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      HIV and AIDS




HIV is abbreviation stands for Human immunodeficiency virus. Patients with HIV having CD4+ count less than 200 cells/μL (stage 3 HIV infection) are considered an AIDS patients.
· AIDS was officially recognized for the first time in June, 1981, at the Centers for Disease Control, USA, in previously healthy homosexual men dying with pneumocystis carinii pneumonia and candidiasis.
Etiology of AIDS


AIDS is caused by HIV, a non-transforming retrovirus of the lentivirus family. There are two HIV subtypes, HIV-1 and HIV-2, and many strains of each. The incubation period of AIDs is between 11-14 years.
Transmission


· Sexual intercourse.
· Exposure to body fluids from infected person (Seminal fluid, vaginal secretion, tears, breast of milk and saliva).
· Transfusion of infected blood or blood products.
· Vertical transmission: Infected pregnant to her fetus (through placenta or breast feeding). 
· Needle sticks after injecting infected person.

· Post-exposure prophylaxis guidelines should be followed immediately and usually consists of two nucleoside reverse transcriptase inhibitors and protease inhibitor.
       Signs and symptoms



·  During the first 2 to 6 weeks after initial infection with HIV, more than 50% of patients develop an acute flulike syndrome marked by viremia that may last 10 to 14 days. Symptomatic persons often develop lymphadenopathy, fever, pharyngitis and a skin rash but generally do not display circulation antibodies until the 6th week to 6th month. 
· Latency period: as time progresses, a steady-state viremia develops, and several thousand copies of HIV been produced. Others may not manifest this symptom complex.
· Stage 1 generally begins immediately after HIV exposure and may last for years. Affected persons are HIV antibody–positive but are asymptomatic and show no other laboratory abnormalities.
· Stage 2 is characterized by progressive immunosuppression and symptomatic disease. Patients who demonstrate various laboratory changes (i.e., lymphopenia: T helper/T suppressor ratio usually less than 1) in addition to HIV antibody positivity also may show clinical signs or symptoms, such as enlarged lymph nodes, night sweats, weight loss, oral candidiasis, fever, malaise, and diarrhea
· Stage 3 have AIDS and can demonstrate a variety of immunosuppression-related diseases. Opportunistic infections predominate as the CD4+ T count approximates 200 cells/μL then malignancies, wasting syndrome, and a progressive form of dementia can develop. 
· The enzyme-linked immunosorbent assay (ELISA) is the screening test for identification of antibodies to HIV. It is 90% sensitive but has a high rate of false-positive results and if positive need another ElISA and confirmed with western blot.
· Western blot test.
· ARCHITECT HIV Ag/Ab Combo assay that can simultaneously detect the combined presence of HIV antigens and antibodies to HIV.
        Laboratory investigations for diagnosis of HIV infection



· Differential WBC account
· Platelet account (CBP)
· Bleeding profile
· ELISA (enzyme- linked immunosorbent assay) is sensitive but high rate of false-positive so need a second ELISA, then by another test WESTERN BLOT ANALYSIS . This combination is accurate in 99% 
· PCR (polymerase chain reaction) for direct detection of the virus but it is expensive.

·  Medical management
Medical management of the HIV-infected patient has four main treatment goals:
(1) Reduce HIV-associated morbidity and prolong the duration and quality of survival.
(2) Restore and preserve immunologic function.
(3)Maximally and durably suppresses plasma HIV viral load.
(4) Prevent HIV transmission.

