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PA R T  A

Module A2
Managing Patients with HIV-Related Diseases

Session 1: Diagnosis of HIV-Related Illnesses: A Brief Overview

This session gives a brief overview of HIV-related opportunistic infections and explains why people living with HIV/
AIDS are susceptible to them.

Session 2: Conditions of the Respiratory System

Participants learn about respiratory problems, including common etiological agents, clinical presentation, recommend-
ed diagnostics and common findings, management and treatment. Part One, Module 2, Session 10 discusses prophy-
laxis of opportunistic infections affecting the respiratory system.

Session 3: Tuberculosis: HIV-TB Interaction 

Participants will learn about HIV and TB coinfection, including clinical presentation, recommended diagnostic labora-
tory and radiologic tests and common findings, management and treatment. Part One, Module 2, Session 10 discusses 
prophylaxis of TB.

Session 4: Conditions of the Neurological System

Participants learn about neurological disorders related to HIV, including common etiological agents, clinical presenta-
tion, recommended diagnostics and common findings, management and treatment. This session will also cover the clin-
ical features, management and treatment of AIDS dementia complex, painful sensory and motor neuropathies, PML, 
primary CNS lymphoma and neurosyphilis.

Session 5: Conditions of the Gastrointestinal System

Participants learn about chronic diarrhea and conditions of the gastrointestinal system, including common etiological 
agents, clinical presentation, recommended diagnostics and common findings, management and treatment. This session 
also discusses hepatitis.

Session 6: Conditions of the Lymph System

Participants learn about lymphadenopathy, including common etiological agents, the clinical presentation and diagnostic cri-
teria of persistent generalized lymphadenopathy (PGL) and features of lymph nodes that indicate further evaluation.

Session 7: Conditions of the Mouth and Throat

Participants learn about oral lesions, dysphagia and odynophagia, including common etiological agents, recommended 
diagnostics, common findings, management and treatment.
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Session 8: Skin Conditions

Participants learn about skin lesions and infections, including common etiological agents, clinical presentation, man-
agement and treatment.

Session 9: Fever

Participants learn about fever, including common etiological agents, recommended diagnostics, common findings and 
management and treatment of bacteremia/septicemia. 

Session 10: Prophylaxis of Opportunistic Illnesses

Participants will learn about prophylaxis for selected opportunistic infections.

Session 11: Diagnosis and Management of HIV-Related Cancers

Participants learn about the pathology, clinical features, management and treatment of Kaposi’s sarcoma (KS) and the 
clinical features, treatment, and management of nonHodgkin’s lymphoma (NHL) and central nervous system (CNS) 
lymphoma.
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SESSION 1    Diagnosis and Management of HIV-Related Illnesses: A Brief Overview 

PURPOSE

This session gives a brief overview of HIV-related opportunistic infections (OIs) and explains why people living with HIV/
AIDS (PLHA) are susceptible to them.

OBJECTIVES: 

By the end of this session, the participants will be able to:
1. Define the term opportunistic infection.
2. Describe why PLHA are susceptible to OIs.
3. Discuss the impact on disease progression of seeking care promptly.
4. Describe the correlation between CD4 cell count levels and opportunistic infections.
5. Name the general pathogens causing OIs.

TIME:  

10 minutes

PA R T  A :  M O D U L E  2
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A. Brief overview

1. Definition of OI: infections caused by organisms that would not cause a disease in a person with a well-function-
ing immune system.

2. People with HIV/AIDS are especially susceptible to OIs. This is the result of: 
a.  Suppression of the immune system 
b.  Psychological stress, which can influence the immune system
c.  Depletion of nutritional status

3.  Coinfections with pathogens such as TB and malaria increase the HIV viral burden and thus accelerate the disease 
progression. Therefore, preventing other infections such as STDs, malaria and TB can be of HIV-clinical benefit.

4.  Uganda is an example of a country where high-quality HIV care services were offered early in the epidemic, 
prior to the availability of ART. Providers in Uganda report that HIV-infected patients seek care promptly when 
symptoms appear. As a result, many HIV-positive persons seem to be living well, despite a lack of access to ART. 

