incidence is observed among age group (27-32) 42% and

low incidence among group (15-20) and those >50 years of age

(figure 1).

Table 4 shows patients by mode of transmission where high

incidence of HIV is noted among heterosexual and least among

blood-recipients.

Table 5 shows the mode of presentation of HIV and their

frequency where diarrhoea is the commonest presenting

symptoms accounting for about 80% of cases. Cough for about

40% of cases, oral thrush for 50% and fever the least presenting

symptom.

Table 6 shows the presenting signs in HIV where weight

loss accounts for 50% of cases oral thrush for 50% of cases.
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Table 7 shows occupational distribution of patients high

incidence is noted among soldiers (26%), drivers (16%) and

least among farmers (1%).

Figure 2 shows W.B.C. changes in HIV infection, 25%

showed leucocytosis, 25% showed normal W.B.C.,-and 50%

were found to be leucopenic.

Table 8 shows E.S.R. changes, 23 patients were found to

have 3 figures E.S.R. 55%.

Table 9, 10, 11 show the presenting symptoms, signs and

their radiographic findings in seropositive-tuberculous patients,

cough is noted to be predominant symptom and haemoptysis is

least if not absent, and x-ray changes are atypical without the

cavitations, effusions or hilar lymphadenopathy seen in our

tuberculous patients.

Figure 3 and 4 show the positivity of sputum for A.A.F.B. in

seropostive-TB patients where only 40% were positive and 1/3 of

patients were mantoux positive (33%).

Table 12 shows the incidence tuberculosis among HIV

patients, 40% with male predominated.
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TABLE 1

Geographical distribution of 60 HIV seropositive patients

The State

Southern States

Eastern State

Khartoum State

Gezira State

Western State

Foreigners

No. of patients

25

10

8

6

1

10
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TABLE 2

Sex distribution of 60 HIV patients

Male

40

(66.7%)

Female

20

(33.3%)



TABLE 3

Age distribution of 60 HIV patients

Age group

15-20

21-26

27-32

33-38

39-44

45-50

>50

No

0

10

25

18

4

2

1

of patients

0%

16%

42%

30%

7%

3%

2%

4I



TABLE 4

No. of patients by mode of transmission

Mode of transmission

Heterosexual

Blood & blood product

Infected partner

Homosexual

Undetermined

No. of patients

46 77%

2 2%

4 7%

4 7%

4 7%
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TABLE 5

Presenting symptoms in 60 seropositive patients

Presenting symptoms

Diarrhoea

Cough

^ Dysphagia

Oral thrush

Fever

Fatigue & general wasting

Skin eruption

Numbness & tingling

Psychiatric symptoms

Asymptomatic

No of patients

48

24

10

30

2

40

2

2

2

4

%

80%

40%

13%

50%

3%

66%

3%

3%

3%

6%



TABLE 6

Presenting signs in 60 patients with HIV

Presenting sign

Wt loss

Oral thrush

Hypotension

Lympha^enopathy

Depression

Skin eruption

Fever

Hyperpigmentation

Peripheral neuropathy

No of patient

50

30

20

15

10

5

4

3

2

%

83%

50%

33%

25%

13%

8%

6%

5%

4%
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TABLE 7

Occupational distribution in 60 patients with HIV

Occupation

Farmer

Soldier

Labourer

Driver

Professional

Housewife

Nurse

Others

No of patient

1

16

5

10

10

10

2

6

%

2%

26%

8%

16%

16%

16% '

