FOCUS on HIV/AIDS, STIs and TUBERCULOSIS

Quarterly P.H. Digest of the Ethiopian Public Health Association (EPHA)

|47 O\ |

Volume 5.

BRONIZC/8

December, 2010







FOCUS on HIV/AIDS, STIs and TUBERCULOSIS Public Health Digest

Editorial Team
S AT

[el N

No. 1 Publication Officer : Mihret Teclemariam (BEd., MA)

o

@ B
Volume (::/ T\
5 :%\ 1= 5
AL

NN
s

December,2010

Publication Assistant: Zewdie Teferra (BEd.)

Editorial supervisor :Berhanu Legesse (S.Sc, ACCT,
BA, MPH)

Editorial

Updates

Research findings

Highlights on Prevention Care and Support

The Issue

Definitions of medical terms related to HIV/AIDS,STI & TB

Ethiopian Public Health Association (EPHA)
Tel: 251-11-5518665, 251-11-554-0391, 251-11-554-0392,
251-11-553-89-24 , 251-11-550-29-46
Fax: 251-11-551-48-70
P.0.Box 7117 , Addis Ababa, Ethiopia
E-mail : epha@ethionet.et
epha2@telecom.net.et
epha.lib@ethionet.et

Quarterly P.H Digest of the Ethiopian Public Health Association (EPHA) ‘

This Publication is sponsored by US Centers for Disease Control and Prevention (CDC)
in accordance with the EPHA-CDC Cooperative Agreement No. 5U2GP$001229

r o=

=————— sl




Objectives of this Digest

e Improve knowledge, and practices of public health profession-
als in the areas of HIV/AIDS, STIs and TB.

e Introduce latest research findings, best practices and success
stories to the general public through public health practitio-
ners, trainers, planners and researchers.

e Motivate health workers to engage themselves in operational
studies through dissemination of abstracts from studies con-
ducted by health professionals working in health units and
training institutions

Target Audiences:
The target groups for the Digest are health professionals in gen-
eral; and trainers in training institutions, public health practitio-
ners at woreda health offices, in health centers and hospitals, in
particular. This Digest will also be extended to non-health pro-
fessionals who are interested on the subject on a demand-basis
for free subscriptions.

Strateqgy:
Four thousand copies would be published quarterly. Distribution

In addi-

tion ,regional, zonal and woreda offices, institutions of the MoH &

follows the modalities of other EPHA publications.

HAPCO branch offices serve as channels for distributing the Di-

gest.
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Angiotensin Converting Enzyme

Acquired Immuno Deficiency Syndrome
Adjusted Odds Ratio

Angiotensis Receptor Blockers

Anti Retroviral Therapy

Anti Retroviral

Center for Disease Control

Cluster of Differentiation 4

Crude Odds Ratio

Ethiopia Demographic and Health Survey
Ethiopian Public Health Association

End Stage Renal Dialysis

End Stage Renal Failure

Highly Active Antiretroviral Therapy
HIV/AIDS Prevention and Control Office
Human Immune Deficiency Virus
Millennium Development Goals

Ministry of Health

National Agency for Research

Nucleside Reverse Transcriptase Inhibitors
Non Nucleside Reverse Transcriptase Inhibitors
Odds Ratio

Pediatric European Network for Treatment of ADIS
Provider Initiative HIV Testing & Counseling
Protease Inhibitors

Prevention of Mother to Child Transmission
Statistical Package for Social Science
Sexually Transmitted Infection
Tuberculosis

Viral Load

United States

United Nations Program on HIV/AIDS
Voluntary Counseling and Testing

World Health Organization



Editorial

Safe motherhood Initiatives to Communities

The UN high-level meeting on the Millennium Development Goals
comes up with promises to reduce the uncompromising maternal
deaths. Predictably, the promises are gigantic but progress is always
slow. We keep hoping that this time, something will be done to pre-
vent unnecessary deaths linked to maternal health. Nobody disputes
the importance of the issue but surprisingly, nothing much is done
to save lives. Since the setting up of MDGS5, little progress has been
registered. According to the latest issue of “Trends in Maternal Mor-
tality: 1990 to 2008” by WHO, UNICEF, UNFPA and the World Bank,
maternal mortality declined globally by 34 per cent from the 1990s.
What is intimidating is that Sub-Saharan Africa and South Asia ac-
counts for 87 per cent of the estimated 358,000 maternal deaths in
2008 and only 11 countries, six of which are in Sub-Saharan Africa,

accounted for 65 per cent of these deaths.

The world is now left with five years to meet the MDG . Pledges in
additional of $40 billion have been made for the next five years to-
wards the Global Strategy for Women’s and Children’s Health. Some
ambitious critics might say this figure is not enough but, if used
well, will alleviate the unnecessary suffering in our local communi-

ties.

A number of approaches have been tried and proved to be effective

in increasing the availability and accessibility of quality care in ma-

Although further research and evaluations are needed,

performance-based financing has proved to be useful in the

developing world than input-financing mechanisms.

Demand-driven approaches like community intervention have
also proved effective in promoting development. If community
interventions are strengthened, the results will be encouraging.
Simple mechanisms like the use of extension heath workers,
collaboration with traditional birth attendants and strengthening
family care for newborns will go a long way in reducing
maternal deaths. What is needed is only a working community
system and leadership. In Ethiopia, communal living is one of
our strongest attributes, why then can’t we harness these
strengths for progress. Our leadership should come up with
good policy documents and develop clear strategies to ensure
the funds pledged reach the local communities. In many cases
the funds are used, abused and misused in planning and
plenary sessions that are endless and far from the local
communities who really need the money. We are talking of our

mothers, wives, sisters and daughters.

One aspect that makes humans animals of a higher nature is
that we can make things happen. If science today can produce
an atomic bomb to wipe us out of existence and if Armstrong
was on the moon in the 1960s, can't we today have simple
means to save the lives of women - our mothers, sisters,

daughter and friends? Our governments can do better indeed.