5.  Many first learn they have AIDS through diagnosis with an OI.
6.  The natural history of HIV involves a progressive loss of CD4 lymphocytes.
7.  As the CD4 level declines, the risk of contracting OIs increases.
8.  OIs may be bacterial, viral, fungal or protozoal.
9. Figure A2, 1.1, below shows major causes of HIV-related diseases in selected African countries.
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SESSION 2    Conditions of the Respiratory System

PURPOSE

In this session, participants will learn about respiratory problems, including common etiological agents, clinical presenta-
tion, recommended diagnostics and common findings, management and treatment. Part A, Module A2, Session 10 dis-
cusses prophylaxis. 

OBJECTIVES: 

By the end of this session, participants will be able to:
1.  Describe the various etiological agents that cause respiratory infections.
2.  Describe the clinical presentation of each infection.
3.  List the recommended diagnostics and common findings for each infection.
4.  Discuss the treatment and management of respiratory infections.
5.  Make a differential diagnosis using the case study.

TIME:  

80-105 minutes. Duration depends on which approach the presenter selects. Using the detailed chart, the session will last 
105 minutes. Using the text that is less detailed and includes fewer etiologies, the session will last about 80 minutes. 

PA R T  A :  M O D U L E  2
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1.  Introduction 
a.  Overview

•  Pulmonary involvement is among the most common complaints in AIDS patients. At least one-third of 
patients have a cough lasting over one month at some time during the progression of the disease. 

•  Bacterial pneumonia and tuberculosis can occur early in the course of HIV infection at CD4>500.
•  Pneumocystis carinii pneumonia (PCP) almost always occurs when the CD4<200.
•  Toxoplasmosis, CMV and Mycobacterium avium complex (MAC) usually occur at CD4<100. 
•  In the advanced stages of the disease, there is often more than one pathogen.

b.  The differential diagnosis includes the following pathogens:
•  Mycobacterial infection:   M. tuberculosis, M. avium complex
•  Protozoal infection:   Toxoplasmosis gondii

•  Bacterial infection:   Streptococcus pneumoniae, Haemophilus influenzae, Staphylococcus aureus,  

    Moraxella cattharalis, Klebsiella pneumoniae, Pseudomonas aeruginosa

•  Fungal infection:   Pneumocystis carinii*, Penicillium marneffei, Cryptococcus neoformans,  

    Histoplasmosis, Coccidioidomycosis, Aspergillosis

•  Helminthic infection:   Strongyloides stercoralis, Paragonimus westermanii

* Pneumocystis carinii is now referred to by some as pneumocystis jiroveci. PCP is still used. 
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2.  Respiratory problems
a.  Bacterial pneumonia

• Common etiological agents:  Streptococcus pneumoniae 
• Clinical presentation:   Abrupt onset with fever, cough, production of purulent sputum, dyspnea and  

    pleuritic chest pain (exacerbated by breathing). Night sweats and chest  
    pain might also be presenting symptoms.

• Recommended diagnostics:   Chest x-ray, blood culture, FBC, Gram stain of sputum, sputum culture  
    and sensitivity (C&S)

• Common findings:    X-ray may show pneumonic consolidation, infiltrates or pleural effusions.  
    Leukocytosis blood cultures may be positive.

•  Management and treatment: 
 Cefotaxime 2 gm IV q6h 
 Ceftriaxone 2 gm/day IV 
 Amoxicillin 750 mg PO tid 
 Fluoroquinolone: 
  Levofloxacin 500 mg PO/IV qd;
  gatifloxacin 400 mg PO/IV qd;
  moxifloxacin 400 mg PO/day
 Where S. pneumonia is not resistant to penicillin, give 4 to 6 million units of procaine penicillin G in 2 to 

4 IM injections.
Alternative treatment: 
 Macrolide (azithromycin clarithromycin, erythromycin)
 Vancomycin

• Comments: Amoxicillin is the drug most likely to be used in resource-constrained countries
  Rates of resistance are increasing. Strains highly resistant to penicillin should be treated  

 with vancomycin or newer quinolones. Some quinolones might not be available in  
 some locations.

