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Introduction 
HIV/AIDS occupy a special place among other diseases. It is Incurable and frightening disease, causing anger and denial. In the 

avoidance. It is important to overcome this barrier of fear, ignorance and prejudice. Knowledge about this deadly infection is the 

for their own and relatives’ safety [1]. 

discovered among men who had it through homosexual contact. Until the mid-nineties, the infection spread practically through 
the way of sexual contact, and every year relatively few cases of HIV were discovered. A new milestone was marked in 1997, when 
HIV infection started to spread between intravenous drug users (IDU), and due to the use of shared drug injecting equipment, 
spread very quickly in this population [2]. 

According to the data of Infectology Centre of Latvia, in Latvia in the 1st October 2014, there were registered 6117 HIV-infected 
patients, but the actual number of infected people are two to three times higher, as most of them do not even suspect that they are 
infected [3].

HIV in Latvia is estimated one and a half to two times higher. Number of registered patient’s according to transmission was vertical 

In 102 cases – route of infection was unknown [2]. In 2013, more than 35 million people live with HIV, of whom 3.2 million 
were aged less than 15 years. About 2.1 million were diagnosed, of which 240 thousand were aged less than 15 years. In the year 
two-thousand-and-thirteen 1.5 million people died of AIDS. Only 12.9 million people (37% of the total number), who have been 
diagnosed with HIV have access to antiretroviral therapy. On average in 2013 in Eastern Europe and Central Asia, 110 000 new 
cases of HIV infection were registered. Increasing the number to 1.1 millions of HIV-infected in these regions [4,5]. From the 
total number of registered patients, 4387 patients are in the HIV/AIDS registration department of Infectology Center of Latvia. Of 
which 1461 patients already have AIDS. Every year 200 - 230 new cases are registered [3]. 

Currently, 1011 patients receive treatment therapy. It is 100% compensated by the state, but it should be noted that Latvia is the 
only country in the European Union, where the treatment is started from 200 cells. For the state treatment of one patient costs 
from 350 euro’s up to 7000-8000 euro’s per month [3].

th

has increased for 140% over the past decade. Besides, Eastern Europe is the only region in the world, where number of AIDS-
related deaths continues to grow [6]. In 2011 Latvia was in the second place by prevalence of HIV/AIDS patients, Estonia took the 
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In result of the research to obtain information and analyze the current situation and pending matters about the reasons for 
the hospitalization of HIV-positive patients in “Infectologycentre of Latvia” during the period from 1st January 2014 until 31st 
December 2014.

1. Assess causes and reasons of HIV hospitalization, and compare with the literature data.

HIV is an abbreviation from English Language of 

micro- and macro-organisms a variety of mutual relationships are formed, which may result in deviations from the norm in 
various laboratory and clinically detectable endpoints, but it is also possible that any deviations cannot be detected for a long 
period of time [9,10].

helper cells and monocytes, macrophages, as well as follicular dendritic cells of the lymph modes, brain astrocytic, gut epithelial 
and vascular endothelial cells, as well as many other cells [14].

get through mucous membranes [13].

When the genome of HIV virus gets into the cytoplasm, the information of the RNA virus is transferred to DNA with the help 

that continuously release the virus. It provides both formation of new reserves and maintains an active infection [15]. Activity 
of virus replication positively correlates with clinical manifestations. At the stage when there are not clinical manifestations, the 
amount of damaged CD4 cells decreases about thousand times and even more, because the virus load reduces as well, i.e. the 
amount of virus [16]. Proviral reservoir correlates directly with constant virus load and inversely correlates with anti-HIV CD8 
T-cell response. Early invasive treatment of acute infections can lower pro viral load, but overall, treatment of newly infected 

preconception against HIV infection is much higher in comparison to other diseases. It has been proven that negative attitude 
towards HIV patients worsens their treatment. Research has shown that, although the majority of health care workers understand 
how the HIV is transmitted, they still admit fear of the disease, and those who are the most afraid, in great extent maintain and 
foster a stigmatizing view [8].

Aims and Objectives
Aim

Objectives

2. Evaluate current problems associated with treatment, medical care of patients and causes of hospitalization.

Review of Literature

HIV-1 and HIV-2 are retroviruses that belong to the family of Retroviridae, subfamily of Lentivirus
diploids, single-stranded RNA positive viruses, which with intermediate DNA that is integrated in the carrier cell DNA, are 
capable to replicate within host organism [11].

helper T-cells or (CD4) cells. Reduction of CD4 cells leads to illness with opportunistic infections or neoplastic processes [13]. 

in this phase viral load is very high [10].

number of CD4 T-cells falls below 200 c. /µL and below [13].
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Figure 1: Progression of untreated HIV infection in relation to the CD4 cell count and virus load

HIV-related illnesses: Incubation period of HIV infection lasts from two weeks to three months. Incubation period ends either 
by a clinical manifestation known as acute retroviral syndrome, or with formation of antibodies against HIV [10]. Clinically 
HIV infection is divided into three phases: acute seroconversion that can manifest itself as acute HIV syndrome, asymptomatic 
infection during which HIV latency can be seen and AIDS during which opportunistic infections become apparent (Figure 1) 
[13].