Medications used in patients with HIV: 
(1) ART: Antiretroviral therapy.
(2) Prophylaxis for opportunistic infections.
(3) Treatment of HIV-related complications.        Head, Neck and Oral manifestation and common lesions associated with HIV patients


· Persistent generalized lymphadenopathy

Common oral manifestations 
1) Candidiasis of the oral mucosa like Pseudomembranous candidiasis (thrush) in young male not receiving any drugs, Erythematous, Hyperplastic Angular cheilitis.
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2) HIV-associated periodontal disease (linear gingival erythema, necrotizing ulcerative gingivitis, necrotizing ulcerative periodontitis and necrotizing stomatitis) 
3) Herpes simplex virus (HSV) infection  and Varicella-zoster virus (VZV) infection 
4) Bluish purple or red lesion (in the hard palate) that on biopsy are identified as Kaposi sarcoma
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5) Hairy leukoplakia of the lateral borders of the tongue, 80% patients with such lesion develop AIDS within 3 years.
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Other less common oral conditions that occur in association with HIV infection 
1) Recurrent aphthous ulcerations (minor, major and herpetiform).
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2) Hodgkin’s lymphoma are reported to be strongly associated with HIV infection
3) Human papillomavirus (HPV) ,Verruca vulgaris (wart) and Oral squamous papilloma
4) Histoplasmosis, Thrombocytopenia, HIV-associated salivary gland disease, hyperpigmentation and Oral squamous cell carcinoma.

Dental management
1. Careful history taking.
2. Head and neck examination, intraoral soft tissue and dental examinations should be performed for all new patients.
3. Patients who, on the basis of history or clinical findings, are found to be at high risk for AIDS or related conditions should be referred for HIV testing, and medical evaluation. If negative, precede with the necessary treatment.     
4. Dental treatment may not be withheld if the patient refuses to undergo testing for HIV exposure. The dentist may then assume that the patient is a potential carrier of HIV. 
5. Major consideration in dental treatment of the patient with HIV infection/AIDS involves determining the current CD4+ lymphocyte count (normally 500-1,500), level of immunosuppression and platelet account.
6. Medical consultation before any procedure is mandatory to determine the current condition of the patients. 
7. Patients who have been exposed to the AIDS virus and are HIV-seropositive but asymptomatic may receive all indicated dental treatment with all standard precautions must be used for all patients (draping, double gloves, masks, protective googles and minimize aerosols as possible). Generally, this is true for patients with a CD4+ cell count of more than 350/μL.
8. In planning invasive dental procedures, attention must be paid to the prevention of infection and excessive bleeding in patients with severe immunosuppression, neutropenia, and thrombocytopenia. This may involve the use of prophylactic antibiotics in patients with CD4+ cell counts below 200/μL and/or severe neutropenia (neutrophil count lower than 500/μL). Platelet replacement in patients with severe thrombocytopenia.
9. HIV-patients may be medicated with drugs that are prophylactic for Pneumocystis pneumonia, candidiasis, herpes simplex virus (HSV) or CMV infection, or other opportunistic disease. Medical consultation regarding the safest prescription that would not interact with current patient medications, not compromise different organ function nor induce toxic or allergic reactions.
10. Medical consultation is necessary for symptomatic HIV-infected patients before surgical procedures are performed. Current platelet count and white blood cell count should be available. Patients with abnormal test results may require special management. All these matters must be discussed in detail with the patient’s physician. Any source of oral or dental infection should be eliminated in HIV-infected patients, who often require more frequent recall appointments for maintenance of periodontal health. Daily use of chlorhexidine mouth rinse may be helpful.
11. In patients with periodontal disease whose general health status is not clear, periodontal scaling for several teeth can be provided to allow assessment of tissue response and bleeding. If no problems are noted, the rest of the mouth can be treated. Adjunctive antibacterial measures may be required if the patient’s CD4+ cell count is below 200/μL or if tissues remain unresponsive to routine therapy. Root canal therapy has good success in patients with HIV infection, and no modifications are required. Infection can be treated through local and systemic measures.
12. A patient who has been under the care of a dentist and then develops AIDS or a related condition must be treated by that dentist or receive a referral that is satisfactory for and agreed by the patient.
13.  Infected dentists should inform the patient of their HIV serostatus and should receive consent or refrain for performing invasive procedures
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