  If pneumonia fails to respond to standard antibiotics, consider other diseases, like tuberculosis.

b.  Pneumonia: Haemophilus influenzae
•  Common etiological agents H. influenzae

•  Clinical presentation:   Fever, cough, purulent sputum, dyspnea, bronchopneumonia
• Recommended diagnostics:  Chest x-ray, FBC, Gram stain of sputum
•  Common findings:  X-ray may show pneumonic consolidation, infiltrates or pleural effusions 
     Leukocytosis
     Blood cultures may be positive
•  Management and treatment:  Cefuroxime
     Alternative regimens: TMP-SMX, Cephalosporins (2nd and 3rd 
     generation) or fluoroquinolones
•  Comments:   H. influenzae vaccine not indicated in adults—most H. flu in patients
     with HIV is atypical
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c.  Pneumocystis carinii pneumonia (PCP) or pneumocystis jiroveci
•  Common etiological agent:  Pneumocystis carinii

•  Clinical presentation: Dry cough, progressive shortness of breath, fever and few chest signs. The 
patient becomes increasingly ill as disease slowly progresses, with fever, severe 
dyspnea, hypoxia and maybe confusion and delirium. Signs of pneumonitis 
develop on chest x-ray.

  Presentation is nonspecific and insidious.
•  Recommended diagnostics:  Induced sputum, broncho-alveolar lavage or biopsy
  When these investigations are unavailable, diagnosis depends on the clinical 

and chest x-ray findings
•  Common findings:  Definitive diagnosis rests in finding cysts in induced sputum, broncho-alveolar 

lavage or biopsy specimens. Whenever possible, make attempts to identify the 
organisms. 

  Chest x-ray shows bilateral diffuse lace-like interstitial infiltrates extending 
from the perihilar region. In some cases, the x-ray may be completely normal.

•  Management and treatment: 
 Treatment:  TMP-SMX 15 mg/kg/day (trimethoprim) PO or IV x 21 days + PO2 < 70 mm 

Hg or A-a gradient > 35 mm Hg: prednisone 40 mg bid x 5 days, then 40 mg/
day x 5 days, then 20 mg/day to completion of treatment.

 Alternative Treatments: •  TMP 15 mg/kg/day PO + dapsone 100 mg/day x 21 days
  •  Pentamidine 4 mg/kg/day IV x 21 days
  •  Clindamycin 600 mg IV q8h or 300-400 mg PO q6h + primaquine 15-30    
      mg base/day x 21 days
  •  Atovaquone 750 mg PO bid with meal x 21 days
•  Comments:  PCP is the most frequently identified serious OI in HIV disease
  Treatment is effective, but early recognition and treatment are important 

because of acute morbidity and mortality. More common in western countries.        

Case study: patient with respiratory symptoms
A 40-year-old businessman is complaining of fever, dry cough and shortness of breath since ten days. He was 
diagnosed with HIV infection eight years ago. He is married and has three children. His wife and children are 
healthy. The wife was tested for HIV infection three years ago and found to be HIV negative. He was success-
fully treated for pulmonary tuberculosis four years ago. One year ago he had a medical checkup in Europe. His 
CD4 lymphocyte count was found to be 80 x109/l and his viral load 100,000 copies/ml plasma. Cotrimoxazole 
and a triple combination therapy was prescribed: zidovudine + lamivudine + efavirenz. He started this treatment 
but stopped taking drugs three months later because of financial difficulties. His doctor gave him amoxicillin 
and erythromycin because of his cough, with no improvement. Because of severe shortness of breath, he is hos-
pitalized. His temperature is 37.8 °C. Lung auscultation is normal. A chest x-ray shows a bilateral interstitial 
shadowing (slide).

• What is the most likely diagnosis? 
• What further investigations would you perform? 
• What are this patient’s needs?
• What to offer?
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Case study (patient with respiratory symptoms)—Answers
Most likely diagnosis

This patient has a very low CD4 lymphocyte count and is therefore at risk for serious opportunistic infections. 
The symptoms and signs, his x-ray findings, and the fact that he stopped taking cotrimoxazole all indicate PCP. 
A reactivation of his TB or a reinfection with TB is possible, but less likely.

