HOSPITAL PHYSICIAN

INFECTIOUS DISEASES BOARD REVIEW MANUAL

STATEMENT OF
EDITORIAL PURPOSE Long-Term Treatment
The Hospital Physician Infectious Diseases Board C Ompli Cati OI]S in HIV

Review Manual is a study guide for fellows
and practicing physicians preparing for board °

examinations in infectious disease. Each man- IllfeCthn
ual reviews a topic essential to current prac-
tice in the subspecialty of infectious diseases.

Contributors:
PUBLISHING STAFF Elisa I. Choi, MD
PRESIDENT, GROUP PUBLISHER

I o Modici
Bruce M.White nstructor in Medicine

Harvard Medical School
EDITORIAL DIRECTOR
Debra Dreger Boston, MA
SENIOR EDITOR Howard Libman, MD
Bobbie Lewis Associate Professor of Medicine
ASSOCIATE EDITOR Harvard Medical School
Tricia Faggioli

Boston, MA
EDITORIAL ASSISTANT

Farrawh Charles
EXECUTIVE VICE PRESIDENT
Barbara T.White
EXECUTIVE DIRECTOR
OF OPERATIONS

Jean M. Gaul Table of Contents
PRODUCTION DIRECTOR
Suzanne S. Banish
PRODUCTION ASSOCIATE
Kathryn K. Johnson

Introduction . ........ciiiieeeeeeeeeneeees?

ADVERTISING/PROJECT MANAGER CaseStudy 1 ......... . iiiiiiiiiiiil2
Patricia Payne Castle
SALES & MARKETING MANAGER CaseStudy2 7

Deborah D. Chavis

CaseStudy 3 ..............coiiiiiill 9
NOTE FROM THE PUBLISHER:

This publication has been developed with- Case Study 4
out involvement of or review by the Amer-

ican Board of Internal Medicine.

References ......vviiiiiiineiennnnneaena.ll

Endorsed by the
E Association for Hospital
Medical Education Cover Illustration by May S. Cheney

Copyright 2007, Turner White Communications, Inc., Strafford Avenue, Suite 220, Wayne, PA 19087-3391, www.turner-white.com. All rights reserved. No part of
this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means, mechanical, electronic, photocopying, recording, or
otherwise, without the prior written permission of Turner White Communications. The preparation and distribution of this publication are supported by sponsor-
ship subject to written agreements that stipulate and ensure the editorial independence of Turner White Communications. Turner White Communications retains
full control over the design and production of all published materials, including selection of appropriate topics and preparation of editorial content. The authors
are solely responsible for substantive content. Statements expressed reflect the views of the authors and not necessarily the opinions or policies of Turner White
Communications. Turner White Communications accepts no responsibility for statements made by authors and will not be liable for any errors of omission or inac-
curacies. Information contained within this publication should not be used as a substitute for clinical judgment.

www.turner-white.com Infectious Diseases Volume 10, Part 1 |

next page §



INFECTIOUS DISEASES BOARD REVIEW MANUAL

Long-Term Treatment Complications in
HIV Disease

Elisa 1. Choi, MD, and Howard Libman, MD

INTRODUCTION

The advent of highly active antiretroviral therapy
(ART) in 1996 revolutionized the care of HIV-infected
patients. Morbidity and mortality from opportunistic
infections and malignancies have been greatly reduced,
and HIV disease is now managed as a chronic medical
condition. However, despite these benefits, longitudi-
nal data from cohorts of HIV-infected persons have
shown that long-term ART use is associated with sev-
eral complications, including lipodystrophy syndrome,
lactic acidosis/acidemia, peripheral neuropathy, and
bone disorders. These complications have had a signifi-
cant negative impact on quality of life for many patients
and may predispose to further comorbidities, such as
atherosclerotic disease and premature bone fractures.
In this article, we provide case examples of each of the
major categories of ART-related complications and dis-
cuss their diagnosis and management.

CASE STUDY |

INITIAL PRESENTATION

An asymptomatic 38year-old man diagnosed with HIV
infection 6 years ago presents for a routine visit.

HISTORY

At the time of diagnosis, the patient’s baseline CD4 cell
count was 140/mm® and his viral load was 82,600 copies/
mL. Other laboratory results included a fasting glucose of
84 mg/dL and a total cholesterol of 220 mg/dL, with a
low-density lipoprotein (LDL) component of 140 mg/dL
and a triglyceride level of 424 mg/dL. He was started on
stavudine (d4T), lamivudine (3TC), and nelfinavir. His
CD4 cell count increased to 460/mm?® and his viral load
has been less than 50 copies/mlL. However, over the past
year, he has become concerned about “sunken cheeks.”

The patient has hypertension, but there is no history
of diabetes mellitus, liver disease, or thyroid disease.
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He does not exercise regularly. There is a history of
coronary artery disease in both parents and an older
brother. He has smoked a half-pack of cigarettes per
day for 15 years. He consumes alcohol approximately
twice per week in moderate amounts.

PHYSICAL EXAMINATION

Physical examination reveals a blood pressure of
132/94 mm Hg, facial wasting (Figure), thinned extremi-
ties, and prominent superficial veins. Laboratory studies
are noteworthy for a triglyceride level of 880 mg/dL.

¢ What are the clinical manifestations of lipodystrophy
syndrome?

Lipodystrophy syndrome (LDS) refers to a constella-
tion of morphologic and metabolic derangements that
include (1) body fat redistribution, (2) dyslipidemia, and
(3) glucose intolerance and diabetes mellitus. These ab-
normalities can occur separately or in combination.

Body Fat Redistribution

Body fat redistribution is characterized by lipohyper-
trophy (fat accumulation) and/or lipoatrophy (fat wast-
ing). Physical findings of lipohypertrophy may include
a prominent dorsocervical fat pad (“buffalo hump”),
breast enlargement, abdominal visceral fat deposition,
and lipomatosis (localized areas of fat accumulation). In
lipoatrophy, the main physical findings include “sunken
cheeks” and thinning of the buttocks and extremities
associated with prominent veins (pseudovenomegaly)
related to the loss of subcutaneous fat. Lipohypertrophy
and lipoatrophy can occur separately or together, and
they may involve 1 or multiple body regions.

Dyslipidemia

LDS-associated lipid abnormalities include increased
serum total cholesterol, triglyceride, and LDL levels and
decreased high-density lipoprotein (HDL) levels, al-
though increases in HDL have been reported with non-
nucleoside reverse transcriptase inhibitors (NNRTIs).'
These various lipid abnormalities, like the manifestations
of body fat redistribution, may occur separately or
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