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Human immunodeficiency virus (HIV) infection is a chronic disorder that may span many years. Like
other infectious diseases of long duration, HIV/AIDS requires ongoing clinical management and moni-
toring. For this reason, clinicians must emphasize and adhere to preventive health and long-term
health maintenance regimens with all HIV-infected patients. 

I. Role of the HIV Primary Care Provider
RECOMMENDATIONS:

The primary care provider, who should be experienced in AIDS medicine (see HIV
Specialist Policy), should provide general care for his or her HIV-infected patients and
should be strategically involved in all decisions regarding diagnostic and therapeutic
plans.

The experienced HIV/AIDS clinician should be able to integrate information from a
patient's history and clinical condition, use the laboratory to support or exclude clinical
impressions, and proceed to recommend a course of therapy most likely to achieve the
desired outcomes.

The clinician should develop a contextual reference for certain abnormal laboratory stud-
ies (e.g., a moderate normocytic anemia) and avoid unnecessary and costly workups.

The primary care provider plays an important role in the care process of the HIV-infected patient.
This clinician should help the patient navigate the difficult months following discovery that he or
she is HIV seropositive, and is further called upon to add perspective to the many choices emerg-
ing in treating HIV infection and AIDS. This task is rendered particularly difficult when the patient
feels angry, embarrassed, or disfranchised by the diagnosis. The clinician should seek his or her
own style in nurturing the patient's trust and respect. Clinicians who are able to establish a mean-
ingful professional relationship with their HIV-infected patients often exhibit the following charac-
teristics: an ability to listen without being judgmental; a willingness to explore new avenues of
information that their patients or their families may provide; and the ability to be pragmatic and
truthful while helping the patient maintain a sense of optimism and empowerment.

II. The First Encounter: History and Physical Examination

RECOMMENDATION:
The primary care provider should collect and review previous records of care and therapy
from the patient's prior health care team in order to prescribe the most effective treatment
plan. 

The physical examination provides a mechanism by which the clinician can document objective
changes in the patient's condition over time. This becomes an invaluable tool in assessing the
activity of the underlying retroviral infection, as well as in discovering associated opportunistic
infections or neoplasms. 

The initial clinical encounter provides the opportunity to establish a comprehensive baseline
against which that patient's disease progression can be measured. It also focuses the clinician on
those premorbid conditions that may eventually resurface as opportunistic infections. The HIV-
infected patient may present to the clinician at any time during his or her illness. Taking the clinical
history of HIV/AIDS patients is no different from taking the history of others. The principal features
are: 

GENERAL APPROACH TO THE

HIV-INFECTED PATIENT



• Chief complaint
• History of present illness
• Past medical and surgical history
• Allergies
• Review of systems
• Family history
• Social history (including tobacco, drug, and alcohol use; sexual activity and preferences; pets; 

and travel history)
• Current medications
• Gynecological, obstetrical, and contraceptive history
• Vaccination history (pneumococcal vaccine, tetanus toxoid, influenza)
• PPD history

The taking of the history should help the clinician document the salient clinical events in the
course of the disease. It also begins to sharpen the clinician's understanding about the rate of
progression of that patient's HIV disease, the comorbid conditions that may affect the clinical
course, and the prior antiretroviral drug treatments and their impact. This knowledge may help
in assessing the most effective available therapies. In formulating the history, the clinician should
address several issues:

A. Duration of Patient Infection

RECOMMENDATION:

If it is reasonably certain that the patient is in acute retroviral seroconversion, the
clinician should use this information to begin designing therapies, making prognos-
tic assessments, and interpreting the significance of immunologic laboratory studies.
If the patient has clinical symptoms consistent with primary HIV infection, then anti-
retroviral therapy should be initiated immediately.