HIV-associated diseases

sometimes rubella, sometimes ARIs (acute respiratory infection), etc [10]. Approximately 40-90% of HIV-infected will have acute 

is usually characterized by fever 96%, lymphadenopathy 74%, pharyngitis 70%, maculopapular rash 70%, myalgia 54%, headache 
32%, diarrhea 32%, nausea and vomiting 27%, hepatosplenomegaly 14%, weight loss 13%, neurological symptoms 12%, oral 
candidiasis 12%. On average symptoms last one to three weeks [15,16].

Latent stage or process can be observed in cases, when the human body is able to maintain the immune system in such condition, 

characteristic symptom is generalized lymphadenopathy, which is characterized by appearance of asymmetric lymph modes, the 

stage duration positively correlates with CD4 lymphocyte quantity, but their reduction below 350 generally coincides with the HIV 
infection and its related clinical pathology manifestations, indicator diseases accede if the CD4 cell count is 200 or less, it extremely 
deteriorates patient’s health [13].

Secondary pathology or disease stage is characterized by a bacterial, viral, fungal, protozoa and/ or oncologic, as well as with 
manifestation of other diseases on the background of weakened immune system. In fact, there is a transition to AIDS or AIDS 
associated complex, which in its turn is clinically characterized by physical and mental working capacity, night sweats and periodic 
increases in body temperature, unstable gastric emptying and weight loss for about 10% within a few months [10].

HIV opportunistic diseases: 
develop, person is considered to be AIDS patient. For surveillance purposes, if the CD4 T-cell count is less than 200 c. /µL, then 
AIDS is diagnosed, although some opportunistic infections begin to develop when the CD4 T-cell count is more than 200 c. /
µL, as well as, some patients with CD4 counts below 200 c. /µL may remain relatively healthy. Many opportunistic infections and 

infections may occur both rarely and commonly, but all of them are rarely found in immunocompetent persons (Table 1) [17].

AIDS indicator diseases are pathologies of a non-infectious nature and/or infectious diseases, which are the most common for 
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(%)Diagnose

42Pneumocystis 
Carinii pneumonia

11Wasting syndrome due to HIV

15Candidiasis of esophagus

11Kaposi’s sarcoma

4HIV associated dementia

4Disseminated CMV

3Toxoplasmosis of brain

5Disseminated M.avium

4Lymphoma

1chronicsimplex:Herpes ulcer(s)

3Cryptococcosis of brain

2Cryptosporidiosis

5Tuberculosis

Table 1: Data for San Francisco (JID 2002; 186:1019)

Reduction of T-helper (CD4) cell count causes changes in relation of CD4/CD8 T-cell and causes deregulation in production of 

to opportunistic infections. Because of the defect in cellular immunity, infections tend to be of non-bacterial nature (fungi, virus).
See correlation between HIV infection complications and CD4 cells count in Table 2 [13].

Non-infection
diseasesInfection diseasesCD4 cells

Generalized
limphadenophaty

Polimyositis
Aseptic myositis

Guillain-Barre syndrome

Acute HIV syndrome
Candida vaginitis>500/mm3

CIN
Ca utheri (180)
Lymphocitical

pneumonitis (100-500)
Mononeuritis

Anemia
Idiophatic

trombocitophenic purpur

Pneumoccocal 
and other

pneumonies (90)
Tuberculosis (90-180)

Kaposi’s sarcoma (30-150)
Herpes zoster (150-170)
Candidiasis of esophagus

Cryptosporidiosis

200-500/ mm3

Weight loss (20-100)
B- cell lymphoma (30-60)

Cardiomyopathy (25)
Peripheral neuropathy  

(30-100)
HIV- associated dementia 

(20-60)
CNS Lymphoma (20)

HIV associated nephropathy 
(20)

P.  carinii  pneumonia  (40-120)
Esophageal candidiasis (30-80)

Disseminated/chronic herpes simplex (40-
110)

Toxoplasmosis (20-40)
Cryptococcosis (20-60)

Disiminēta histoplasmosis(30)
Disseminated coccidioidomycosis (40)

Chronic cryptosporidiosis  (40-130)
Progressive multifocal leukoencephalopathy 

(PML) (40-110)
Microsporidiosis (20-100)

Miliary/  extrapulmonary tuberculosis (40)
CMV disease (10-20)

M.avium Complex infection (10-20)

<200/ mm3

Table 2: Correlation between HIV infection complications and CD4 cells count

Pneumocystis and Candida species, homosexual men are more likely to become ill with 
Kaposi’s sarcoma, because there is high level of co-infection with HHV-8 (human herpesvisrus-8), tuberculosis is common in 
lesser developed countries [13].

increases as soon as the number of CD4 cell count decrease [18]. Between HIV-infected patients with bacteraemic pneumococcal 
pneumonia 14-day mortality is higher than for HIV-negative patients [19]. In a retrospective studies in France, in which HIV-



positive patients with respiratory problems were examined before HAART (highly active antiretroviral therapy) and HAART 
era, it was found that opportunistic diseases such as pneumococcal pneumonia and chronic bronchial disease exacerbations are 
associated with reduction of Gram-negative bacteria [20].
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and disseminated neoplasia. Any pathogens but sometimes also conditionally pathogenic microorganisms are capable to cause 
extremely severe clinical conditions for patients. Currently, 26 diseases are recognized as AIDS indicator diseases, but this number 
may vary [10,14].

