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High morbidity and mortality associated
with non-AIDS defining conditions in
HIV-infected patients in Spain

Infections are the most important cause of
hospital admission in HIV-infected people.
The knowledge of which conditions most fre-
quently require hospitalisation could help to
establish more appropriate diagnostic and
prophylactic strategies in these patients. We
analysed the causes of admission in an AIDS
reference institution in Madrid, Spain. In
order to discover trends and the emergence of
new conditions, two different periods were
compared. Medical charts obtained from
patients admitted in 1989 and 1992 were
reviewed. The main diagnosis as well as other
associated diagnoses were considered. The
table shows the most frequent conditions in
each year.

Bacterial pneumonia was the most frequent
diagnosis both in 1989 and 1992. However,
the incidence in hospitalised patients declined
from 195 episodes in 1989 to 96 in 1992
(p < 0 01). Tuberculosis (pulmonary as well
as extrapulmonary) was the most frequent
opportunistic infection, causing 178 episodes
in 1989 and 86 in 1992 (p < 0 01). Pneumo-

Episodes of diseases and cause of death in HIV +
hospitalised patients.

1. Bacterial pneumonia*
2. Tuberculosis

Extrapulmonary
Pulmonary*

3. Oesophageal candidiasis
4. Pneumocystis pneumonia
5. Viral liver disease*
6. Chronic diarrhoea

Cryptosporidiasis
Cause unknown*

7. Endocarditis*
8. Soft tissue infections*
9. Cerebral toxoplasmosis

10. CMV disease
11. AIDS dementia complex
12. Kaposi's sarcoma
13. Lymphomas
14. Anogenital herpes
15. Salmonella bacteraemia
16. Bacterial meningitis*
17. Visceral leishmaniasis*
18. Cryptococcosis
19. Wasting syndrome
20. HIV-myelopathy
21. Arthritis*
22. Herpes zoster
23. Disseminated candidiasis
24. Sinusitis*
25. HIV-polyneuropathy
26. MAC disease
27. Progressive multifocal

leukoencephalopathy
28. Other/Unknown*
Total:
Non-AIDS infections:

Epidoses

1989 1992

195 96
178 86
123 52
55 34
97 43
91 22
51 37
38 32
23 11
15 21
35 32
33 10
33 18
24 40
24 18
21 13
17 9
13 11
12 4
10 1
9 9
9 6
7 3
7 3
6 3
4 9
4 6
4 4
4 7
3 23

3 5
28 3

961 553
441 250
(39%) (37%)

Deaths

1989 1992

9 12
8 10
8 10
0 .0
0 0

6 0
4 3
1 4
1 3
0 1
2 2
0 0

3 3
0 6
3 7
0 3
2 4
0 0

0 1
1 0
2 1
1 2
1 1
0 0

0 0

0 1
0 1
0 0

0 0

0 3

1 2
2 27

46 93
20 46
(43%) (49%)

cystis carinii pneumonia (PCP) episodes
decreased from 91 cases in 1989 to 22 cases
in 1992 (p < 001).

In contrast, disseminated Mycobacterium
avium complex (MAC) infection was seen in
only three hospitalised patients in 1989 but
caused admission in 23 patients in 1992 (p <
0.01). Similarly, the incidence of dissemi-
nated cytomegalovirus (CMV) infection rose

from 24 cases in 1989 to 40 cases in 1992 (p <
0.05).

Together with bacterial pneumonias, the
most frequent non-AIDS defining infections
seen in hospitalised patients were compli-
cated/decompensated chronic viral liver dis-
ease (particularly that caused by hepatitis C
and delta viruses), endocarditis, soft tissue
infections, and visceral leishmaniasis (see
table). A high proportion of these conditions
is associated with active drug addiction prac-

tices, which were admitted by more than 60%
of hospitalised patients. Non-AIDS defining
infections, except visceral leishmaniasis,
seemed to occur more frequently in patients
who were not severely immunosuppressed.
This may explain why admissions caused by
these conditions usually were not associated
with other illnesses at the same time. In con-

trast, more than a half of the patients admit-
ted with symptoms caused by opportunistic
infections suffered more than one condition
(data not shown). About 40% of the total
number of episodes of disease observed in
HIV + hospitalised patients corresponded to
non-AIDS defining infections, and this pro-

portion remained unchanged in the last four
years. However, the number of episodes of
bacterial pneumonia, the most frequent non-

