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Conferences

The definition and staging of Human Immunodeficiency
Virus infection and Acquired Immunodeficiency Syndrome
appropriate for India, Madras, Tamil Nadu, 29-30 July 1995

A round-table conference of national and international experts
was held to reach a consensus on the definition and staging of
human immunodeficiency virus (HIV) infection and acquired
immunodeficiency syndrome (AIDS), which could be appropri-
ate for India. There were participants from Japan, Madras, Mumbai,
Pondicherry and Vellore.

A simplified case definition and staging of mv disease,
appropriate for India, was proposed by this group who met under
the auspices of the Dr M.G.R. Medical University, Madras, Tamil
Nadu. HIV disease should be diagnosed on the basis of laboratory
evidence of HIV infection and the presence of one or more
secondary conditions such as infectious diseases, neurological
illnesses, malignancies or constitutional manifestations.

It was agreed that the existing case definitions of AIDS are
unsuitable for India for several reasons. Some definitions are for
surveillance, epidemiological or medical insurance purposes, but
not for clinical diagnosis. Other definitions depend on laboratory
tests that are not widely available even in tertiary care centres in
our country, or are too general and have an unacceptably low
specificity. Except for one group of investigators who have
suggested a simplified case definition, no authoritative or collec-
tive recommendation for India has been published.'>

Early HlV disease is marked by secondary infection due to
virulent or intermediate pathogens and/or when there is good
clinical response to treatment of secondary condition(s). Failure
of response to standard therapy for secondary diseases, opportu-
nistic infectious disease or terminal stage illnesses qualify for late
HfV disease. Every case of HfV disease should be reported to
health department officials, but without disclosing the name or
any other identification of the person. For clinical purposes the
term HIV disease is preferred to the term AIDS. Awareness of
these lacunae led to the following consensus.

HIV INFECTIONS AND DISEASE
It was recommended that the term AIDS should not be used in
clinical diagnosis, but remain restricted to scientific communica-
tions, medical and general education and awareness creation. In
medical case notes and certificates, the term HIV should be used
instead of AIDS.

HIV should be diagnosed on the basis of (i) laboratory-proven
HfV infection, and (ii) signs/symptoms of secondary diseases.
Hl V should be staged as early and late. Thus an infected indi-
vidual goes through the sequential phases of an asymptomatic
period (designated HfV infection), has signs or symptoms of early
stage HfV disease and then those of late stage HfV disease. These
terms and definitions should be used for clinical and epidemio-
logical purposes. Late stage mv disease will fit the term AIDS in
some case definitions and early and late stages will fit the term
AIDS in other case definitions.

DETECTION OF HIV INFECTION
mv infection is not an illness per se, but is present during the
incubation period of mv disease and during the disease itself. It

is detected only by laboratory testing. There are very limited
indications for testing asymptomatic individuals for HIV infec-
tion. These include: (i) blood safety in transfusion services;
(ii) voluntary request; (iii) identifying the source of infection in
certain specific situations such as the mother of an infected child,
or spouse of an infected person; and (iv) the index person in an
incident of needle-stick injury and if positive, the health care
worker with such an injury.

An HIV infected person may be in the 'window period' when
the antibody may not be detectable; at the stage of acute
seroconversion illness; completely asymptomatic; have some
signs or symptoms unrelated to the infection or its consequences;
or have HIV disease. We endorse the test protocols and sequences
for detecting HIV infection, as recommended by the World Health
Organization.' Tests should be conducted after counselling and
obtaining consent except when such steps are not relevant. Screen-
ing of blood in blood banks should not be used mainly to diagnose
HfV infection. Instead, blood banks should choose between two
alternate policies: (i) to test anonymously and not declare the
result, or (ii) to provide the screening test result under counselling
with further directions for subsequent action. In all situations,
strict confidentiality should be maintained.

DIAGNOSIS OF HIV DISEASE
Four sets of secondary conditions mark HIV disease. They are:
(i) infections, (ii) neurological diseases, (iii) malignancy, and
(iv) constitutional manifestations. When such secondary condi-
tions warrant, subjects should be tested for evidence of HIV
infection. When both criteria, namely HIV infection and second-
ary conditions are present, the diagnosis is HIV disease. We do
not recommend the CD4 cell count or an absolute lymphocyte
count as criteria for making a diagnosis of HIV disease.