B. Prior Conditions That May Resurface As Opportunistic or Comorbid Diseases

Infections caused by intracellular pathogens, or by viruses capable of incorporating their
genome into host cell DNA, have the capacity to recrudesce and cause life-threatening infec-
tions in the severely immunosuppressed patient. Careful history can identify patients who
may have had recurrent bacterial infections (pneumococcal, staphylococcal, Salmonella,
Treponema pallidum), Mycobacterium tuberculosis, viral infections (herpes simplex, varicel-
la-zoster, cytomegalovirus [CMV], human papillomavirus, hepatitis B and C), and endemic
fungi (histoplasmosis, coccidioidomycosis).

C. HIV-associated Symptoms 

RECOMMENDATION:

The history should focus on those symptoms that are more commonly associated with
HIV infection and are presumably linked to the virus and/or the immune response.

Symptomatic HIV infection has a statistically increased rate of progression to AIDS and
death. In the review of systems, constitutional symptoms (fevers, night sweats, weight loss,
history of waxing and waning lymphadenopathy, asthenia) are most commonly encountered.
Organ system symptoms (e.g., chronic diarrhea, headaches) require evaluation to exclude
causes other than HIV.

D. Assessment of Patient's Knowledge of HIV Disease 

RECOMMENDATION:

The clinician should evaluate the patient's level of knowledge and motivation regard-
ing his or her illness at the earliest juncture. Successful management of HIV/AIDS
requires a team approach between patient and clinician. It is the clinician's responsi-
bility to provide education and counseling (either directly or through a team of
providers) that is matched to the patient's knowledge level. 
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E. Rationales for the Patient's Current and New Therapies 

RECOMMENDATION:

For a patient previously under another clinician's care, the current clinician should
attempt to document the current therapies, the reasons for these therapies, and to
assess the patient's level of adherence. 

Many conditions associated with HIV infection require ongoing prophylactic or maintenance
treatment. This "additive" approach to pharmacological management often results in
patients taking large numbers of antimicrobial and antiviral agents. Because previous med-
ication regimens strongly influence choice for future regimens, it is important to revisit the
rationale and continued need for these therapies, as well as the potential interactions
between drugs, at each clinical visit.

F. Physical Examination 

RECOMMENDATION:

The physical examination should be thorough and well documented, and the clini-
cian should follow a set routine when performing the exam (e.g., recording of body
weight and vital signs, followed by a head-to-toe search for abnormal signs) to ensure
that even subtle findings will be detected. The vital signs record should include tem-
perature, since many patients with chronic low-grade elevations are unaware of their
fever. An intensified examination of certain systems is especially useful in HIV dis-
ease and should include: 

• Inspection of head, ears, eyes, nose, and throat in search of oral mucosal lesions, can-
didiasis, hairy leukoplakia, gingival or dental disease, and abnormal lymphoid structures.

• Fundoscopic examination.

• Complete skin examination, including the rectum, genitalia, perineum, and the inter-
digital regions of the feet. Lesions of known Kaposi's sarcoma should be quantified and
index lesions should be measured so that activity can be followed and changes moni-
tored. Exanthems common in HIV-infected patients, such as seborrheic dermatitis,
eosinophilic pustular folliculitis, or psoriasiform dermatitis, should be documented.
Viral lesions of condyloma acuminatum, common warts, or molluscum contagiosum
may parallel their activity with that of the HIV infection. Therefore, it is good practice
to attempt to devise a semiquantitative method of following these conditions.

• The lymphatic system is often a target organ of HIV infection. Whereas general shotty
adenopathy is common, asymmetric nodes greater than 2 centimeters in diameter need
to be described fully in the physical examination record with regard to pain, texture,
and adherence to adjacent structures.

• The abdominal inspection should carefully define the presence of organomegaly, masses,
tenderness, or the presence of ascites.

• Examination of the nervous system should be especially thorough on the initial examination
because of the frequency with which neurologic disease is associated with HIV infection. The
clinician should be alert to and record cognitive or other dementia-associated findings.