Updates

/\/

Updates on HIV/
AIDS,TB and Malaria

/\/

Clinical Trials Investigate Po-

tential of Therapeutic Vac-
cines for People With HIV

Clinical trials for several types of
therapeutic HIV vaccines are cur-
rently ongoing or recruiting par-
ticipants. Therapeutic HIV vac-
cines work by enhancing the
body’s natural immune response,
helping to control HIV in people
already infected with the virus.
This is in contrast to preventive

vaccines, which are used in HIV-

negative individuals to prevent
infection.
Researchers hope therapeutic

vaccines will decrease depend-

ence on antiretroviral drugs,

which must be taken for life and
often have serious side effects. A
lead investigator of one of
the HIV vaccine trials said “A vac-
cine that enhanced the body’s
ability to control HIV and delay or
decrease the dependence on anti-
HIV drugs would be a major
breakthrough for HIV treatment” .
However; no therapeutic vaccines
are currently approved by this

trial thus far.

DNA Vaccines

DNA vaccines contain pieces of
DNA into which copies of several
viral genes have been inserted.
When human cells take up the
DNA, they produce proteins en-
Re-

searchers hope that the body’s

coded in the viral genes.

immune system will recognize

these proteins as harmful foreign

agents and mount a powerful pro-
tective response. DNA vaccines are
a relatively new idea, and their
effectiveness has not been well
studied yet, although preliminary
clinical trials have usually found
them to be safe.

A small Phase 1 clinical trial inves-
tigating a therapeutic HIV DNA
vaccine from GeoVax Labs is cur-

rently recruiting participants.

To be eligible for the GeoVax
study, participants must have be-
gun antiretroviral treatment within
six months of diagnosis with HIV/
AIDS. Additionally, individuals who
have been HIV-positive for up to
six months, but are yet to begin
treatment, may be eligible for en-
rollment in the study.

Participants will be monitored to
determine the safety of the vac-
cine and strength of their immune
response for up to 77 weeks. For
this initial study, only 10 to 12

people will be enrolled in the trial.

So far, studies in HIV-positive pri-
mates treated with the vaccine
soon after infection gave good re-
sults. Clinical trials will now see if
these results extend to HIV-
infected humans as well.

Another Phase 1 DNA vaccine trials
is also recruiting participants in
London. This trial, run by the Im-
perial College London and the
Medical Research Council, will test
a new therapeutic DNA vaccine
coupled with immune-based ther-
apy, which includes hormones and
proteins called cytokines. Immune
-based therapies could help pa-
tients’ immune systems fight vi-
ruses on their own. Hormones and
cytokines help regulate the im-
mune system and can be used to
induce, or prevent, growth and
activity of particular cells in the

immune system.



The

interested in “why some people

researchers are especially

with HIV progress more slowly to
disease and have longer survival
without highly active antiretrovi-
ral therapy (HAART) than oth-
ers.”"Their goal is to see if the
vaccine plus immune-based ther-
apy can create long-term non-
progressors, who are able to con-
trol the HIV virus for long periods
of time without antiretroviral.

The trial began
2009 and will

safety and efficacy of the vaccine

in September

investigate the

plus immune-based therapy for
52 weeks in approximately 30
Study

participants must be aged 18 or

HIV-positive individuals.
over with viral loads of less than
50 copies/milliliter and more than
400 CD4 cells/microliter.

Dendritic Cell Vaccines
Another novel vaccine type that
will be tested in several new clini-

cal trials is a dendritic cell vac-

cine, which is prepared using the
participant’s own cells. Dendritic
cell vaccines are considered to be
very promising, because they are
somewhat customized to each
person.

To make a dendritic cell vaccine,
researchers collect blood from
participants and isolate a certain
type of immune cell called a den-
dritic cell. After exposing the cells
to HIV proteins to prompt an im-
mune response, the cells are rein-
jected into the study participant
in hopes that they will now be ac-
tivated and fight against HIV.

A Phase V2 clinical trial run by the
University of Pittsburgh and the
French National Agency for Re-
search on AIDS and Viral Hepati-
tis (NAR) is also recruiting partici-
pants. Eligible candidates must be
at least 18 years of age with CD4
cell counts of at least 350 cells/
microliter and HIV RNA levels be-
tween 5,000

and 100,000 copies/milliliter. Par-
ticipants must also be antiretrovi-
ral therapy naive.

Baylor Research Institute along
with Baylor University and the
ANRS are also organizing a Phase
Y2 clinical trial to assess the
safety and efficacy of a dendritic
cell vaccine in HIV patients on
HAART. The study, which began
in November 2008, is currently
recruiting participants and enroll-
ment is estimated at 19 patients.
Participants must be 18 years or
older and must have been on
HAART for at

prior to enrollment. Additionally,

least 12 months

participants must have CD4 cell
least 500 cells/

microliter and HIV RNA levels no

counts of at

greater than 50 copies/milliliter.

Protein Vaccines

Finally, there is a more traditional
vaccine trial that is currently re-

cruiting HIV-positive participants

in Italy. Traditional HIV vaccines
contain virus proteins that are
injected into the participant in
hopes of increasing immune re-
sponse to the virus.The Phase 2
trial in Italy will evaluate the
safety and efficacy of an HIV Tat
vaccine. Tat is an HIV protein re-
leased by infected cells that in-
creases the rate of replication of
the virus.

The study was initiated by the
Instituto Superiore di Sanita in
September 2008 and will enroll
about 160 participants. Partici-
pants must be between the ages
of 18 and 55, must not possess
anti-Tat antibodies, and must be
on successful HAART with HIV vi-
ral concentrations of less than 50
copies/milliliter and at least 200
CD4 cells/microliter.

