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Abstract

INTRODUCTION-Paediatric HIV/AIDS differs from adult HIV.With the availability of antiretroviral therapy
(ART), HIV infection, has now become a chronic treatable condition in children.

AIMS AND OBJECTIVES: 1) Study different clinical presentations of HIV/AIDS in paediatric age group (18
months -15yrs)METHODS: It was a hospital based observational study. The case records of all children
diagnosed with paediatric HIV infection between 1% July 2007 to 30th June 2017 who fulfill the inclusion and
exclusion criteria were reviewed and their clinical profile prevalence were evaluated.RESULTS:In the study
31(25.84%) cases were between 18 months-3yrs age, 49 (40.83%) were between >3yrs -5yrs and 40 (33.33%)
were of more than 5 yrs age. Majority of the children were from rural area 68 (56.7%) and 52(43.3%) were
from urban area. Perinatal (vertical) mode of transmission was the most common mode of transmission. There
were 10 (8.3%) asymptomatic cases. Fever was the most common presenting complaint. On clinical
examination undernutrition was the most common finding. In the present study 45 cases who were on ART were
followed up atleast once. Majority of the followups were for respiratory problem and fever. The nutritional
status and the rates of common infection in these children on follow up were low .CONCLUSIONS: Intensified
screening of HIV infection in asymptomatic children by high suspicion will help in diagnosing HIV at the
earliest, and thus they can be subjected to early management helping in improving the immunological status
and thereby increase the life span of the child.
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I.  Introduction

HIV means Human Immunodeficiency Virus. HIV virus causes AIDS(Acquired Immunodeficiency
Syndrome) also known as SLIM disease. AIDS is the end stage of disease representing breakdown of immune
defense mechanism, leaving patient prey to progressive opportunistic infections and malignancies.Infection
occurs when the virus integrates with the genetic material of a CD4 white blood cell in the immune system.
Children of today are the youth of tomorrow. HIV affects this very precious generation and bears grave
consequences to our future, our nation, the continent and the world at large. Ever since, the report of first
paediatric case in 1983, there has been an alarming increase in the rate of disease™There is an increased
frequency of malnutrition and infections that may be more persistent, severe and less responsive to treatment. In
addition, these growing children are left with inescapable challenges of facing not only lifelong adherence with
complex treatment regimens, but also enormous psychosocial, mental and neuro-cognitive issues'. With the
availability of antiretroviral therapy (ART),HIV infection, has now become a chronic treatable condition in
children.lIt is important to concentrate on paediatric HIV as it differs from adult HIV regarding epidemiology,
mode of transmission, diagnosis, immunology, pathology clinical spectrum, management and presentation
AIMS AND OBJECTIVES:
Study different clinical presentations of HIVV/AIDS in paediatric age group (18 months -15 years).

Il. Materials And Methods
Setting -Paediatric OPD and Paediatrics Ward and ART plus Centre in Gauhati Medical College and Hospital,
Guwahati Assam.
Period of study- Duration of study was 1 year starting from 1st July 2016 to 30th June 2017
Study design- Hospital based observational study
Study population- All children diagnosed with paediatric HIV infection since 1% July 2007 till June 2017 in
Paediatric OPD and Paediatrics Ward and ART plus Centre, in Gauhati Medical College and Hospital Guwahati.
Inclusion criteria-Children between 18months-15yrs age with HIV reactive by rapid/ ELISA test.
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Exclusion criteria- Infants and children below 18months with clinical suspicion of HIV infection as per WHO
criteria for presumptive diagnosis of severe HIV disease.

Ethics-Ethical considerations were met through institutional ethical committee. The anonymity of the children
were maintained.

Method of study

The case records of all children diagnosed with paediatric HIV infection between 1% July 2007 to 30th June
2017 who fulfill the inclusion and exclusion criteria were reviewed and their clinical profile prevalence were
evaluated. Diagnosis of HIV was confirmed in those children by rapid antigen tests or ELISA. Confirmations of
all infections were done as per strategies suggested by WHO. Total of 120 both old and new cases were
included out of which 16 were newly enrolled cases during the study period.

A special proforma was designed to record the following information: demographic data, history at
presentation, clinical findings, nutritional status, developmental history, stage of disease, parental and sibling
status, mode of transmission .The details of management and follow-up were recorded.The socio economic
status was calculated using Modified BG Prasad socioeconomic classification scale, 2016.

I11. Results And Observation
Age distribution of the cases
In our study out of 120 cases, 31(25.84%) cases were between 2yrs - 3yrs age, 49 (40.83%) were between >3yrs
-5yrs and 40 (33.33%) were of more than 5 yrs age.

Table 1: Showing age distribution of cases

S.no Age Number Percentage

1 2yrs - 3yrs 31 25.84 %

2 >3yrs - 5yrs 49 40.83 %

3 > 5yrs 40 33.33%
Sex distribution of the cases

Out of 120 children there were 61 (50.8%) males and 59(49.2%) females

Table 2: Showing sex distribution of cases.

