1272 neck cancers. In one study of men who have sex with men, 25% were

found to have oral HPV; high-risk HPV genotypes were three times
more common in the HIV-infected men. The most common HPV
genotypes in the general population and the genotypes upon which
current HPV vaccines are based are 6, 11, 16, and 18. This is not the
case in the HIV-infected population, where other genotypes such as
58 and 53 also are prominent. This raises concerns about the level of
effectiveness of the current HPV vaccines for HIV-infected patients.
Despite this, it is recommended that patients with HIV infection be
vaccinated against HPV.

IDIOPATHIC CD4+ T LYMPHOCYTOPENIA
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A syndrome was recognized in 1992 characterized by an absolute
CD4+ T cell count of <300/μL or <20% of total T cells on a minimum of two occasions at least 6 weeks apart; no evidence of HIV-1,
HIV-2, HTLV-1, or HTLV-2 on testing; and the absence of any
defined immunodeficiency or therapy associated with decreased levels of CD4+ T cells. By mid-1993, ~100 patients had been described.
After extensive multicenter investigations, a series of reports were
published in early 1993, which together allowed a number of conclusions. Idiopathic CD4+ lymphocytopenia (ICL) is a very rare
syndrome, as determined by studies of blood donors and cohorts of
HIV-seronegative men who have sex with men. Cases were clearly
identified as early as 1983 and were remarkably similar to the
clinical features of ICL that had been identified decades earlier. The
definition of ICL based on CD4+ T cell counts coincided with the
ready availability of testing for CD4+ T cells in patients suspected
of being immunodeficient. Although, as a result of immune deficiency, certain patients with ICL develop some of the opportunistic
diseases (particularly cryptococcosis, nontuberculous mycobacterial
infections, and cervical dysplasia) seen in HIV-infected patients,
the syndrome is demographically, clinically, and immunologically
unlike HIV infection and AIDS. Fewer than half of the reported
ICL patients had risk factors for HIV infection, and there were
wide geographic and age distributions. The fact that a significant
proportion of patients did have risk factors probably reflects a selection bias, in that physicians who take care of HIV-infected patients
are more likely to monitor CD4+ T cells. Approximately half of
the patients are women, compared with approximately one-third
among HIV-infected individuals in the United States. Many patients
with ICL remained clinically stable, and their condition did not
deteriorate progressively as is common with seriously immunodeficient HIV-infected patients. Approximately 15% of patients with
ICL experience spontaneous reversal of the CD4+ T lymphocytopenia. Immunologic abnormalities in ICL are somewhat different
from those of HIV infection. ICL patients often have increases in
CD4+ T cell activation with decreases in CD8+ T cells and B cells.
Furthermore, immunoglobulin levels are either normal or, more
commonly, decreased in patients with ICL, compared with the usual
hypergammaglobulinemia of HIV-infected individuals. Virologic
studies of these patients have revealed no evidence of HIV-1, HIV2, HTLV-1, or HTLV-2 or of any other mononuclear cell–tropic
virus. Furthermore, there has been no epidemiologic evidence to
suggest that a transmissible microbe was involved. The cases of
ICL have been widely dispersed, with no clustering. Close contacts
and sexual partners who were studied were clinically well and were
serologically, immunologically, and virologically negative for HIV.
ICL is a heterogeneous syndrome, and it is highly likely that there is
no common cause; however, there may be common causes among
subgroups of patients that are currently unrecognized.
Patients who present with laboratory data consistent with ICL
should be worked up for underlying diseases that could be responsible for the immune deficiency. If no underlying cause is detected,
no specific therapy should be initiated. However, if opportunistic
diseases occur, they should be treated appropriately (see above).
Depending on the level of the CD4+ T cell count, patients should
receive prophylaxis for the commonly encountered opportunistic
infections.
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GENERAL PRINCIPLES OF PATIENT MANAGEMENT
The CDC guidelines call for the testing for HIV infection to be a
part of routine medical care. It is recommended that the patient
be informed of the intention to test, as is the case with other routine laboratory determinations, and be given the opportunity to
“opt out.” Such an approach is critical to the goal of identifying as
many infected individuals as possible since 16–18% of the >1.1 million individuals in the United States who are HIV-infected are not
aware of their status. Under these circumstances of routine testing,
although it is desirable, pretest counseling may not always be built
into the testing process. However, no matter how well prepared a
patient is for adversity, the discovery of a diagnosis of HIV infection
is a devastating event. Thus, physicians should be sensitive to this
fact and, where possible, execute some degree of pretest counseling to at least partially prepare the patient should the results
demonstrate the presence of HIV infection. Following a diagnosis of
HIV infection, the health care provider should be prepared to immediately activate support systems for the newly diagnosed patient.
These should include an experienced social worker or nurse who
can spend time talking to the person and ensuring that he or she
is emotionally stable. Most communities have HIV support centers
that can be of great help in these difficult situations.
The treatment of patients with HIV infection requires not only
a comprehensive knowledge of the possible disease processes
that may occur and up-to-date knowledge of and experience with
cART, but also the ability to deal with the problems of a chronic,
potentially life-threatening illness. A comprehensive knowledge of
internal medicine is required to deal with the changing spectrum
of illnesses associated with HIV infection, many of which are similar
to a state of accelerated aging. Great advances have been made in
the treatment of patients with HIV infection. The appropriate use of
potent cART and other treatment and prophylactic interventions
are of critical importance in providing each patient with the best
opportunity to live a long and healthy life despite the presence
of HIV infection. In contrast to the earlier days of this epidemic, a
diagnosis of HIV infection need no longer be equated with having an inevitably fatal disease. In addition to medical interventions, the health care provider has a responsibility to provide each
patient with appropriate counseling and education concerning
their disease as part of a comprehensive care plan. Patients must be
educated about the potential transmissibility of their infection and
about the fact that while health care providers may refer to levels of
the virus as “undetectable,” this is more a reflection of the sensitivity
of the assay being used to measure the virus than a comment on the
presence or absence of the virus. It is important for patients to be
aware that the virus is still present and capable of being transmitted
at all stages of HIV disease. Thus, there must be frank discussions
concerning sexual practices and the sharing of syringes and other
paraphernalia used in illicit drug use. The treating physician not only
must be aware of the latest medications available for patients with
HIV infection but also must educate patients concerning the natural
history of their illness and listen and be sensitive to their fears and
concerns. As with other diseases, therapeutic decisions should be
made in consultation with the patient, when possible, and with the
patient’s proxy if the patient is incapable of making decisions. In
this regard, it is recommended that all patients with HIV infection,
and in particular those with CD4+ T cell counts <200/μL, designate
a trusted individual with durable power of attorney to make medical
decisions on their behalf, if necessary.
Following a diagnosis of HIV infection, there are several examinations and laboratory studies that should be performed to help
determine the extent of disease and provide baseline standards for
future reference (Table 226-19). In addition to routine chemistry,
fasting lipid profile, aspartate aminotransferase, alanine aminotransferase, total and direct bilirubin, fasting glucose and hematology screening panels, Pap smear, urinalysis, and chest x-ray, one
should also obtain a CD4+ T cell count, two separate plasma HIV
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