The trial will measure immune
responses to the Tat protein in
participants for 144 weeks, or

about two and a half years.
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PL9° 24T AS LAAR @RLT WY C VaeP+HEF AG PONC Vaod®
MAAT@ APTF aohhd LAT@ 707 (LHNPD ATEXS

MAATTTE 1ée LT
e C Ve RT RTC 11995
btael0@- 135 “208% 012025 @2
300 “AL7T  ALLT AILTLTA
N P NANRE
&y TN R feTC
A M@ 0972727 AL fA VICT
avéh?  ad°C  0ddT Afad
ALTUTA LA P C vaog®
neA LTS (dyslipidemia)
heg® 241 (hypertension)? hdh
0Ad. @41 (central obesity) A%
hmene ANNTLLCE
albuminoidal) 90 (coexist)
af:F e} ShadAc
amPAA@ A FL hhvé 03T an
ACT  ATPRET  aIPC NG

aogpao(

(micro-

vaoy® 409 Ig] AT
PhCA SN ONAC (cardiovascular)
VT3 I°C R4 TG
AU PAR: MIC 77 hi16
hao et (T haTPALe of
A2l M TALS LWTANGARARE?
AL 0-thiL TG Ll B

TAFLPT  HavGE  AL0A  O1C
2N
ML 200 WM Se0E0 TRATN
(diabetes mellitus) AfmeTar
AILTLTA TLITNA:

HaoS e ¢ AT (044 aom?
PhCASNNAC Ve T2
Agodid THNT AS APP°E £ISHA
H& aedPh P2L LAA

(civilized living style)

amy

WA¢F VAT ACT haogh
MATERE @OTT W& HF ey eheho?
1PLPT PASSC  AAT AT
haod®A1:9° QAIC PVHN QYT Qg T
MLI G A

012007 %.9° OT&RC AMA PATIHA
@QT PR TG ATRMLUCa
PRCA™IANAC Ve ™T  PanC
AT AT W L8Cr N0 2T
PATLTIT &8 AILTLLN LUILA

MY omt @it aowlid: gy
TG 200 Ve @F A P20
vaog® 0AATF @ avhhA
PHCAHINNAC Voo 24y
aom? ATIOSLC TIRE A

Tk U

2V TST (AL 0taodr P
%0 AL AthC ¢HmS TST N&?
Qaoh-tA 0200 ATPRE OS89 17
@-0T hTP9™ 2008 Adh Phbt
2009 &4n eThitL e P0G
Vo>t T hUPA Gdé-A RUNCAT
POTHA AG  h&CIAN®  PhAA
POTHA taoCmPA:

fONC vae?® PAANVT@ PTIMSLLS
L7 hOS877 1 Mné-1q9 bt
ahan, teeCmar MTGE HATELPA:

PGan-§ A®ANS ot
ehaé@ AVAT PTST 2T (two
population proportion) 0727474
H& A3 50 Qeot  fOHC
Vo313 A 35 Neot AnC
vaog® AN TFar TAF&LPTY
Gae@0& @ v OTan®é 95
gt PN+ Y0y aom? ( confi-
dence interval) a9 90 Qevo-:
aP?°:t (power) NTGE AL A@d A
OmPAA 444 PO C Ve HET AS
PANDC Ve HRT  CAPT PA0O0T
Qao-§ +TOAS A

ratk avld  PHANGNG:
ame$Th Naemed™ A7 aomd
MaéT 300 CONT (sub themes)
-hhd.A 10C: aom@d hao- 't 0éT
etk Gaog 5 Qevf (ev@-O&
PLav @8 (pretest) TLCINFA::
Pavl® AGNAN 18T havd.Bav- (bt
AavlBd ANANP2T




TRV UL AU O 0
hef nAms AT TPA:

PTG FAFLET NG Tar
0Lt ao(\ét -7 an-£7%
MNPaoT  Agvd A TIChEA::
PahddA 18T PAA® mS LCE T
(WHO) Q@M@ avavif  avhléct
A3 HPTEF ANt (underweight
BMI<18.5kg/m2): h&4% hLt
(overweight BMI 18:5 - 24.9 kg/
m2) e AP AB? hehE R0t
BMI>30.0kg/m2) ALY
ao@rO\& 1@ P8AS  P10Tar
PTTeh  (Waist-hip-ratio) 0.95
@L9° M NAL PP @2AT A 0.85
@Y™ hH MAL PVt OAPT A%
(1% & A2 W | ¥

(obese

(centrally obese)

TOONLPA::
aolB@ pO0G0 03 A KO T
nO A /SPSS/  15.0 Qaemed®

PaYAc T Pavao N AS PO HhhA
0é TACEA: 0 So P he
an&C (chi square) AS OkL¥T
4kt (student t-test) Mhé AL
@APA: h 005 0T ey T
aom? (p-value) TCH™ AI80@

ARYT TETEA:

Gv-at: PTST LT eohhd fa@-?
HP& LG Aavaon Uv-A70e
Tmeeee S (multiple logistic
regressions) T#7° AL @A A::

T9t haoh'lg  $29° A
hhAR €99, 29°177 ACL: he0APT
aoQ+8LC AT ATR/UT hir
fmg OLC PQINC T2 PR
TOOW8A: NT@LT149° CT91T AAT
AHCHC  hhes nrAz Ll I
TAFLPT PPV IE b Ay L0
PAT@O} ATHPA:

PTG+ omt

ATSt  hhaedart 444
20007 a@ohhA 395 fvA ONThhé
etaté avr: vt 88.9 (eot
PUA 147 hd@-:: h 395 +A4F4LPT
avhhd 199 (5040 Qeof) fLua
L9 LONC vad® PAANT@: NG
hC Ve +3F avhhd 152 (76.4
Naof) LT -1 (type-1 diabetes
mellitus) PATF@ AV'r Phdét 47
(234 Qavt) AT -2 (type -2 dia-
betes mellitus) £AQTFa@~ 0é::

P AT LPE ATML PALTD
248 36.08 + 1472 haot AV}
n12—80 PALI: hAA a-OT L7977
2000F 104

TSk TATELEPT AMTE
307 (77 Qaef) £uA- haPaA @-ah,
PS¢ AP @3AT 265 (671
Geef): e 236 (59.7 Navf)
PTCENT T A9 Thd T 290
(73.4 Naof)T hASZT® HC PTOAS

255 (4.6 Navd) AG HPHE
PTIUCT 248 PATa: 266 (67.
Navd) 147 APSATar kA
TSk FAFLET 367
(92.9 Qoof) fuA hoF @ O
AGoFFN PAIC T LMPoIA-::