Investigations to perform

If a bronchoscopy can be performed, you should perform a broncho-alveolar lavage to confirm the diagnosis of 
PCP. You could also try to obtain expectorations by an induced sputum method. You should certainly also exam-
ine broncho-alveolar lavage fluid or sputum for acid fast bacilli. 

Patient’s needs – What to offer?

Medical care

This patient should be started on high doses of cotrimoxazole (trimethoprim 15 mg/kg/day + sulfamethoxazole 
75 mg/kg/day IV initially); later po for three weeks (in 3-4 divided doses), initially with corticosteroids and oxy-
gen, if available. After disappearance of the pulmonary symptoms, consider antiretroviral treatment. He certainly 
has to continue cotrimoxazole as maintenance treatment to avoid recurrent PCP.

Psychosocial support

This patient may panic because of his severe shortness of breath. He may be afraid of dying. You should explain 
that with adequate treatment his pulmonary infection can be cured and that he will be able to return home. You 
should tell his wife and children that his pulmonary infection is not contagious. 
 
Socioeconomic support

This patient’s family budget is probably too small to afford ART. You can, however, advise this family to use the 
family budget in an optimal way. For example, the medical checkup in Europe one year earlier was probably 
unnecessary and very expensive. Buying antiretrovirals in Europe is very expensive. Maybe there is an organiza-
tion in Africa that provides triple therapy at a much lower price. His wife is not currently working. Maybe she 
can try to find a job or some other family members could help to provide money for treatment. 
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SESSION 3    Tuberculosis: HIV-TB Interaction

PURPOSE

In this session, participants will learn about HIV and TB coinfection, including clinical presentation; recommended diag-
nostic tests and radiology; and common findings, management and treatment. 

OBJECTIVES: 

By the end of this session, participants will be able to:
1. Describe the interaction between HIV and TB and how it is manifested.
2. Describe the clinical presentation of TB and the most important signs and symptoms to look for.
3. List the recommended diagnostics and common findings.
4. Describe the treatment and management of HIV-positive patients with TB, including drug regimens and how to 

monitor during treatment.
5. Discuss treatment approaches and strategies, including directly observed treatment strategies (DOTS).
6. Discuss ART for individuals with TB coinfection.

TIME:  

1 hour and 15 minutes

PA R T  A :  M O D U L E  2
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1. Tuberculosis: HIV-TB interaction and coinfection
a. Overview:

• Most common cause of death in people with HIV worldwide
• HIV infection increases the likelihood that new infection with M. tuberculosis (due to immune suppression) 

will progress rapidly to TB disease.
• HIV is the most potent factor known to increase risk of progression from M. tuberculosis infection to dis-

ease.
• Among HIV-infected individuals, lifetime risk of developing active TB is 50 percent, compared to 5-10 per-

cent in persons who are not HIV-infected.
• In a person infected with HIV, the presence of other infections, including TB, allows HIV to multiply more 

quickly. This may result in more rapid progression of HIV infection.
• HIV-related TB can present typical or atypical clinical and/or radiological features. Atypical features are usu-

ally found in HIV-infected individuals with severe immunosuppression.
• Initial signs of TB disease may become apparent at any time during the evolution of HIV-infection.
• Can come well before other manifestations of HIV infection or after patient has become symptomatic
• May be pulmonary or extra-pulmonary

• Pulmonary TB is most common form—presentation depends on degree of immunosuppression: 
 With mild immunosuppression:

• Chest x-ray (CXR) typically shows upper lobe and or bilateral infiltrates, cavitation, pulmonary 
fibrosis, and shrinkage.

• Clinical picture often resembles post-primary pulmonary TB (PTB), and sputum smear is usually positive.
 In severely immunosuppressed patient, the features are atypical, resembling that of primary PTB:

• Sputum smear often negative
•  CXR shows interstitial infiltrates, especially in lower zones, with no features of cavitation and fibrosis.
•  CXR may look exactly like that in bacterial pneumonia.
• In the setting of an HIV epidemic, it is not possible to look at a CXR and say this is or is not TB.