AIDS defining infection, decreased dramati-
cally (about a half in 1992 compared with
1989). It may be due to more frequent out-
hospital antibiotic therapy in recent years, and
because since 1989 PCP prophylaxis with cot-
rimoxazole has been expanded to a large pro-
portion of HIV-infected patients attending
our institution.
The length of stay in hospital was shorter

for non-AIDS defining infections compared
with other conditions (10 days versus 19 days
in 1989; and 14 days versus 26 days in 1992)
(p < 0 05). Furthermore, mortality associated
with non-AIDS defining infections was lower
than that caused by AIDS conditions (18 ver-

sus 26 in 1989; and 18 versus 48 in 1992).
Thus, morbidity caused by non-AIDS defin-
ing infections should be considered an impor-
tant cause (40%) of hospital admission in
HIV-infected patients, and this may influence
future prophylactic regimens. The inclusion
of recurrent pneumonia and pulmonary
tuberculosis as criteria for AIDS in Europe, as

proposed by the European Centre for the
* Conditions not included among the 1987 CDC AIDS defin-
ing illnesses.
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Epidemiological Monitoring of AIDS,' may
more appropriately describe HIV-infected
patients requiring hospitalisation.
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Chlamydia trachomatis infection in
males attending general practitioners

In males, C trachomatis is the most common
cause of non-gonococcal urethritis and cases
of epididymitis and proctitis.' Until recently
tissue culture isolation from urethral swabs
was the primary laboratory procedure for
detection of C trachomatis in males. Several
non-culture methods of detecting the organ-
ism, mainly based upon immunological
techniques, have replaced tissue culture in
many diagnostic laboratories. The two most
common techniques for detecting chlamydial
antigen are direct immunofluorescence
(DIF) and enzyme immuno-assay (EIA).
Examination of first void urine (FVU)
samples using EIA to detect C trachomatis
antigen appears to be as sensitive as taking
urethral swabs for diagnosis in men.2
We have studied chlamydia prevalence in

males attending their general practitioners
from whom a mid stream urine sample
(MSU) was submitted for routine bacteriol-
ogy for suspected urinary tract infection.
Direct microscopy and culture were first per-
formed. Samples which had more than 5 pus
cells per high power field but no bacterial
growth were tested for chlamydia antigen in
an EIA (Dako) and all repeatedly reactive
samples were confirmed by DIF using fluores-
cein labelled monoclonal antibody (Syva,
Microtrak). The DIF was read by two
observers. A preparation showing at least two
or more chlamydial elementary bodies (EB)
was defined as positive.
A total of 293 patients were studied over a

period of 18 months. Eighteen samples were

positive for C trachomatis (table). A further
four samples were reactive in the EIA but
could not be confirmed by DIF and were

therefore considered as negative for the pur-
pose of this study.

Overall, 6% patients with sterile pyuria
were positive for C trachomatis. However,
15/18 (83%) were from males under 30 years;
15% of all urines submitted from that age
group were positive for chlamydia. In an ear-
lier report3 19% of patients with sterile pyuria
were reported as chlamydia positive but there
was no information on type or age distribution
of the patient population. It is possible that
dysuria and pyuria in the patients we studied
was an indication of urethritis rather than
UTI. Chlamydial infection was not suspected
in these patients as urethral swabs were not
submitted. Asymptomatic or unsuspected
chlamydial infection is an important link in
spread of infection. Many of these patients
may not perceive themselves at risk or may be
reluctant to attend genitourinary clinics.
Although urethral swabbing is considered by
many as invasive, a urine sample is a non-
invasive sample and simplifies the investiga-
tions for C trachomatis. In our opinion routine
testing for C trachomatis of urine samples with
sterile pyuria from males, especially under 30
years of age, is of clinical benefit. The rela-
tionship between patients' presenting symp-
toms and chlamydia infection needs to be
investigated further. Many general practition-
ers already screen women for chlamydia infec-
tion, and the comparative sensitivity of urine
samples makes the diagnosis of chlamydial
infection in males easily accessible.
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Genital ulceration secondary to Epstein
Barr virus infection

We wish to report the case of a 13 year old girl
who presented to the Christchurch Sexual
Health Centre in January 1994 with marked
genital ulceration secondary to an acute
Epstein Barr virus (EBV) infection. She had
been previously well and was on no current
medication. She was not sexually active and
denied oral-genital contact from a stable
boyfriend who himself was asymptomatic.

She presented with fever and dysuria and
examination of the vulva revealed three very
large deep genital ulcers on the labia minora
which had vivid purple borders. Shotty
inguinal lymph nodes were present and her

Age distribution ofpatients with C trachomatis infection

Age in years No. ofpatients tested No. positive (%O)
All 293 18 (6)
< 30 99 15 (15)
< 40 158 17 (11)
> 40 135 1 (0.7)
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