A& 12 AR TOPLER TS PALED “LATO AavARET PaD.C
Vaud® hAAT@ +AF4PT IC 0300C AL 81 3T AR 2008




<0.001*
<0.001*
0.001*
0.033*
0.204
0.261
0.966

4.87(2.06-11.49

436(2.04-9.34)
3.96(1.76-8.92)
2.83(1.11-7.26)
1.90(0.72-5.03)
1.58(0.71-3.54)
1.03(0.27-3.89)

+M¢- (adjusted | TAAOR
or 95% c1)

£atMé- (crude)
(95%c1)

3.113(1.778-5.451)
1.95(1.26-2.912)
1.89(1.89-2.995)
2.97(1.65-5.34)
3.599(1.729-7.91)
2.38(1.54-3.66)
4.092(1.645-
10.181)
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(80.1)
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10 (47.6)
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(78.8)

fanc
Vao@° 3 F

52 (72.2%)
147 (4.5)
143 (56.1)
56 (40)
152 (58.5)
44 (42.7)
46 (71.9)
153 (46.2)
17 (47.2)
44 (19.9)
152 (57.4)
47 (36.2)
11 (52.4)
50 (21.2
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MY TS+ ot aoplt
ANPE  TAFLPT NPT AT
AL 0L UAT @ aom? 36 havit
NGk 9.1 et LV TATLBT
AF ALAT@ h 60 hool- (AL
MNC:: BV PALIE MNTC Oal?
ks T 2C tavddght
AOGLA:

gog Ah ?Gan-§
A@ANS. YT PRRLI@ NN
MU AHPE LPLE TATLET
@3 PONC Ve BT 0% 10
27 AT TERT ot aoddt
AMMPE  PONC  verd® e PT
OET AP PALA::

Y TGt P@IRT  €TC
aaA® eAe0t °nEeT ATSE @At
HERIE AN TAFLPT avhhd
AMNPE @3LT heoPSTa@9® 0RIC
AN PULTTT @ILT  Phav DM
AAT  Mhacd P0AG? @oUr AU

LTAA:  hHV?® W tanléd @3
HOFLEE P Td ATAT Oé
AQNGO AT AT S ANANT

ACITIT AT@ NN ASAYT
ATLAA PRILT AbaoT LTAA:R:

OTS+E htaté 18.8 Naot
PLI° 24T LAVF@ AT hHW
At o0t 231 Qeet 00 C
VT AP 10.2 Qoo fuA
fONC Ve PAANT@: % &V
WAk Ve avhhd  PAD
H°LS  MAAT  TSRT @0t
ee AR PRID 4T N1AL
LT 2 420k 2C W& HF TOdC
ARRO@D AOLLA:

AU LI AHEREA
a0 AS AL ha)C veed™ ¢
HUN R HI° LG APSAT @
ANLTPA: AWIHEA AL @FAT
LA OARTT AIRMLLMP TGk
W.Lav 9  AMOEL 77 QUAT
PP avhhd 9 ARYE
AAUIPIC:: hHUE® 0 FanTe PR
ahan, Po%.00t @RéT (abdominal
obesity) hahC veog® IC heHF
®CHT A/A@ O JOP LV 188
MARS 22T AL P00 1
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PanC vend® NLC AL W87
e TAF&LPTY ahg-
AT ey TGk LAgAr LU
AV?  PFANT PR hTSR
TAFLPT  AChF RTC AL
P47 AUC TOAET heoSTarg®
a4 QY AQ%C  TOART
anaQ, Praaefar Phav )M OAT
AT AIRTLTA L1avdA:

11 K0
MnPANAD  ATERE 0T 04T
U142 LAY A& 00hAC

AJAE nPr VaeqPT avhhd PL9°
Wt PIF T FLLA SU Yavg®
0-HAL AL ASO AN QA hebRT
eaCt: eom? AOh 315 (oot
M@3&T &S 289 Neot AGFT
ALY TGk LALA:

(|F AN P2 L O A PR
[ & VYN | M W SR TN A T B
LT AlACE AS NRC o C
Vaod® IC he 5 RCYE AP8ATa-
2V TG AL LA

0haeqa g

Uad @ikt

LA AHACTF@ PR9° 24T Vaog®
0WATar avhh\ LPVHE -+
AT T PP TATLPT
hYC vaod™ IC TONC AP8ATar
F LA

ARTIMPALT AHYV  TST
omT aohdt AT ThFFRS
04 4 TORT  ACSPSThAC
Vae T AQA (P URFPT
Héf MLAG “Tunian faam +tagdoq,
AN PHY TST ATLET
favdnda-::

AR AN 0T POLTHS POAL RTTA POLPRCT 1FOMCT
AT AR@ AT POLAM PAT. ALN. °Cavé-S
PPNC AIANNT AIRmbav: POLLNLFEPT O V2T

11

AT ALN ALOT OAATTTF Adhé
he.049 PNHRPTE Vet hemé-
OLCHTT A8 T $LLAn
Nheo  Adh 420,000 Po2.8CH
VIST AT ALN. Ame PiFa
PaotANdf a1 heT ORAR
WA@Y AT e
hag  htmea@ AYH  @aT
hé&a? 047 P LI
hvéE 03T AT ANCT ST
Mg Aretmebaar NAdar
hLAGGAT D PIE a0 3IRT A4
W of AR Q@ 7Prrt AP
ATV OACTHS @i MOAL
o¥t: A ot 01T+ Pt
STF@:: ATeEe aOT WIC A+e
L% 28 Navt LUA 1RAMC ORT

POAL RTTA PULLLCT AWUPEE 6
oot VA OMS R @QT
LOASA:: Otaeddl Ui
A% AN hhe? @nT 88.3 oot
L0 1RAMC AT POAL RTTA
PILELCT AVE 79 Naof  foA
amS 2 OT LOASH::
LU S MA-TT  MNIA0-T
AR.@ A0 PULAT  PAT
KRN, I°Cavd-§  P9°NC AIATAT
noae ntTA 0NLLLCTH
1IRAMCT WP AE?  ASa (50
Naof AF) 10 PAATE AICT
£07 AP LV AMAMT h 64 -
83 Mot PoLCH AT hiHve®
@0t 30 Naof fva- NF AT
ALN, 0L"FF@ P7U1F  ASHTS
VISt WS OLAR PaotAAg TIC
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AavhAhA PALL “94-11e (ARV)
vhgeS L@NS[A:

AT ALN, hST @ORAE
AMRLTAAR  AevhAhA  1R0mMC
AP AT AL 02TFe @OT
avFC hQavTé avd@F LTCNFA:
Pl A MG TNF “LUOEC
TP 1RAMC AT QAT
Gen, AMNNrE PULLLT PAT AL,
PCavéG PNC ATATM T
(PIHTC) 004t aowmd ASANT
LATTHAA: 1IC 7% 2UF AIA20T
NG AELAT POULRGFS NCht
UBFET Adc LY 04T 0O
PPt LZCPT  aodlt POAL
A PILeLCT  AWRT U7
A7474+ (PIHTC) Q04+
AR Lemean-§  Adaeme I F@
IR T  HNA@ heFHANGT
aohhAi CIAE 1R LAgoamT
AS L2929 +MCET  AONTEYE
PePE STo: LU TSHT hag
etmeatd URFPT hT
00T (@A A AL fA
1RAMCT  MAIA?4T Qe @
A0 PULaAm  PAT AL

I°Cavd-S L9°NC WA TP T
AL ARA  PILATECOT@?
U2 ATIPT RThéA:
T+ %

LSO A L I o B LY PAY
£LLT AS (AL PR 1240 P10
Pame? H& PHY TG+ P eI
1 LU N& HHECA PUAT 4E
Gav-§ A@AONE OAT (Two stage
sampling) Qeem+?® hv&C 28 Ahh
Fvah 24 2008 Gevq Age@O&
TG A

TGk %At PaskD
AN hh el 2.7 AT 1PLPT
(48.4 Navt @1AT AS 51.6 Neot
OFRT) @0, LIAFAONY PTG
84 @OT PGa§ A@AONE  1LT
erhS@ia: imA TSN (single
population proportion) Qeem+g*®
. MamPAL OTo0lka 1046
?9ae-q@ aomy 427 (WP LVt AUNH
avat N4t 854 AT LET
AL HATS FETEA
(MY TS+ @oaT 50 Qeof T
AAR AG 95 Naof PACTIMTT L8

(confidence nhé AL
MAPA::

OTS+E OFT 34 Pt
AS VAT @10 TP  PAUT
LCEPT RALDT MAIA74T (6,
A0t PULhRe PAT AL
°Cavd-S P°NC AN LOM
ATLINC FarkA: LmC Aeead
AN PIRAMCTE? avl¥  Agedmt
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port

Kidney Disease In People With HIV - Part 1: Overview

Kidney disease is a common
problem for people with HIV,
particularly as they get older.
Depending on how severe the
kidney disease is, a variety of
options are available, ranging
from diet changes to a kidney
transplant. Some choices, such
as a kidney transplant, were
once thought to be too risky,
but are now increasingly avail-
able to people with HIV.

Growing rates of kidney disease

and other chronic conditions

are both good news and bad
news for people with HIV.

Highly active antiretroviral ther-
apy (HAART) has been very ef-
fective in prolonging life spans
and decreasing mortality from
HIV and other related diseases.
However, this also means that
HIV-positive individuals are now
more likely to die of chronic dis-
eases, such as kidney disease.
“Organ failure is
the cause of [death] in HIV-

infected individuals, as improve-

increasingly

ments in antiretroviral therapy
have led to longer life spans
and much less death due to op-
portunistic disease,” says Dr.
Jonah Odim, a medical officer in
NIAID’s Division of Allergy, Im-

munology and Transplantation
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and Dr. Larry Fox, a medical
in NIAID’s Division of

in correspondence with

officer
AIDS,
The AIDS Beacon.

Kidney disease is estimated to
affect about 30 percent of peo-
ple with HIV and cause more
than 10 percent of HIV-related
deaths.

What Is Kidney Disease?

The kidneys perform the neces-
sary functions of regulating the
body’s fluids and filtering the
blood to eliminate waste prod-
ucts and toxic substances.
Kidney disease occurs when the
kidneys lose the ability to per-
form these functions. As a re-
sult, water, waste, and toxins
build up in the body. Chronic
kidney disease is defined by
evidence of kidney damage or
decreased kidney function for at
least three months.

There are five different stages
of kidney disease, based on

how well or poorly the kidneys

are working. The fifth and final
referred to as end
(kidney)
(ESRF) or sometimes just kid-

stage is

stage renal failure
ney failure. When patients are
in ESRF, their

down and are almost com-

kidneys shut

pletely unable to function prop-
erly.

Kidney disease can cause other
health conditions such as heart
disease, nerve damage, bone
disease, and anemia (a de-
crease in red blood cells that
prevents the body from getting
enough oxygen).

People with HIV are at an in-
creased risk of kidney disease
because the virus interferes
with the kidneys’ ability to func-
tion correctly. People with ad-
vanced HIV who have a low
CD4 (white blood cell) count
and a high viral load (amount of
virus in the blood) are at
greater risk for developing kid-

ney disease.

Older people with HIV are also
at greater risk of kidney dis-
ease.

Symptoms

Some symptoms of kidney dis-
ease may include:

e Urinating pale urine more
often than usual, darker urine
less often, or urinating foamy,
bubbly or bloody urine

e Difficulty urinating, or wak-
ing often at night to urinate

e Swelling in the legs, feet,
ankles, face, and hands

e Excess fatigue

e Itching or rash

e Shortness of breath

e Lack of appetite or a metal-
lic taste in the mouth

e Nausea and vomiting

e Fainting, dizziness, or diffi-
culty concentrating

e Feeling excessively cold

Leg, back, or side pain.

Causes

The two most common causes
of kidney disease are high
blood pressure (hypertension)
and diabetes, a condition in
which the body cannot properly
manage its blood sugar levels.
Certain factors beyond a pa-
tient’'s control, such as family
history, premature birth, and
trauma or injury may be factors
in kidney disease. African-
Americans and Hispanics are
also at higher risk of kidney dis-
ease.

HIV itself can cause damage to
the HIV-

Associated Nephropathy. It is

kidneys, called
thought to be caused by the
virus infecting and damaging

cells in the kidneys. Kidney
damage from HIV can occur
even in people taking antiretro-
viral drugs.