• Disseminated and extrapulmonary TB is more common in advanced HIV infection because the immune sys-
tem is less able to prevent growth and local spread of M. tuberculosis.
• Unilateral or bilateral infiltrates in the lower lobes are seen more often than upper lesions and cavities.
• Most common forms are lymphadenitis, pleural effusion, pericarditis, miliary disease and meningitis.

2.  Clinical presentation
a.  Signs and symptoms
The most important symptoms are:

•  Cough lasting more than three weeks and not responding to usual antibiotic treatment
•  Production of purulent, sometimes blood stained sputum
•  Evening fevers
•  Night sweats
•  Weight loss

b.  What to ask in taking a history:
•  Always ask about history of contact with a chronically coughing person
•  Always ask a “new” patient if he or she has ever been treated for TB  
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3.  Diagnostic tests
a.  Microscopic examination of specimen of sputum that has been stained by the Ziehl-Neelsen (ZN) method

•  A PTB suspect should submit three sputum samples for microscopy:
Sample 1:  On first visit, the patient should provide an on-the-spot sputum sample.
Sample 2:  Give the patient a sputum container to take home for an early morning sample on the follow-

ing day (that is, on day two).
Sample 3:  On day two, when the patient brings in sample two, he or she provides another on-the-spot sample.

•  An inpatient can provide three early morning sputum samples.
•  False negative reports: A PTB suspect with three negative ZN sputum smears may not have TB at all, because 

the sample may be inadequate or there may have been faulty smear preparation or interpretation.

b.  Radiology
•  If TB is still suspected despite negative smears, you should do a chest x-ray. The classical pattern is upper 

lobe infiltrates with cavitation.
•  However, no chest x-ray is very typical of PTB patients with HIV infection. In severe immunosuppression, the 

appearance is often atypical, as described above.

4.  Treatment 
a.  HIV-infected patients should be treated according to national guidelines and in cooperation with local authori-

ties such as the District Medical Officer (DMO) and the District TB supervisor. Register patients so that there 
can be correct follow-up.

b.  Aims of treatment are to:
•  Cure the patient of TB
•  Prevent death from active TB or its late effects
•  Prevent TB relapse
•  Decrease TB transmission to others

c.  Drug regimens
•  Initial phase—first two-three months
 During the initial phase, there is rapid killing of TB bacilli.
 Three or more drugs are used in combination 
 Infectious patients become noninfectious within about two weeks, and symptoms usually improve.
•  Continuation phase—additional four-six months
 Fewer drugs are necessary (usually two), but for a longer time.
 These drugs eliminate the remaining bacilli.

d.  Monitoring during treatment
•  Bacterial monitoring is possible only for patients with smear positive PTB
•  Do sputum smear exam as follows:

•  At the time of diagnosis
•  At the end of initial phase
•  During the continuation phase—at the end of month five
•  On completion of treatment—month six or eight

• Using chest x-rays as a monitoring tool is unnecessary and wasteful.
e.  Treatment approaches and strategies

•  Directly observed treatment, short course (DOT)
It is hard to adhere to anti-TB treatment for 6-8 months or more.
It is also hard to predict which patient will adhere to self-administered treatment. 
One certain way to ensure patient adherence is through DOT, where a trained supervisor watches the patient 

PA R T  A :  M O D U L E  2
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swallow the drugs.
Basic principles of DOT:

• For patients who need admission, start DOT right away and have nursing staff supervise.
• For patients requiring no admission or for discharged patients, DOT may be supervised by staff of a 

nearby health facility, a trained community health worker or a trained family member.
•  Directly Observed Treatment Strategy (DOTS)
 DOTS is a strategy for TB control that aims to detect 70 percent of active TB cases and to successfully treat 

85 percent of them. The essential features of DOTS include:
•  Government commitment to sustained TB control activities
•  Case detection by sputum smear microscopy among symptomatic patients self-reporting to health services
•  Directly observed, standardized treatment regimen of six to eight months 
•  Efficient information systems for monitoring and reporting treatment outcomes
•  A regular, uninterrupted supply of all essential anti-TB drugs

 

Treatment 
Category

Table A2, 3.1: WHO-Recommended TB Treatment Regimen for Each Treatment Category

Continuation Phase

Note: Some authorities recommend seven-month continuation phase with daily isoniazid and rifampicin (7HR) for Category 1 patients with various forms of disease: TB men-
ingitis, military TB and spinal TB with neurological signs.