• Examination of the female patient requires a careful pelvic examination. The patient
should have a properly performed Papanicolaou (Pap) smear to screen for dysplasia or
invasive carcinoma.

III. Baseline Laboratory Studies
RECOMMENDATION:

The clinician should strive to obtain baseline laboratory studies during the patient's first
visit. The studies ordered should include a complete blood cell count (CBC) with differen-
tial and platelets, a chemistry panel, serum amylase, and urinalysis. 
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These studies serve to assess routine physiologic parameters such as renal, hematopoietic and
hepatic function, and the state of nutrition. They also serve to check for the presence of any
drug-associated toxicity. 

RECOMMENDATION:

Baseline chest X-rays are strongly recommended in patients with HIV/AIDS. The X-rays
then can be used for comparison to document disease progression.

The initial patient visit is also a good time to perform certain laboratory studies directed at the
detection of prior infections caused by pathogens that may remain a threat in patients with
depressed cell-mediated immunity. These include, but are not limited to Toxoplasma gondii,
hepatitis B and C, Mycobacterium tuberculosis, and Treponema pallidum (see Table I).

A. Testing 

RECOMMENDATIONS:

If the positive HIV antibody test reported by a patient is associated with a depressed
CD4 cell count and ratio of CD4 to CD8, or a positive assay for HIV-1 RNA (polymerase
chain reaction [PCR]), the patient should be informed that no other HIV serology is
needed to establish the diagnosis of HIV infection. In cases of indeterminate HIV anti-
body assays, or when there are no confirmatory clinical or laboratory data, a second
HIV antibody assay (ELISA with Western blot confirmation) is indicated. Routine confir-
matory HIV serologic testing is usually not required as part of a baseline workup.

CD4 counts have been the cornerstone in tracking HIV disease activity since the earliest
descriptions of the syndrome. Because of variations in results between laboratories, it is
preferable to send the serial CD4 counts to the same reference laboratory. 

Access  to bDNA viral load tests is clinically necessary for determining timely and
appropriate treatment of certain populations (e.g., West Africans with non-subtype B
strains of virus).

Quantitative measurement of plasma HIV-1 viral copies have been commercially available since
1996. These tests are generally reproducible and sensitive but are still relatively expensive. It
has been established that most patients infected with HIV usually reach a "viral set-point" by 6
months following seroconversion. The level of HIV-1 as measured by these studies tends to
correlate with the rate of progression to clinical endpoints including AIDS or death.
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Table I

PATHOGEN BASELINE LABORATORY STUDY

Toxoplasma gondii Anti-toxoplasma IgG antibody

Hepatitis B Hepatitis B surface antigen

Hepatitis B surface and core antibody

DNA polymerase chain assay (for patients with known 
chronic, active Hepatitis B)

Hepatitis C Hepatitis C antibody (ELISA, RIBA)

Treponema pallidum VDRL/RPR with confirmatory testing

M. tuberculosis PPD

Baseline chest X-ray strongly suggested

Neisseria gonorrhoeae Culture on selective media or
(symptomatic males, all females) DNA probe

Chlamydia trachomatis DNA probe
(symptomatic males, all females)
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B. Patient Interpretation of Tests 

RECOMMENDATIONS:

The clinician should review the test results with the patient directly.

Patients may overinterpret any changes from baseline measurements. A change in the viral
load or the CD4 count can be put into proper perspective for the patient, helping to avoid
or mitigate undue anxiety.

IV. Exit Discussion

RECOMMENDATION:

Patient education is an ongoing process which should include education about secondary
prevention for the patients as well as discussion of partner, including spousal, notification.

Information should be provided regarding the need to adhere to medication regimens.

The clinician should have access to information regarding community-based services in
his or her area.