Medications for HIV and HIV-
related health problems are

also harsh on the kidneys and
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may, over time, contribute to
kidney disease.

Antiretroviral drugs that have
been associated with kidney
disease include Viread
(tenofovir), Crixivan (indinavir),
Reyataz (atazanavir), and pos-
sibly Kaletra (lopinavir/
ritonavir). Selzentry
(maraviroc) is not recom-
mended for people with severe
kidney disease or ESRF.

Other medical conditions that
may increase the risk of kidney
disease are hepatitis C infec-
tion; kidney stones, which
cause the urinary tract to be-
come blocked; glomeru-
lonephritis, an inflammatory
immune response to infections
such as strep throat that can
damage the kidneys; and aller-
gic reactions to antibiotics such
as penicillin and vancomycin.
The use of drugs such as heroin
and cocaine and excessive use

of painkillers containing ibupro-

fen (Advil, Motrin), naproxen
(Aleve), aspirin, or acetamino-
phen (Tylenol) may also con-

tribute to kidney disease.

Diagnosis

There are several tests used to
determine if a person has kid-
ney disease. The most common
are blood and urine tests that
measure kidney function.

Blood tests monitor blood pres-
sure (which can increase in
people with kidney disease) and
the amount of a substance
called creatinine in the blood.
Creatinine is a waste product of
metabolism and should be fil-
tered from the blood by the kid-
neys.

High creatinine levels in the
blood can indicate kidney
dysfunction.

Urine tests monitor the levels of
protein in the urine. When the
kidneys are not functioning

well, proteins start to build up
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in the urine, along with red and
white blood cells. If high protein
levels or blood cells are found
in the urine, this also usually

indicates kidney disease.

Additional tests might include
an ultrasound, MRI, or CAT
scan to image the kidneys. In
some cases a kidney biopsy
might be performed, in which a
small piece of the kidney is
taken and examined under a

microscope.

According to the National Kid-
ney Foundation, people with
HIV who have any additional
risk factors for kidney disease
should be tested for kidney dis-

ease at least once a year.
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Part 2: Treatment
Dietary Supplements May
Increase Longevity Of HIV

HIV positive individuals may find
long term benefits from using
dietary supplements in combina-
tion with antiretroviral medica-

tion.

A midterm report of a study con-
ducted by the Tamil Nadu State
AIDS Control

that body mass index and hemo-

Society showed

globin count improved in HIV
positive individuals that used nu-
tritional supplements with anti-

retroviral therapy.

Body mass index is a calculation

of percentage of body fat, and

hemoglobin levels are proteins in
red blood cells that carry oxy-

gen.

Low body mass index and low

hemoglobin levels are often
problematic in those with HIV.
Low hemoglobin levels can in-
crease the risk of developing
anemia, a condition in which red
blood cells and hemoglobin in
the blood are below normal.

Anemia can often be caused by

shortage of iron, vitamin B12, or

folic acid.

According to a study published in
the Journal of Acquired Immune
Deficiency Syndromes, over 50
percent of people with HIV use
alternative therapies, such as
herbal

supplements.

medicines and dietary
Research has
shown that B vitamins, selenium,
and spirulina are three supple-

ments that can be beneficial for
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HIV patients.
Vitamin B

Vitamin B12 deficiency has
been associated with decreas-
ing CD4+ cells, which are white
blood cells that help fight infec-
tion in the body. Some studies
have shown that without sup-
plements, up to 95 percent of
those with HIV may have B12
Vitamin B6 has

also been shown to improve

deficiencies.

CD4+ cell counts.

According to the Mayo Clinic,
vitamin B12 can be obtained
from eating one chicken breast,
one hard boiled egg, and one
cup of plain non-fat yogurt
daily.

Selenium

Selenium also helps strengthen
the immune systems by creat-
ing antioxidants that protect
the body from invaders that
may damage cells. Eating foods

and supplements with antioxi-

dants are beneficial for HIV

positive  individuals. Beans,

blueberries, blackberries, and
cranberries have high levels of
antioxidants.

In a study published in Archives
of Internal Medicine, the sup-
plement selenium was found to
reduce the amount of HIV in
the blood and increase CD4+
cell levels.

Participants who took 200 mi-
crograms of selenium daily for
nine months had a 12 percent
decrease in viral loads. Partici-
pants in the control group, who
were not given selenium, ex-
perienced increased viral loads
and decreased CD4 levels in the
same nine month period of
time. Brazil nuts, tuna, and
beef are common foods that
contain selenium.

Brazil nuts are the highest with
up to 544 micrograms per

ounce.
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However, because of the high
presence of this supplement, it
is recommended that people

watch their intake of these nuts.

Spirulina

Spirulina has also been proven
beneficial by multiple research
studies. Spirulina is blue - green
alga that contains vitamin A, vi-
tamin B1, B6, B12, vitamin C,
proteins, and minerals.

A study published in the Journal
of Acquired Immune Deficiency
Syndromes found that the use of
spirulina inhibited HIV replica-
tion in the blood. Taking extract
concentrations between 0.3 and
1.2 micrograms per milliliter re-
duced viral production by about

50 percent.

General Information
Since HIV itself can damage the
kidneys, doctors usually recom-

mend that people with HIV and

kidney disease start and/or con-
tinue a highly active antiretrovi-
ral therapy (HAART) regimen to
suppress the virus and slow dis-

ease progression.

People with mild kidney disease
can often make lifestyle changes
to help prevent further dam-
ageto the kidneys. Seeing a die-
titian to create a low-protein diet
plan, for example, can promote
prolonged kidney function. Pa-
tients with kidney disease should
also quit smoking, limit caffeine
intake, and avoid certain pain
medications that contain ibupro-
fen (Advil, Motrin) or naproxen
(Aleve) to avoid exacerbating
kidney damage.

Lowering the risk of high blood
pressure and diabetes can also
help slow the progression of kid-
ney disease. Patients can im-
prove their blood pressure by

losing excess weight through
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exercise and by maintaining a
diet that is low in sodium and
fat.