4%

10%



TABLE 8

ESR changes in 60 HIV seropositive patients

Degree of ESR elevation

< 50 mm/hr

51 - 99 mm/hr

> 100 mm/hr

No of patients

9

•18

33

%

15%

30

55%
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TABLE 9

Chest x-ray radiographic findings in 60 HIV

seropositive patients

Cavitation

Rleural effusion

Nodular shadowing

Consolidation

Pneumothrax

PCP changes

Diffuse interstitial fibrosis

Normal c-x ray

No. of patients

2

-

2

10

-

-

10

36

47



TABLE 10

Presenting symptoms in 24 seropositive tuberculosis

patients

Symptoms

Cough

Haemoptysis

Night sweat

Fever

Wt loss

Dyspnoea

General ill health

Others

No of patients

24

-

20

20

24

10

20

-

%

100%

-

83%

83%

100%

42%

83%

-

48



TABLE 11

Presenting signs in 24 seropositive tuberculous

patients

Signs

Signs of consolidation

Signs of pleural effusion

Signs of fibrocavitatory

Diffuse fibrosis

Signs of collapse

Lymphadenopathy

Signs of adrenalitis

No. of patients

10

-

2

8

-

4

2
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TABLE 12

Incidence of TB in HIV patients

No of

patients

24 v

%

40

Sex Distribution

Male

40

Female

20

50



Fig. (1) Age distribution of 60
H.I.V. patients
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Fig. (2) W.B.C. changes in 60 H.I.V.
Seropositive patients

• Leucopenia
• Leucocytosis
• Normal count
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Fig. (3) Sputum positivity in 24 seropositive
tuberculous patients

(for A.A.F.B.)

60%

40%
\O Positive sputum
io Negative sputum



Fig. (4) Maiitoiix test in 24 sero-
positive- tuberculous patients

• Positive Mantoux Test
• Negative Mantoux test



DISCUSSION

Diarrrhoea is the commonest presenting symptom in HIV, it

accounts for 80% of the group studied and is compatible with the

study done by D. Serwadda 198515 in Uganda. And also with

G.B. Miglien study in Uganda 199616 where the percentages were

75% and 90% respectively. This is incompatible by the study

done by Department of Internal Medicine, University of Texas,

Dallas, where cough predominated (60%)17.

Cough is the second common presenting symptom. It

accounts for 40% of cases studied (24 patients) (table 5). This is

similar to the study done by Perri G. 1993 (U.K.)18, but

incompatible with the study done by Wallace-JM19 and also

incompatible with the study done by Robert Miller where cough

accounts for about 90%20.

Sore mouth and dysphagia (commonly due to candidiasis)

are common symptoms they account for 30% of studied group

(table 5) and this is compatible with the study done by Glick M,

Muzyka BC21.

Fatigue and general wasting are common account for 40

cases (66%) and this is similar to observation recorded by D.

Serwadda in Ugandan patients22.

Rare presentation as a pyrexia of unknown origin (3%), skin

eruption is rare 2 cases (3%) but is common with patients



receiving sulpha-containing drugs23. The usual presentation is a

multi-systems involvement with diarrhoea, cough oral thrush and

general wasting24.

Male predominated in the studied group and this reflected

the mobilization, travel activities and heterosexuaiity compared to

female side and this is similar to the annual surveillance reported

in 1997 done by Sudan National Laboratory.

High incidence of HIV in the Southern and Eastern regions

of Sudan, although the total population there are less compared

to other regions. 25 Patients of the group from South and 10 from

Eastern region (table 1). This raises the possibility of spread of

the disease from nearby countries e.g. Uganda, Ethiopia and

Eriteria, or may be due to local environmental factors have to be

further verified.

HIV infection is common among young adult age group (27-

32 years of age) 42% (table 3 and graph 1) and this is compatible

with the study done by Gurther L25 and is similar to the annual

surveillance report 1997 by the Sudan National Laboratory.

Among occupational distribution, soldiers and drivers are

the commonest involved groups and farmers are the least

involved group (table 7), possibly due to heterosexuaiity.

Two of the female patients are nurses, although they gave

history of previous blood transfusion, previous surgery and
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heterosexuality, one cannot exclude accidental hospital infection

and strict precaution is needed.

Heterosexual transmission accounts for 77% (46 cases out

of 60), compared to homosexual route 7% and this in reverse to

the picture found in Western Countries26. Four cases encoun-

tered the disease due to infected couple.

Three patients encountered the disease while they were

abroad. One came from Asia, he showed minor symptoms and

signs and he made complete recovery from his super added-TB

infection and he is still alive (>5 years). The second patient came

from the Middle East area and the clinical picture is similar to

those who encountered the disease here. The third one came

from America he presented with fever (P.U.O). These

observations raise the possibility of different subtypes for the virus

and their different morbidity and mortality (the Asian type is

recognized as the least virulent)27.