Secondary infectious diseases
These may be due to primary, intermediate or opporturusuc
pathogens. These. distinctions are somewhat arbitrary. When a
person with typhoid fever, shigella dysentery or malaria, caused
by prevalent primary pathogens, responds well to standard therapy,
there is no need to check if the disease is secondary to immune
perturbations caused by HIV infection. Recurrence of disease due
to primary pathogens, especially bacterial pneumonia due to
Pneumococcus or bacterial septicaemic illnesses, as well as the
occurrence of uncommon diseases such as staphylococcal
pyomyositis are indications to investigate if immune deficiency
has been caused by HIV infection. When infections are due to
intermediate (Candida spp., Cryptococcus, Cytomegalovirus,
Toxoplasma) or opportunistic pathogens (Pneumocystis,
Cryptosporidium, etc. ),.then there is a need to search for predis-
posing factors, one of which is HIV infection. We consider
tuberculosis (TB) to be in this category as HIV infection is being
increasingly recognized as a predisposing condition for TB.
Salmonellae other than S. typhi are also intermediate pathogens,
especially when they cause septicaemic illnesses. It is now gen-
erally recognized that many sexually transmitted diseases (STDs)
may have accelerated progress or unusually severe tissue damage
in HIV infected subjects. These features also require investigation
for the predisposing cause of HIV infection. While in an ideal
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situation the diagnoses of all infectious diseases should be pre-
sumptive, aetiological diagnosis of secondary diseases is accept-
able in HIV disease.

We do not recommend an exhaustive list of secondary infec-
tions as criteria for diagnosing HIV disease. Physicians must,
however, use their clinical judgement to choose the conditions
that point to potential immune deficiency which require testing
for HIV infection. When laboratory evidence for HIV infection is
found, then the patient with any secondary infectious disease is
diagnosed to have HIV disease.

Secondary neurological diseases
Diseases of the brain spinal cord or peripheral nerves have been
recognized as being due to HIV infection per se, secondarily by
other infections or due to malignancies. The neurological disease
should be diagnosed on the basis of the anatomical site and the
pathological process of the lesion, and supported by reasonable
laboratory evidence wherever appropriate. Such diseases, whether
primary (dementia, meningoencephalitis, etc.) or secondary
(lymphoma, toxoplasmosis) qualify for the diagnosis of HIV
disease when the patient has laboratory evidence of HIV infec-
tion.

Secondary malignancies
The recognized secondary malignancies of HIV infection are
Kaposi's sarcoma, lymphomas, invasive carcinoma of the cervix,
and carcinoma of the penis, vulva or anus. These malignancies
should alert the physician to test for HIV infection. The status of
other malignancies is not clear vis a vis HIV infecton. However,
there is a case for HIV testing when rare malignancies are seen, or
when the progression of malignancy is unusually rapid. In all such
instances the combination of malignancy and HIV infection calls
for the diagnosis of HIV disease.

Constitutional manifestations
Recognizable loss of weight, chronic or recurrent fever and
chronic or recurrent diarrhoea from unexplained causes are con-
stitutional manifestations of HIV disease. We also include persis-
tent generalized lymphadenopathy in this category.

STAGING OF HIV DISEASE
HIV disease should be staged as being early.or late. Infections due
to primary or intermediate pathogens which respond well to
therapy indicate early disease. Failure of standard therapy or
terminal illnesses indicate late disease. For example, TB respond-
ing to standard therapy in an HIV -infected subject marks early
HIV disease; TB not responding to standard therapy qualifies for
late disease. Diseases due to opportunistic pathogens also indicate
late disease. This staging scheme is for the purpose of clinical
diagnosis and not for research protocols or for prognostication.
Once a person is diagnosed to have early disease he or she should
not be reverted to the HIV infection category even after clinical
improvement; similarly from designated late disease a person
should not be reclassified to an early stage.

REPORTING FOR EPIDEMIOLOGY
Every case ofHIV disease, early or late, should be reported to the
State AIDS Control Cell, the National AIDS Control Organiza-
tion or the local health department. The report should state HIV
disease as the diagnosis and name the secondary condition(s)
present at the time of diagnosis.

Unlike in 'case notification' here the name or identity of the
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person should not be reported, but only the age, gender and the
place of residence (as town or taluka) should be given. The fact
that the case has been reported should be recorded in the notes. If
a patient is referred to any hospital or specialist, the fact that the
case has been notified must be stated in order to avoid duplicate
reporting. We do not at the present time recommend reporting of
asymptomatic HIV infection.