Patient education is an ongoing process. It is important to allow adequate time for discussion at
the end of each clinical visit. This allows the patient to organize and ask questions after being
examined. The exit discussion provides the clinician with an opportunity to prioritize the salient
features of the history and physical examination and to outline a diagnostic or treatment plan.
This is also a good time to explore the patient's needs for ancillary services, such as social ser-
vices, psychological support, food delivery or preparation or other community-based services,
"buddy programs," legal services and financial advice. 

A. Assessing Psychological State 

RECOMMENDATION:

The primary care provider should master the skill of assessing the psychological
state of the patient. 

HIV infection frequently is attended by expression of premorbid personality disorders,
depression, and, occasionally, psychotic states. The suicide rate for patients with HIV/AIDS
exceeds that of patients with terminal cancer. The clinician should be able to anticipate the
need for psychological counseling, or even psychopharmacological therapy, long before a
crisis occurs. 

B. Experimental drugs 

RECOMMENDATIONS:

The clinician should be able to educate his or her patient regarding the benefits and
potential limitations of becoming a study subject, and to help the patient make a
decision when indicated. The clinician should thus have a thorough knowledge of
research studies to which the patient could be referred.

The clinician should educate the patient regarding the format and research goals of
an experimental drug study and how this may affect a patient's particular clinical sit-
uation. In general, since HIV study centers do not render primary care, the patient
should understand that regular monitoring by his or her physician is still necessary.

C. Non-traditional Therapies 

RECOMMENDATION:

The primary care provider should be willing to discuss non-traditional therapies in
the context of the recommended clinical care plan. A willingness to discuss such
treatments will encourage the patient to divulge any alternative or adjunctive thera-
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pies that he or she is using and therefore reduce the risk of confounding the tradi-
tional treatment strategy, and enable the provider to assess drug interactions should
they occur. 

Many patients explore non-traditional therapies as either adjunctive or alternative treatments
for their HIV infection. These non-traditional therapies include, among others, dietary (e.g.,
macrobiotic, vegetarian), herbal, or "megavitamin" regimens and acupuncture/accupressure.

V. Routine Follow-Up Visit
The routine follow-up visit is timed according to the patient's clinical situation and treatment
program. 

A. Patients receiving antiretroviral therapy 

RECOMMENDATION:

Patients newly placed on antiretroviral therapy should initially be seen within 2
weeks and then every 2 to 6 weeks, whereas patients stable on established therapies
may be seen every 6 to 12 weeks.

The focus during these visits should be to assess whether there has been any disease pro-
gression, look for signs or symptoms of drug-therapy toxicity, and document quality-of-life
parameters by which to measure the effect of the treatment program. The visit should also
be used by the clinician to determine the level of patient adherence with the antiretroviral
therapies. Routine laboratory studies are indicated to assess possible drug-related side
effects. In a clinically stable patient, CD4 lymphocyte studies and quantitative HIV-1 studies
should be performed on every other visit (every 12 to 16 weeks).

B. Patients not receiving antiretroviral therapy 

RECOMMENDATION:

Patients who are HIV positive with early asymptomatic disease (e.g. CD4 > 500/mm3)
who decline antiretroviral therapy should be seen every 3 to 4 months.

C. Psychosocial role of follow-up visits 

RECOMMENDATION:

The clinician should have a thorough knowledge and understanding of the expand-
ing body of information and be able to put it into terms that are understandable and
meaningful to the patient.

The routine follow-up visit provides the primary care provider and patient with a forum to
discuss new developments in the areas of treatment and diagnosis. When the clinician dis-
cusses new developments that could eventually translate into therapies, the patient can
begin to think in terms of long-term disease management. This serves to empower the
patient and helps to improve compliance and quality of life. The rapidly evolving science of
AIDS medicine can, however, seem overwhelming at times to the patient.

VI. Specialty Care

RECOMMENDATION:

While the proper care of the HIV-infected patient requires the expertise of health care
professionals other than the primary care provider, the primary care provider should
remain the central repository for all information and laboratory data that are obtained by
the ancillary care providers. 