Tuberculosis is the commonest pulmonary complication in

HIV patients, 24 patients out of 60, with a percentage of 40% and

this is compatible with the study done by Mboussa-J where in

52% of studied group had tuberculosis28, but was incompatible

with the study done by Vazquez-Garcia-JC at Mexico where 19

out of 220 patients are only found to be tuberculous29. TB is

atypical in presentation as there was no haemoptysis, due to lack

of cavitation30.
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Chest x-ray findings are atypical with lack of upper lobes

consolidation and cavitation and with mainly lower and mid zonal

involvement30 and this is compatible with the study done by

Rivera. Miliary mottling was found in 16 out of 24 patients similar

to study done by Alpoziak31. No pleural effusion was found in all

seropositive tuberculous patients (reduced hypersensitivity)32.

Sputum and Mantoux positivity account for 4 1 % and 33%

respectively (graph 3 and 4) and this is compatible with the study

done by Robert Miller 199632.

ESR is moderately elevated in HIV patients, and it is usually

3 figures-ESR in seropositive TB patients, 55% of cases have

ESR >100 mm/hr (all TB-HIV patients are in this group). Sputum

was positive in 42% of cases (10 out of 24) although it was

positive in 61 % of TB alone and this is due to lack of cavitation in

HIV-TB patients and this is similar to the study done by G.B.

Miglion33.

Although patients were clinically ill, they do not show clinical

signs on their examination of their chest and this is due to lack of

cavitation, consolidation or effusion as presentation is atypical in

most cases.

Most patients (20 out of 24) although they showed clinical

response to antituberculous therapy, chest x-ray findings do not

clear remarkably. Two of the seropositive tuberculous patients

developed Addison's diseases and Addisonian crises and it is not
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known whether this is due to HIV itself, superadded tuberculosis

or to the antituberculous therapy.

Death rate is very high among HIV patients and most of our

patients died within months of the diagnosis and the death rate is

more among patients presented with diarrhoea compared to other

who presented with tuberculosis.

Although HIV patients, looked ill and cachexic, most of them

are not pale at time of presentation, this is because the virus is

not myelotoxic and the period is short for the acute and subacute

form to present with anaemia of chronic disease, but with time all

types of deficiency anaemia can occur.



CONCLUSION

Diarrhoea is by far the commonest presenting symptom. It

is usually chronic for more than one month. It is on and off, it is

difficult to treat and hence it is the cause of many doctor

consultation.

Cough is common symptom of tuberculosis in HIV patients

as TB is commonly atypical in presentation, associated symptoms

like, haemoptysis, pleurisy are rare due to low immunity.

It is usual for TB to present atyptically with negative

Mantoux test, negative sputum for AAFB and atypical x-ray-

findings without cavitation, consolidation or pleural effusion.

HIV is common among drivers and soldiers, possible due to

mobilization and heterosexuality.

HIV is more common in Southern and Eastern regions of

Sudan compared to other areas possibly it is an important

disease from nearby countries and possibly due to

heterosexuality.

TB is common in our patients compared to the high

incidence of pneumocystis carrinii pneumonia (PCP) and Kaposi's

sarcoma among European and Western countries.



Two patients who received thiazina as one of their

antituberculous therapy developed severe allergic dermatitis

(Steven Johnson's Syndrome).

Two of our patients are nurses and although one cannot

exclude other mode of transmission, accidental hospital infection

is a possibility.

About 6% of patients are asymptomatic at the start, as they

were discovered during medical checkup, or during screening for

blood donation and all of these ended with psychiatric

manifestations and suicidal once they were told.



RECOMMENDATIONS

Diarrhoea in HIV patients is difficult to treat and difficult to

investigate in these patients because most clinics do not accept

HIV patients and there is no special clinic or centre for HIV

patients, hence commencement with specific antimicrobial agents

together with antidiarrhoeal treatment is beneficial to start with to

avoid complications.

Special centre for HIV patients is needed to deal with this

problem.

Health and religious education is lacking. It has to be

encouraged to reduce the incidence especially among soldiers,

drivers and prostitutes. It is not clear what type of educational

approaches will be successful to meet these goals, hence HIV is

a political, social and medical problem and the governments and

the community contribution is needed to face this problem.