PROPHYLAXIS
We recommend azidothymidine (AZT) prophylaxis in preg-
nancy, against vertical transmission.' In other situations, we do
not recommend AZT prophylaxis or treatment, especially on a
routine basis. At present we do not recommend primary
chemoprophylaxis against tuberculosis, pneumocystis disease or
toxoplasmosis in HIV -infected subjects. However. after an epi-
sode of illness due to pneumocystis or toxoplasma, secondary
prophylaxis should be given.
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International Workshop on Types of Diabetes Peculiar to the
Tropics, Cuttack, Orissa, 17-19 October 1995

It is widely accepted that the clinical spectrum of diabetes noted
in the tropics and subtropics differs in certain respects from
diabetes observed in populations of European origin. Extensive
reporting on the more prevalent atypical forms led the World
Health Organization Study Group (1985) to recognize malnutri-
tion-related diabetes mellitus (MRDM) as a separate class of
diabetes with two subgroups: fibrocalculous pancreatic diabetes
(FCPD) and protein-deficient pancreatic diabetes (PDPD).

This recognition was of great help, but did not succeed in
resolving the divergent opinions and controversies particularly
with respect to PDPD, possibly as this occurs only in certain
geographic areas where malnutrition is prevalent as well as for the
lack of specificity of diagnostic criteria and adequate information
on its genetic and pathogenic basis. The term protein-deficient
'pancreatic' diabetes was replaced by protein-deficient diabetes
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mellitus (PDDM) as there was no evidence of exocrine pancreatic
mvolvemenr-in this clinical setting.

Further, it is observed that FCPD did occur, not infrequently,
in well-nourished individuals in the absence of alcohol intake,
gall-bladder disease or hyperparathyroidism. Its classification
along with other primary forms of diabetes and the suggestion that
it occurs specifically in malnourished subjects was felt to be
inappropriate.

In order to discuss the basic issues involved in these controver-
sies, an international workshop was held in Cuttack. Delegates
from eight countries belonging to 10 related disciplines partici-
pated. Dr P. H. Bennett from the National Institutes of Health,
USA, joined as a representative of the WHO.

The presentations included epidemiology, clinical data, ex-
perimental observations, pathology of the pancreas, imaging and
surgical procedures, genetics, HLA connections and ICA as well
as GAD antibody status. Besides, 36 patients typed as PDDM,
FCPD and lean NIDDM were displayed for detailed examination
by the participants.

The consensus statements drafted by 3 different groups were
finally presented to the full house where the following (abridged)
was unanimously adopted:

Protein-deficient diabetes mellitus (PDDM)
The clinical syndrome of diabetes that occurs in young malnour-
ished individuals with the following characteristics:

1. Early onset of diabetes-usually below 30 years of age.
2. Insulin required to obtain adequate glycaemic control.
3. Not prone to ketosis.
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4. Absence of imaging evidence of pancreatic calculi or ductal
dilatation.

5. Low body mass index (usually below 17) with other clinical
features of malnutrition and often with growth retardation.

This condition is to be termed 'malnutrition-modulated diabe-
tes mellitus' (MMDM) instead of PDDM.

Fibrocalculous pancreatic diabetes (FCPD)
1. FCPD, due to chronic calculous pancreatopathy, occurs in

tropical and developing countries unrelated to alcoholism or
other recognized aetiological factors.

2. Diabetes, pancreatic calculi and/or ductal dilatation are essential
features. Pain and steatorrhoea occur but their absence does
not preclude the diagnosis.

3. Abnormal exocrine pancreatic function is invariably present
but is confirmed only by investigations.

4. The aetiology of FCPD is uncertain. The roles of nutritional,
environmental and genetic factors need further investigation.

NIDDM in lean subjects
With reference to the WHO classification of NIDDM into obese
and non-obese subclasses, in some developing countries the latter
is commoner. A proportion among the non-obese have very low
body-weight with a body mass index of less than 18.5.

Further research is required into this group of patients with low
body-weight and NIDDM.

B. B. TRIPATHY

K. c. SAMAL

Obituaries
Many doctors in India practise medicine in difficult areas under trying
circumstances and resist the attraction of better prospects in western coun-
tries and in the Middle East. They die without their contributions to our
country being acknowledged.

The National Medical Journal of India wishes to recognize the efforts of
these doctors. We invite short accounts of the life and work of a recently
deceased colleague by a friend, student or relative. The account in about
500 to 1000 words should describe his or her education and training and
highlight the achievements as well as disappointments. A photograph
should accompany the obituary.

-Editor