This ensures that any required therapies are compatible with existing treatments and that any fol-
low-up evaluations are ordered in a timely fashion. The following specialists should be seen by
HIV-infected patients: 
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• Gynecologist: Females should receive a gynecological evaluation every 6 to 12 months,
including a Pap smear to rule out cytologic atypia or intraepithelial carcinoma caused
by human papillomavirus infection. An evaluation should be made every 6 months if
there is a questionable Pap smear. Providers unable to perform these tests in their own
practice should refer the patient to a clinician outside their practice.

• Dentist: Patients with CD4 counts greater than 200/mm3 should be seen at least annu-
ally, and those with lower CD4 counts should be seen with greater frequency.

Oral health care is important because of the high incidence of gingival and dental disease seen
in patients infected with HIV. 

• Ophthalmologist: Patients with severely depressed immune function (CD4 <100/mm3)
should be evaluated by an ophthalmologist annually. Evaluation should include a dilated
fundoscopic examination and a reading test to measure change in vision acuity. Patients
should be educated to report possible ophthalmologic conditions. This will facilitate
early recognition of any problems.

VII. An Unscheduled, Urgent Visit

RECOMMENDATION:

The primary care provider should be available to interpret new symptoms that may rep-
resent serious opportunistic infections or drug therapy complications. Many of the
opportunistic infections have symptoms that constitute one of several syndromes: fever
of unknown origin or gastrointestinal, neurologic, and respiratory disorder (see Table II).

Through pattern recognition, the clinician may quickly develop a working diagnosis and direct
an outpatient worker to confirm his or her clinical impression. The first decision point that
needs to be addressed at an urgent visit is whether the patient requires emergency hospitaliza-
tion (see section VIII). 

RECOMMENDATIONS:

The clinician should recognize that it is the heightened expectation and the reduced
threshold for action on the part of AIDS-experienced primary care providers that trans-
late into improved clinical outcomes for their patients with acute illness.

If the clinical condition allows an outpatient evaluation, a careful history should be
taken and a thorough examination performed. The history should document the dura-
tion of symptoms and the acuity of onset. It should also quantitatively describe the
degree of symptom severity (e.g., maximum temperature, blocks walked before dysp-
nea, number or volume of stools) and the rate of progression of these symptoms

The probability of an HIV-associated opportunistic infection can be judged by referring to the
patient's lowest CD4 cell counts and by reviewing the history of prophylaxis therapies and patient
adherence. Most true opportunistic infections do not occur until the CD4 count drops below
200/mm3. Patients with HIV/AIDS, like other patients, are susceptible to any of the community-
acquired infectious diseases that are commonly seen in general practice. HIV-associated immuno-
suppression may allow these pathogens to be more virulent. For example, Streptococcus pneumo-
niae typically causes a multilobar pneumonia with bacteremia in patients with AIDS. Conversely,
patients with AIDS may have a markedly reduced inflammatory response, and hence, symptoms of
infections may occur late. Patients with cryptococcal meningitis may show modest signs and symp-
toms despite a huge fungal burden in the cerebral spinal fluid. Similarly, patients with HIV/AIDS
who present with an acute appendicitis may have few abdominal signs, and because of late diag-
nosis, at surgery have a higher likelihood of appendiceal perforation (see Table II).



RECOMMENDATIONS:

Empiric therapy is often appropriate while the workup is in progress. It is important to
obtain any laboratory data that may be altered by empiric therapy prior to initiation of
that therapy. This could include: microbiologic studies (e.g., blood and other fluid cul-
tures, stool studies, lumbar puncture), radiographic tests, serologic determinations, and
tissue biopsies.
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Table II. Current Treatment Guidelines