If needed, there are medications
that control blood pressure, in-
cluding angiotensin converting
enzyme (ACE) inhibitors, such
as captopril (Capoten) and
enalapril (Vasotec); angiotensin
receptor blockers (ARBs), such
as Diovan (valsartan) and
Cozaar (losartan); and calcium
channel blockers and beta block-
ers.

Before starting any new medica-
tions, however, patients should
always talk to their doctors to
make sure that there are no
dangerous drug interactions with
their current antiretrovirals.

If kidney disease progresses to
end stage renal failure (ESRD),
also known as kidney failure,
dialysis or a kidney transplant is

needed.

Treatment: Dialysis

Dialysis is a procedure in which
the blood is filtered by medical
equipment, bypassing kidneys
that can no longer perform their
normal filtering function.

There are two main types of di-
alysis: hemodialysis and perito-
neal dialysis. In hemodialysis,
the blood is cleansed outside the
body by a machine/device that
acts like the kidneys. In perito-
neal dialysis, the blood is
cleansed inside the body with a
device inserted through surgery.
Hemodialysis takes place three
times a week in a dialysis center
or, less commonly, at home.
Two needles are inserted into
the arm, one to take the pa-
tient’s blood to the hemodialysis
machine where it is filtered and
the other needle to return the
cleaned blood to the patient.

The procedure takes approxi-

mately 2.5 to 4.5 hours.
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Blood tests should be adminis-
tered about once a month to
ensure that dialysis treatments
are working.

Although hemodialysis requires
minimal participation by the pa-
tient, it requires a more rigid
diet and fluid control. Filtration
is less frequent than in perito-
neal dialysis, so waste and fluid
can build up, causing side ef-
fects like high blood pressure.
Hemodialysis patients also have
an increased risk of heart and
blood vessel disease and ane-
mia, and it is a more expensive
treatment than peritoneal dialy-
sis.

In peritoneal dialysis the pa-
tient’'s own abdomen is used to
filter the body’s blood. A tube,
called a peritoneal dialysis
catheter, is permanently in-
serted into the patient’s abdo-
men. The catheter allows fluid
to pass in and out of the ab-

dominal cavity.

The patient usually administers
the treatment him or herself.
After sterilizing the abdomen
and catheter entrance, the pa-
tient hooks a bag of fluid to the
catheter and allows the fluid to
drain into the abdominal cavity.
The fluid, which draws in waste
and excess water, is removed
and replaced with fresh fluid
after approximately four to six
hours.

This treatment is done four or
five times daily and can be per-
formed at a patient’'s home
without a machine. This process
is formally called continuous

ambulatory peritoneal dialysis.

There is another form of perito-
neal dialysis, called continuous
cycler-assisted peritoneal dialy-
sis, which requires a machine
called a cycler to fill and drain
the patient’s abdomen.

Advantages of peritoneal dialy-

sis are that it can be performed

at home and at a patient’s con-
venience. However, peritoneal
dialysis puts patients at a
greater risk of infection. Proper
sterilization and clean equip-
ment is necessary to prevent
infection around the catheter

and inside the abdomen.

Some dialysis health risks in-
clude insomnia, stiffness and
pain in the joints and tendons
from a condition called dialysis-
related amyloidosis, itching,
bone disease, and anemia (a

decrease in red blood cells).

People with HIV who are on di-
alysis may also need to have
the dosages of some antiretro-
virals adjusted. Certain anti-HIV
drugs are primarily excreted by
the kidneys and may not be re-
moved from the bloodstream as

effectively by dialysis.
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/\/

The Issue

/\/

Starting antiretroviral treat-

ment in children with HIV

There is a complex balance be-
tween the immediate benefits of
providing treatment to children
who are not showing any symp-
toms of AIDS-related illness,
and concerns about long-term
resistance and antiretroviral
drug side effect if treatment is

started too early.

CD4 counts in children
To judge whether an HIV-
positive person requires treat-
ment, a CD4 test is usually car-
ried out. This measures the

number of T-helper cells — white

blood cells that are attacked by
HIV in an individual’s blood. It
can either measure the absolute
number of CD4 cells, or the per-
centage of white blood cells that
are CD4 cells, in a sample of
blood.

A falling CD4 count is a sign
that HIV

that the immune system is be-

is progressing, and

coming weaker. However, it is
difficult to judge the health of a
child's immune system based
on CD4 count. Absolute CD4
counts vary with age, and
younger children usually have a
much higher CD4 count than
adults. Percentage CD4 count
on the other hand does not vary
in the same way as absolute
CD4 count, and is therefore rec-
ommended for children under
five.

In some cases, viral load testing
(which measures the amount of

HIV in an individual’s blood) is
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used alongside CD4 testing to
guide decisions about treat-

ment.

Starting treatment based on
clinical symptoms

In resource-poor communities,
the technology needed for CD4
counts and viral load testing is
not always available. In the ab-
sence of these facilities, health-
care workers sometimes have
to make a presumption that a
child should begin treatment
based on their stage of HIV in-
fection as defined by a range of
cancers and infections that are

present.

When to start treatment

The World Health Organization
(WHO) now recommends that
all diagnosed infants and chil-
dren less than two years of age
should begin antiretroviral ther-
apy regardless of the child's

clinical or immunological stage.

(Children under 12-months with
clinically diagnosed presumptive
severe HIV should also begin
treatment, but confirmation of
infection should be obtained as

soon as possible.)

The children with HIV Early
Therapy (CHER)

study of infants (aged six-to-

Antiretroviral

twelve weeks) in South Africa
compared the outcomes of
those starting limited treatment
immediately with those defer-
ring treatment until CD4 per-
centage dropped below certain
levels or if symptomatic and
(The

deferred

severe disease occurred.
study's criteria for
treatment were only slightly dif-
ferent from South African or

WHO guidelines.) It found the
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risk of death for infants who be-
gan treatment immediately was
76% lower than the deferred
treatment group.

The USA

ment for all infants with HIV,

recommends treat-

regardless of CD4 percentage,
clinical status or viral load. The
2009 guidelines produced by
the Paediatric European Net-
work for Treatment of AIDS
(PENTA) also advocate treat-
ment for all infected children
under 12 months regardless of
clinical or immunological stage.
Other countries’ guidelines may
be revised to reflect WHO rec-
ommendations and the CHER
study’s findings.