S.no Sex Number Percentage
1 Male 61 50.8%
2 Female 59 49.2%

Area distribution of the cases

Majority of the children were from rural area 56.7% (68) and 43.3% (52) were from urban area.

Table 3: Showing area of distribution of cases.

S.no Residence Number Percentage
1 Rural 68 56.7 %
2 Urban 52 43.3%

Distribution according to socioeconomic status
42(35%) cases belonged to lower class, 35(29.2%) belonged to lower middle class, 26(21.7%) belonged to
middle class and 17(14.1%) belonged to upper class.

Table 4: Showing distribution of socioeconomic status of cases.

S.no Class Number Percentage
1 Lower class 42 35 %

2 Lower middle class 35 29.2 %

3 Middle class 26 21.7%

4 Upper class 17 14.1 %

Mode of transmission

Perinatal (vertical) mode of transmission was the most common mode of acquiring HIV.In our study perinatal
mode of transmission comprised of 97.5% (117)cases, in 1.67% (2) the disease was transmitted through blood
and blood products and in 0.83% (1) the source was uncertain.
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Table 5:Showing distribution of mode of transmission of infection.

S.no Mode of transmission Number Percentage
1 Perinatal (vertical) 117 97.5%
2 Blood and blood products 2 1.67 %
3 Unknown 1 0.83 %

Complaints on first presentation

Fever was the most common presenting complaint and it was found in 64(53.3%) cases. Next common
presentation was recurrent/persistent cough found in 51(42.5%),followed by not gaining weight/weight loss and
it was found in 47(39.1%) cases. Other common presentations were loose stool in 30(25%), skin lesion in
26(21.6%), ear discharge in 16 (13.3%), oral ulcers in 14(11.66%), parotid enlargement in 9(7.5%) cases and
bleeding tendency in 1(0.83%), CNS manifestation 1(0.83%) (AFP).10 patients, that is 8.3%, were
asymptomatic

Table 6: Showing distribution of symptoms complaints on first presentation.

S.no Complaints Number Percentage
1 Fever 64 53. 3%
2 Recurrent/persistent cough 51 42.5%
3 Not gaining weight/weight loss 47 39.1%
4 Recurrent/persistent loose stool 30 25 %

5 Skin lesion 26 21.7%
6 Ear discharge 16 13.3%
7 Oral ulceration 14 11.66 %
8 Asymptomatic 10 8.3%

9 Parotid enlargement 9 75%
10 Bleeding tendency 1 0.83 %
11 CNS manifestation 1 0.83 %

Fig 1: Showing distribution of symptoms complaints on first presentation
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Clinical signs

On clinical examination, malnutrition was the most common finding and was found to be in 68
(56.67%), the next common findings were lymphadenopathy 54(45%) and skin lesions 26 (21.6%),
hepatosplenomegaly was present in 25(20.83%), pallor 20 (16.6%) while oral thrush present in 14(11.66%),
isolated hepatomegaly 13 (10.8%) and painless parotitis in 9(7.5%), isolated splenomegaly were present in
5(4.1%).0ther findings were clubbing present in 2(1.67%) and bleeding tendency (purpura) in 1(0.83%) and
CNS manifestation in 1(0.83%) cases. (CNS manifestation was in the form of AFP).

Table 7: Showing distribution of clinical signs of cases

S.no Signs Number Percentage
1 Undernutrition 68 56.67 %

2 lymphadenopathy 54 45 %

3 Skin manifestation 26 21.6 %

4 hepatosplenomegaly 25 20.83 %

5 Pallor 20 16.6 %

6 Oral thrush 14 11.66 %

7 Isolated hepatomegaly 13 10.8 %

8 Parotitis 9 75 %
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9 Isolated splenomegaly 5 4.1%

10 Clubbing 2 1.67%
11 Bleeding tendency(purpura) 1 0.83 %
12 CNS manifestation 1 0.83 %

Fig 2: Showing distribution of clinical signs of cases
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Out of the total 120 cases in the study, 45 cases had follow up and were on ART
Complaints on follow up

Majority of the follow ups were for respiratory complaints and fever seen in 20% and17.8% cases
respectively. Other complains were of not gaining weight in 15.6%, recurrent/persistent loose stool in 8.9%,
skin lesion in 8.9%, parotid enlargement in 4.4%, ear discharge in 2.25%, oral ulceration 2.25% cases. Only six
patients 13.33% in their follow ups were asymptomatic.