Syndrome Symptom Initial Diagnostic Possible Diagnosis
Subset Workup

Fever of Unexplained. CBC with differential and M. tuberculosis, M. avium
unknown origin fever >101ºF platelets, chemistry panels, complex, salmonellosis,

for > 1 week blood cultures, AFB blood cryptococcosis, lymphoma
cultures, U/A and urine C/S, 
serum cryptococcal antigen, 
chest X-ray

Gastro- Small bowel Stool studies: ova and para- Cryptosporidiosis, isosporiasis,
intestinal diarrhea (large sites,  enteric pathogens, microsporidiosis, giardiasis,
disorder volume cryptosporidium Micro- MAC enteritis, Salmonella

diarrhea) sporidia, C. difficile toxin,
Giardia antigen and EGD 
with small bowel biopsy if 
non-diagnostic 

Colitic diarrhea Same stool studies, and CMV colitis, C. difficile,
consider colonoscopy if cryptosporidiosis, bacterial
nondiagnostic colitis

Pain Chemistry panels, serum Pancreatitis, appendicitis,
lipase and amylase; CT scan cholecystitis, CMV, viscus
of abdomen and pelvis perforation, PID and renal

calculus

Neurologic Focal CT/MRI scan; LP if no Toxoplasmosis, primary central
disorder lesions found nervous system lymphoma,

brain abscess

Generalized CT/MRI scan, blood and HIV dementia, PML, CMV,
urine drug screen drug overdose or toxicity

Meningeal, Lumbar puncture after Cryptococcosis, bacterial or
febrile CT/MRI scan serum crypto- mycobacterial meningitis

coccal antigen

Respiratory Dyspnea, Chest X-ray, sputum stains, P. carinii pneumonia, bacterial
disorder febrile and routine blood cultures pneumonia, TB

Dyspnea, Chest X-ray, CBC, chemistry Congestive heart failure/cardio-
afebrile panels myopathy, severe anemia,

metabolic acidosis



Empiric therapy should be directed at a specific working diagnosis. Treatment goals (e.g.,
days to defervescence, reduction of symptoms, reduction of radiographic signs) should
be defined at the outset of therapy and discussed with the patient so that a change in
diagnostic or therapeutic modalities may be considered in a timely manner. 

The clinician should arrange to see the patient at frequent enough intervals to assess the
response to therapy.

VIII. Emergency Hospitalization

RECOMMENDATION:

The primary care provider should assemble the health care team that will be responsible
for treating the acutely ill patient. In addition to disseminating the patient's history, clin-
ical course, and medication usage, the primary care provider should incorporate the
patient's previously executed advance directives (e.g., living will, “do not resuscitate”
orders, and health care proxy) into the treatment plan. 

Critical acute illness may necessitate urgent hospitalization for patients with HIV/AIDS. Early
recognition that a life-threatening condition has developed is the first step in achieving a suc-
cessful clinical outcome.

IX. Preventing Clinician Burnout

RECOMMENDATIONS:

Clinicians who successfully manage large numbers of HIV-infected persons in their prac-
tices often need to develop networks of other health care service providers interested in
this specialty. Informal discussion groups among those clinicians may represent a helpful
support system capable of easing some of the emotional stress.

Adequate office support personnel is needed to maintain an orderly and efficient health
care delivery system.

The care of patients with HIV/AIDS can be physically and emotionally demanding. Beyond the
intensity of illness and the difficulty in dealing with young, terminally ill patients, many demands
are placed upon the AIDS clinician. Endless forms for disability claims, viatical settlements, com-
passionate drug protocols, and letters to insurers advocating on behalf of the patient can tax an
already busy clinician. 

By combining the challenges of treating a new and evolving illness with the academic rewards of
increasing knowledge in areas such as infectious diseases, immunology, and oncology, the clini-
cian can usually look past the day-to-day demands of AIDS practice and toward the future. Often,
today's experiences will yield tomorrow's therapies for AIDS and many other conditions.
Additionally, the gratitude of patients who feel their doctor is helping them "fight the good fight"
is often an effective antidote for clinician burnout.
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