Taking care of HIV patients is a heavy psychological

burden for health workers and patients' families and some efforts

has to be taken by the Ministry of Health, Social Affairs and the -

community to solve these problems and to meet the demand.

For health workers, they should wear gloves, disinfect or

sterilize re-usable devices. For strict precautions they have to

consider any patient as infected and any sample as infectious

until proved otherwise.



Spills should be disinfected.

TB is common among HIV and it is atypical in presentation

and it has to be suspected on clinical ground and although

sputum culture is needed it can delay the start of treatment.

Antituberculous therapy are still effective and thiazina has to

be excluded from the regimen to avoid the serious fatal Steven

Johnson's Syndrome.

Syringes used for injecting streptomycin should be

disinfected and burned immediately as they may spread the

infection.

Blood donor should be screened for HIV and sterilized

disposable syringes are needed for daily use to minimize

transmission of HIV.
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Qucslionairc

1. Serin I number
2. Patient name.
3. Age.
4. Married (Yes or No).
5. Sex (Male or Female)
6. Residence.
7. Travel (Inside or Abroad).
8. Religion (Muslim or Non-muslim)
9. Occupation.
10. History of any of the following :-

Yes No

- Blood transfusion

- Transfusion of blood products.

- Organ donation

- Regular medication (immuno suppressuents)

- Sexual activities (normal route)

- Homosexuality

- Heterosexual!iy

- I/V drug abusers

- Previous STI)

- F.xtra nianital activities
i

- Tatooing during the last 5 years

- Operation during the last 5 years

- Affected members of the family

- Known-diabetic



- Loss of Consciousness

- Speech disturbance

- Hearing loss

- Dysphagia

- Weakness

- Numbness

E ) Renal System

- Burning mict.

- Urine retention

- In continence

- Haematuria

- Frequency

F ) Miisculoskelctnl system

- Weakness

- Wasting

- Tremor

- Fasciculations

- Arthralgia

- Arthritis

IT) Skin

- Itching

- Eruption

- Change in colour

13 . Physical Examinations :



14/ Investigations

a) Complete haemoagram and ESR.

b) HIV test

c) Stool

d) , Urine

e) C-x-ray

f) Mantoux test

g) Sputum for acid and alcohol fast bacilli
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Results of all HIV tests

Group Tested

High Risk group:
STD patients

Prostitutes

Bar Girls

Homosexuals

Injecting drug users

Blood recipients

Sexual contact of
AIDS
Prisoners

Suspected patients

TB patients

Others:
Foreigners

Street kids

Sub-total

Low Risk group:
Blood donors

Pregnant mothers

Migrant workers

Travelers

Other (specify)
Volunteers

Kidney donors & RF

Sub-total

Total

Total

Tested Positive

310

0

0

0

0

0

28

0

583

708

550

0

2179

10

0

0

0

0

0

4

0

235

70

3

0

322

42355

2346

169

32574

109

140

77693

79872

199

69

0

78

9

0

355

677

Blood donors: Only ONE test done.



STD Report based on syndromic diagnosis

Syndromic
Diagnosis

Urethra! Discharge

Viginal
Discharge
Pelvic Inflam-
matory Disease
Oph. Neonatorum

Genital Ulcer

Other STDs

TOTAL

Number of cases by sex and age group

Male

< 15

272

-

667

4

68

1011

15-49

5324

>

•>

1755

1504

8583

50 +

209

-

13

77

299

Female

<15

-

1310

121

785

60

123

2399

15-49

7728

3084

-

1891

2781

15484

50 +

350

111

-

23

72

556

TOTAL

5805

9388

3316

1452

3746

4625

28332

This report covers six states:
Khartoum Nohr EI-Ncvl'Kassala 'El-Gcdarif llahr EUabal Upper A'//c

Result of serological test for syphilis

Persons tested

Blood donors
pregnant women

STD patients

Others

TOTAL

During this period

Number tested

1400
200

1600

Number positive

34
17

51

Cummuhitivc for this year

Number tested

1400
200

1600

Number positive

34
17

51 _

/. This report should include data from all blood banks and laboratories, public and pnvciif
2. The report should be forwarded quarterly and annually.