Examples: 

a. 2 HRZE / 6 HE: This is a common regimen. The initial phase is 2 HRZE. The duration of the phase is two months. Drug treatment is daily (no subscript number, e.g., 3, after 
the letters), with isoniazid (H), rifampicin (R), pyrazinamide (Z) and ethambutol (E). Alternatively, streptomycin (S), isoniazid (H), rifampicin (R) and pyrazinamide (Z).

 The continuation phase is 6 HE. The duration of the phase is six months. Drug treatment is daily, with isoniazid (H) and ethambutol (E).

b. 4 H3R3: In some countries, resources are available to provide rifampicin in the continuation phase as well as in the initial phase.

 The initial phase is 2 H3R3Z3E3. The duration of the phase is two months. Drug treatment is three times per week (subscript number 3 after the letters). The continuation 
phase is 4 H3R3. The duration is four months, with izoniazid and rifampicin three times per week (subscript number 3 after the letters). 

 WHO 1997.

Initial Phase 
(Daily or 3 times/wk)

Patients

6 HE

4 HR

4 H3R3b       

2 EHRZ (SHRZ) a

2 EHRZ (SHRZ)

2 EHRZ (SHRZ) 

New smear-positive PTB; new smear-negative PTB 
with extensive parenchymal involvement; new 
cases of severe forms of extra-pulmonary TB

I

Alternative TB Treatment Regimens

5 H3R3E3 

5 HRE

2 SHRZE/1 HRZE

2 SHRZE/1 HRZE 

Previously treated smear-positive PTB:

 relapse 

 treatment failure 

 treatment after interruption

II

6 HE

4 HR

4 H3R3

2 HRZ

2 HRZ

2 HRZ

New smear-negative PTB (other than category I); 
new, less-severe forms of extra-pulmonary TB

III

NOT APPLICABLE: refer to WHO guidelines for use of second-line drugs in spe-
cialized centers

Chronic case (still sputum positive after super-
vised re-treatment)

IV
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5. Antiretroviral therapy for individuals with tuberculosis coinfection
a.  WHO recommendations for ARV therapy

•  WHO recommends that people with TB/HIV complete their TB therapy before beginning ARV treatment, 
unless there is high risk of HIV disease progression and death during the period of TB treatment (for exam-
ple, a CD4 count <200/mm3 or the presence of disseminated TB).

•  In cases where a person needs TB and HIV treatment concurrently, first line treatment options include ZDV/
3TC or d4T/3TC plus either an NNRTI or ABC. (Note: Subsequent research does not support this regimen. 
According to current research, the option of 2 NRTIs and a ritonavir-enhanced PI or nelfinavir should not be 
used as a first choice. Such a regimen should only be used if a NNRTI regimen is not indicated, for example, 
in the case of an HIV-2 infection or if a patient presents with side effects to EFV or NVP.)

•  If an NNRTI-based regimen is used, EFZ would be the preferred drug, as its potential to aggravate hepato-
toxicity of TB treatment appears less than with NVP. However, you need to increase to 800mg/day. In patients 
who weigh less than 50kg, 800mg might be too much to tolerate, and the dose need not be increased.

•  Except for SQV/r, PIs are not recommended during TB treatment with rifampicin because of interactions with 
the latter drug.

