


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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