While there is an emerging con-
sensus on initiating therapy im-
mediately in infected infants,
there is ongoing debate as to
when treatment should begin in
young children. According to US
and PENTA guidelines treatment

is recommended if significant

symptoms are evident or per-
centage CD4 count has de-
creased to below 20-25% for
children aged between one and
five years. WHO 2010 recom-
mendations suggest the initia-
tion of ART for all HIV-infected
children between two and five
years with either a CD4 count of
750 or below, or a CD4 percent-
age of 25 or below, whichever is
lower, irrespective of clinical
status. Arguments for earlier
evidence

treatment include:

that disease progression is
faster in young children; that
there is an association between
severe HIV disease and persis-
tent neurocognitive deficits in
adolescent long-term survivors
of prenatally acquired HIV; and
that ART can reduce TB, en-
cephalopathy and bacterial in-
fections that occur even at high
CD4 levels, as well as improve

physical growth.
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Advocates for earlier treatment
also point to studies showing
that the risk of disease progres-
sion is identical between adults
and over-5s so it follows that
any argument for earlier initia-
tion in adults should also apply
to older children. Arguments for
deferring treatment include a
lack of information on the long
term effect of doing so, and the
additional cost and burden of
adherence due to a longer over-
all period of treatment.
Which antiretroviral drugs
should be used?
As with adults,
therapy with at

antiretroviral
least three
drugs is recommended for chil-
dren as this prevents HIV from
becoming resistant to any single
drug. It is usually recommended
that this therapy should consist
of two nucleoside reverse tran-
(NRTISs)

combined with either one non-

scriptase  inhibitors

nucleoside reverse transcriptase
inhibitor (NNRTI) or a protease
inhibitor (PI). If a child has
been exposed to NNRTIs during
treatment to prevent mother-to
-child transmission (common in
most PMTCT interventions in
developing countries) then his
or her treatment should contain
PIs. However, this not really
feasible in most countries where
the need for this treatment is
greatest as PIs are expensive
and have special storage re-

quirements.

There are many factors that can
influence the choice of drugs for
children. Considerations about
medications that the mother
may have received during preg-
nancy , the toxicity of certain
drugs, and whether the child is
still breastfeeding , all need to
be taken into account when

choosing a regimen.
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Definitions of medical terms related to HIV/
AIDS, STIs and TB

/\/

Dear readers, this section
is believed to provide eas-
ily consumable meanings
and definitions of medical
terms specifically related

to HIV/AIDS, STIs and TB.
The editors of this digest be-

lieve this section would
enlighten readers with such
medical terms with simple
and comprehendible lan-
guage and support their
daily routines.

Neuropathy
A disorder

nerve cells are damaged. Symp-

that occurs when

toms range from a tingling sensa-
tion or numbness in the toes and
fingers to paralysis. Neuropathy
can occur as a result of HIV infec-
tion or as a side effect of certain
anti-HIV drugs.

Photosensitivity

Increased sensitivity of skin to
sunlight or ultraviolet light. Pho-
tosensitivity commonly causes
reddening and blistering of the
skin and in time increases a per-
son’s risk of skin cancer. Photo-
sensitivity may occur as a side
effect of some drugs or as a re-

sult of HIV infection.

Provirus
A DNA version of HIV’'s genetic
material that has been integrated

into the host cell’s own DNA.

Viral Load

The amount of HIV RNA in a
blood sample, reported as num-

ber of HIV RNA copies per mL of
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important indicator of HIV pro-
gression and how well treatment
is working. The VL can be meas-
ured by different techniques, in-
DNA

(bDNA) and reverse transcriptase

cluding branched chain
-polymerase chain reaction (RT-
PCR) assays. VL tests are usually
done when an individual is diag-
nosed with HIV infection and at

regular intervals after diagnosis.

Virologic Failure

Inability of anti-HIV drug treat-
ment to reduce viral load or to
maintain suppression of viral
load. Virologic failure is the most
common type of treatment failure
and may lead to immunologic and

clinical failure.

Toxoplasmosis

An infection caused by the para-
site Toxoplasma gondii. The para-
site is carried by cats, birds, and
other animals, and is also found

in soil contaminated by cat feces

and in meat, particularly pork.
Infection can occur in the lungs,
retina of the eye,

heart, pan-

creas, liver, colon, testes, and
brain. Toxoplasmosis of the brain
is considered an AIDS-defining

condition in people with HIV.

Tolerability

Term used to indicate how well a
particular medication is tolerated
or endured when taken by people
at the usual dosage. Good toler-
ability means that medication
side effects don’t cause people to

stop using the drug.

Treatment Failure
A broad term describing failure of

an anti-HIV treatment to ade-
quately control HIV infection. The
three types of HIV treatment fail-
ure are virologic, immunologic,
and clinical failure. Factors con-
tributing to treatment failure in-
clude poor adherence, drug

resistance, and drug toxicity.
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Western Blot

A laboratory technique used to
detect a specific protein. A West-
ern blot test to detect HIV pro-
teins in the blood is used to con-
firm a positive HIV antibody test
(ELISA).
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Invitation
Dear readers,

Ethiopian Public Health Association as usual decently
calls readers of this PH Digest to ahead your valuable
suggestions and comments which significantly makes
difference on the quality of the Digest. Likewise the
editors solicit researchers and health professionals to
provide your research endeavors which will play key

roles in providing substantial and up-to-date

information for those who are engaged in safekeeping
of the public health.
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Glossary

e Adjusted Odds Ratio (AOR):-
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e Multiple Logistic Regression:-
TR FACT hPGaL FIAC 2C PAFDT
AITHS ARTE ATT190C PU1mP9P ead0rth
A ho-::

e Negative Correlation :- ¢r1anmi
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Positive Association :- ¢pt+E

+anc
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e Statistical Package for Social
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e Ratio:- N1 C e Waist-hip-ratio :- ¢85 om0
e Random sampling:- NN goppy
PTG A 47 Pao9 LT NN
e Sampling techniques:- ¢qovq
ADANL: HE,
e Semi Structured Questioner :-
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