CD4 cell count Recommended regimen

a. Timing of ART initiation should be based on clinical judgement in relation to other signs of immunodeficiency (Table A).  For extra-
pulmonary TB, ART should be started as soon as TB treatment is tolerated, irrespective of CD4 cell count.

b. Alternatives to the EFV portion of the regimen include:  SQV/RTV (400/400 mg bid), SQV/r (1600/200 mg qd in sgc), LPV/RTV 
(400/400 mg bid) and ABC.

c. NPV (200 mg qd for two weeks followed by 200 mg bid) may be used in place of EFV in absence of other options.  NVP-containing 
regimens include: d4T/3TC/NVP or ZDV/3TC/NVP.

d. EFV-containing regimens include d4T/3TC/EPV and ZDV/3TC/EPV.

e. Unless non-TB Stage IV conditions are present (Table A). Otherwise start ART upon completion of TB treatment.

f. If no other signs of immunodeficiency are present and patient is improving on TB treatment, ART should be started upon comple-
tion of TB treatment.

WHO 2003

Table A2, 3.2: Antiretroviral Therapy for Individuals with  

Tuberculosis Coinfection

Comments

CD4 < 200 mm3

CD4 200-350mm3

CD4 > 350mm3

CD4 not available

EFV-containing regimens b, c, d.

Start TB treatment. Start ART as soon  
as TB treatment is tolerated (between 2 
weeks and 2 months)a.

Start TB treatment.  Start one of the  
regimens below after the initiation 
phase (start earlier if severely  
compromise).

EFV-containing regimens b or NVP- 
containing regimens in case of rifampi-
cin-free continuation phase TB  
treatment regimen.

Start TB treatment.

Start TB treatment.

Antiretroviral Therapy for Individuals with Tuberculosis Coinfection

Recommend ART.  EFV is contraindi-
cated in pregnant women or women 
of childbearing potential without 
effective contraception.

Consider ART.

Defer ARTe

Consider ART a, f
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6. TB Prevention 
a.  Evidence shows that TB preventive therapy among HIV-infected people is effective.
b.  Can be given to those people with HIV who have been screened to exclude active TB, who are PPD positive 

(Mantoux test ≥5mm), who have not been BCG vaccinated and who have a high TB risk 
c.  In a setting where doing a PPD skin test is not practical, consider TB prophylaxis for the following individuals, 

if they are HIV-infected:
•  Individuals living in population with high prevalence for TB infection (>30 percent)
•  Health care workers
•  Household contacts of TB patients
•  Prisoners
•  Miners
•  Other selected groups at high risk for acquisition or transmission of TB

7.  Prophylaxis: See Part A, Module 2, Session 10.
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SESSION 4      Conditions of the Neurological System

PURPOSE 

In this session, participants will learn about neurological disorders related to HIV, including common etiological agents, 
clinical presentation, recommended diagnostics and common findings, management and treatment. This session will also 
cover the clinical features, management, and treatment of AIDS dementia complex, painful sensory and motor neuropa-
thies, PML, primary CNS lymphoma and neurosyphilis.

OBJECTIVES: 

By the end of this session, participants will be able to:
1. Describe the various etiological agents that cause neurological disorders.
2. Give key points when taking a history.
3. Describe the clinical presentation of each disorder.
4. List the recommended diagnostics and common findings for each disorder.
5. Discuss the treatment and management of neurological disorders.
6. Discuss preventive measures.
7. Make a differential diagnosis using a case study approach.

TIME:  

2 hours

PA R T  A :  M O D U L E  2
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1.  Introduction
a.  Overview 

•  Reported incidence of neurological abnormalities on clinical examination varies greatly, from 16 percemt to 
72 percent among hospitalized patients.

•  A wide range of neurological manifestations is reported: cognitive defects, focal deficits such as hemiplegia 
and acute peripheral facial palsy, painful feet syndrome, encephalopathy and so on

•  Some of these manifestations are caused directly by HIV itself; others result from OIs caused by different 
pathogens or drugs.

b.  The differential diagnosis of OIs involving the brain includes the following pathogens:
• Protozoal infection:  Toxoplasmosis gondii 

• Mycobacterial infection:  M. tuberculosis

• Fungal infection:   Cryptococcus neoformans, Candida species (rare)

• Viral infection:   Cytomegalovirus, Herpes simplex virus, Varicella zoster virus, JC virus (PML)

 You will find a case study included at the end of this session. We recommend that participants use algorithms from 
Appendix A as they work on it.
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