Table 8: Showing distribution of complaints on follow up

S.no Complaints Number Percentage
1 Recurrent/persistent cough 9 20 %
2 Fever 8 17.8%
3 Not gaining weight 7 15.6 %
4 Asymptomatic 6 13.3%
5 Recurrent/persistent loose stool 4 8.9 %
6 Skin lesion 4 8.9 %
7 Parotid enlargement 2 4.4 %
8 Ear discharge 1 2.25%
9 Oral ulceration 1 2.25%
Fig 3: Showing distribution of complaints on follow up
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Clinical presentation (signs) on folow up

Out of 45 cases who had follow up 22.2% had malnutrition,15.5% cases had lymphadenopathy, 8.9% had skin
manifestation, hepatosplenomegaly in 11.1%, isolated hepatomegaly in 8.9%, 4.4% had parotitis, 4.4% had
clubbing, 4.1% had pallor, 2.25% Oral thrush and 2.25% CNS manifestation
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Table 9: Showing distribution of clinical presentation (signs) on follow up.

S.no Signs Number Percentage
1 Under nutrition 10 22.2%
2 Lymphadenopathy 7 15.5%
3 Skin manifestation 4 8.9%
4 Hepatosplenomegaly 5 11.1%
5 Isolated hepatomegaly 4 8.9%
6 Parotitis 2 4.4%
7 Clubbing 2 4.4%
8 Pallor 2 4.4%
9 Oral thrush 1 2.25%
10 CNS manifestation 1 2.25%
Fig 4: Showing distribution of clinical presentation (signs) on follow up
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IV. Discussion

In the present studymajority of the cases 49(40.83 %) were between >3yrs - 5yrs which could be
compared with Deshmukh SB et al®who found majority of the cases between 3yrs-5yrs. There were 50.8% male
and 49.2% female which is comparable to studies reported by Asnake S et al® 51.7% male and 48.3% female %
and Ugochukwu EF* 53.1% Male and 46.9% female.This difference may be related to the extra attention and
concern shown to the male child in this region of our country especially in rural areas, accounting for higher
health facility visits for their illness from where these studies are done.56.7% cases werefrom rural area and
43.3% urban area which is comparable to the study by Deshmukh SB et al?> who reported 56.48% from rural and
43.52% from urban area. This may be due to accessibility of health service in urban population. Transmission
by blood products is less probably because of good blood products screening which has been made mandatory
by FDA since 1985 . Also increase in perinatal transmission is due to lack of screening antenatally and lack of
PMCT in some section of people. Fever was the most common presenting complaint and it was found in
64(53.3%) cases which is similar to the studies reported by Shah SR et al® and Asnake S et al* who found in
50% cases.. Next common presentation was recurrent/persistent cough found in 51(42.5%), followed by not
gaining weight/weight loss and it was found in 47(39.1%) cases. Other common presentations were loose stool
in 30(25%) cases, skin lesion in 26(21.6%), ear discharge in 16 (13.3%), oral ulcers in 14(11.66%), parotid
enlargement in 9(7.5%) cases and bleeding tendency in 1(0.83%), CNS manifestation 1(0.83%) (AFP).10
patients, that is 8.3%, were asymptomatic. On clinical examination, malnutrition was the most common finding
and was found to be in 68 (56.67%), cases which can be compared with study conducted by Solunke VN et al®in
which they foundundernutrition to be 59.02%.In contrast Shah SR et al® reported in 90.47% cases.

This dictates that nutritional intervention should be instituted early in the care plan of these
children.The next common findings were lymphadenopathy 54(45%) and skin lesions 26 (21.6%),
hepatosplenomegaly was present in 25(20.83%), pallor 20 (16.6%) while oral thrush present in 14(11.66%),
isolated hepatomegaly 13 (10.8%) and painless parotitis in 9(7.5%), isolated splenomegaly were present in
5(4.1%).0ther findings were clubbing present in 2(1.67%) and bleeding tendency (purpura) in 1(0.83%) and
CNS manifestation in 1(0.83%) cases. (CNS manifestation was in the form of AFP).Out of 45 cases who follow
up had some improvement in the nutritional status of children is seen as determined by weight for height with
the use of antiretroviral therapy. This aspect has been studied and similar results have been shown by other
authors also. There is improvement in the quality of life of these patients with antiretroviral and supportive
therapy.The rates of common infection in these children on follow-up were low. Similar improvements were
seen in studies by Lodha et al’.
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V. Conclusion

There is improvement in the quality of life of the patients with antiretroviral and supportive
therapy.Perinatal transmission is the most common mode of acquiring HIV infection in children. Hence,
screening of pregnant women antenatally and appropriate ART to mother and baby during peripartum period,
elective LSCS will be effective in reducing mother to child transmission.Intensified screening of HIV infection
in asymptomatic children by high suspicion will help in diagnosing HIV at the earliest.And thus they can be
subjected to early management like chemoprophylaxis, immunization, management of opportunistic infection,
nutritional support and anti-retroviral (ARV) therapy and follow up periodically.
Funding: None; Competing interests: None stated
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