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Congestive Heart Failure
In addition to ischemic cardiomyopathy, persons with HIV may
develop congestive heart failure due to an HIV-associated dilated
cardiomyopathy and infectious myocarditis.

Gastrointestinal Diseases
HIV affects the gastrointestinal tract early in infection, with profound depletion of memory CD4 T cells in gut-associated lymphoid tissue within the first few weeks of infection. However,
symptomatic disease of the gut is unusual in the early stage of
infection.
With advanced immunodeficiency (CD4 count <50 cells/
mm3), gastrointestinal disease manifesting as dysphagia, diarrhea, or colitis is common. Each process may contribute to inadequate nutrition, compounding the weight loss associated with
advanced HIV disease. Nausea and vomiting are often related to
medications. If symptoms of nausea and vomiting do not respond
to empirical therapy with histamine-2 (H2) antagonists or antiemetics, more extensive gastrointestinal evaluation is indicated.
For a deeper discussion of these topics, please see Chapter
390, “Gastrointestinal Manifestations of HIV and AIDS,” in
Goldman-Cecil Medicine, 25th Edition.
Diarrhea
Diarrhea occurs, at least intermittently, in many persons with
advanced immunodeficiency and may be caused by a variety of
microorganisms (Table 101-7) as well as by certain antiretroviral
and other medications. In many instances, no clear cause is
found. Stool specimens should be cultured for the common bacterial pathogens. Salmonella, Campylobacter, and Yersinia species
are frequent causes; the diarrhea usually responds to standard
antimicrobial therapy. Patients may also have recurrent episodes
of diarrhea associated with Clostridium difficile toxin; this probably reflects the frequent use of broad-spectrum antibiotics.
In cases of persistent diarrhea, a fresh stool specimen should
be examined for parasites, using a modified acid-fast stain for
Cryptosporidium parvum, microsporidia, and Isospora belli, the
most common enteric protozoal infections in AIDS patients.
Microsporidial infection may require biopsy with electron
microscopy for diagnosis. Although cryptosporidiosis can be
self-limited, massive diarrhea (up to 10 L/day) may occur.

Isosporiasis responds to oral TMP-SMX, and several microsporidial species respond to albendazole. Symptoms of both cryptosporidiosis and isosporiasis resolve with effective ART.
If stool diagnostic studies are negative and diarrhea persists,
patients should undergo endoscopy (see Chapter 34). Biopsy of
the duodenum or small bowel may show histologic evidence of
cryptosporidial, microsporidial, MAI, or CMV infection. Biopsy
of the colon may be indicate HSV proctitis, CMV colitis, or MAI
infection. For patients with refractory diarrhea, symptomatic
treatment may improve the quality of life.
Hepatitis
Abnormalities on liver function testing are common in HIV
disease and often are nonspecific. Elevations of serum alanine
aminotransferase and aspartate aminotransferase often represent
chronic active hepatitis B or C but may reflect hepatic inflammation caused by medications, including TMP-SMX and antiretroviral agents. Alcohol use is highly prevalent among persons with
HIV and may contribute, as can use of other drugs such as
MDMA (“ecstasy”).
Marked elevations in serum alkaline phosphatase levels may
reflect infiltrative disease of the liver (e.g., MAI, CMV, tuberculosis, tumor) but also may occur in patients with acalculous cholecystitis, cryptosporidiosis, or AIDS-associated sclerosing
cholangitis. Syphilitic hepatitis has been well described and may
be characterized by a more pronounced elevation in alkaline
phosphatase.
Viral hepatitis, particularly hepatitis C, is an important cause
of morbidity and mortality among persons with HIV. More than
80% of persons with HIV who have a history of injection drug
use are co-infected with hepatitis C, and the risk of progression
to end-stage liver disease is greater for those with HIV hepatitis
C co-infection. Occult hepatitis infections (antibody negative
but with detectable RNA or DNA) have been described for both
hepatitis B and hepatitis C, particularly in the context of advanced
immunodeficiency. The response to hepatitis C therapy has historically been significantly worse for those co-infected with HIV,
but this may be less true with the new generation of direct-acting
agents for treatment of hepatitis C.

Genital Diseases
Primary and secondary syphilis remains a concern among
persons with HIV, particularly MSM. Early neurologic

TABLE 101-7 AIDS-ASSOCIATED DIARRHEA: DIFFERENTIAL DIAGNOSIS AND TREATMENT
CAUSE
Cryptosporidium parvum

CHARACTERISTICS

Microsporidia

Variable from high-frequency to
large-volume diarrhea
Abdominal pain, fever common
Small bowel movements with blood or
mucus (colitis)
Abdominal pain, fever, retroperitoneal
lymphadenopathy
Sometimes with blood or mucus in
bowel movements (colitis)
Watery diarrhea

Isospora belli

Watery diarrhea

Clostridium difficile
Cytomegalovirus
Mycobacterium avium-intracellulare
Salmonella or Campylobacter

ART, Antiretroviral therapy; TMP-SMX, trimethoprim-sulfamethoxazole.

DIAGNOSIS

TREATMENT

Acid-fast stain of stool

Nitazoxanide ART

C. difficile toxin in stool or endoscopy
Colonoscopy and biopsy

Metronidazole or vancomycin
Ganciclovir

Blood culture or endoscopy with
biopsy
Stool culture

Multidrug regimen including
clarithromycin, ethambutol
Fluoroquinolone (check sensitivities)

Calcofluor white or trichrome staining
of stool; electron microscopy of
biopsy material
Acid-fast stain of stool

Albendazole, ART
TMP-SMX