CD4 counts are still in high risk of opportunistic infections. In general, all patients still have a relatively high risk of opportunistic 

remember that the secondary pathology manifestations are possible during prolonged remission for several months or even years. 
For the assessment of the immunological aspect CD4 cell counts are mainly used [10].

First-line HAART regimen it is recommended that two nucleoside or nucleotide reverse transcriptase inhibitors (NRTIs) and one 

regimens can be used in the following circumstances: intolerance or resistance to NNRTIs, psychiatric disorders, pre-existing liver 
disease – an increase of the ALT level by more than 3–5 fold–and established cirrhosis, co-infection with HBV or HCV, HIV-2, 
infection due to intrinsic resistance to NNRTI class, and co-treatment of TB in women of child-bearing age and where adequate 
contraception cannot be guaranteed, and when NVP and boosted PIs cannot be used [22].

In resource-limited settings the decision to initiate ART in adults and adolescents relies on clinical and immunological assessment 
[23]. In order to facilitate the rapid scale-up of ART programmes with a view to achieving universal access to this therapy, WHO 
emphasizes the importance of using clinical parameters in deciding when to initiate it.

However, it is recognized that the value of clinical staging in deciding when to initiate and monitor ART is improved by additional 
information on baseline and subsequent (longitudinal) CD4 cell counts. While WHO continues to advocate wider availability of 

question is clinically eligible. WHO encourages national programmes to increase access to CD4 measurement technologies.

Immunological monitoring (CD4 testing) is the ideal way to approach this situation. A baseline CD4 cell count not only guides 
the decision on when to initiate ART but is also essential if CD4 counts are to be used to monitor ART (Table 3).

Treatment recommendationCD4 (cells/ mm3)

Treat irrespective of clinical stage<200

Consider treatment and initiate
before CD4 count drops below 200

cells/mm
200−350

Do not initiate treatment>350

Table 3: Summarizes the immunological criteria for the initiation of 396 ART [23]

Until recently, BHIVA recommended that individuals with chronic HIV infection should start ART before the CD4 count fell 

of disease progression in individuals who delayed ART until their CD4 count was below 350 cells/µL and the absence of robust 
evidence from RCTs in which the intervention, comparator and populations were similar to our own setting [24]. Low percentages 

PEG-IFN and RBV in treating coinfected patients was only published in 2004, and these drugs are not widely available. A great 
number of patients who continue active drug use do not have access to substitution treatment and/or ART [26].

Many countries lack guidelines for diagnosis and treatment. Evaluation of the severity of HCV disease and treatment requires 



Annex Publishers | www.annexpublishers.com                    
 

Volume 6 | Issue 1

 
6Journal of Gastroenterology and Its Complications

lipidaemia (especially high triglycerides). Problems with lipid metabolism can occur with nearly all PIs. Long-term studies of side- 

ARV to another ARV drug within the same regimen. Switching to another treatment regimen due to toxicity is not recommended 
[22].

Study material: In a retrospective study were included 167 patients that were hospitalized in Ltd. “Riga East Clinical University 
Hospital” stationary “Infectology Centre of Latvia”, in the period from 1st January 2014 till 31st December 2014. Randomized data 
was obtained about patient’s gender, age, HIV transmission, infection duration, employment, CD4 cell count, hospitalization 
diagnosis, stage of HIV, whether patients are receiving treatment, and whether there is HCV co-infection. Case records were 
selected with a diagnosis of HIV, and with hospitalization time in the period from 1st January 2014 until 31st December 2014. In 
the study will be included patients who meet the criteria. Switching criterion – patients with HIV diagnosis that were hospitalized 
from the 1st January 2014 until 31st December 2014. Exclusion criterion: patients with HIV diagnosis that were not hospitalized in 
the period from 1st January 2014 until 31st December 2014.

Practical Part of Research
Study material and methods

�e study will be carried out in accordance with provisions of the Declaration of Helsinki and the Convention on Human 

Hospital” stationary “Infectology Centre of Latvia”. Study application was reviewed and accepted in Science department of Ltd. 
“Riga East Clinical University Hospital”; authorization for the conduct of the study was obtained from Ethics Committee of “Riga 
Stradins University”.

Research methods

for further data processing. Data were expressed in average values ± standard deviation (SD), for the coherence and reliability of 
data the Chi-square (χ2) test and the Mann-Whitney U test were used. Correspondence of statistical hypothesis level p<0.05 was 
seen on the basis of the corresponding null hypothesis rejection and acceptance of alternative hypotheses.

Selection of inpatient case-record data: From 167 medical records that were studied, it is known that 88 (52.7%) were women, 
79 (47.3%) – men (Figure 2).

Results of research

Figure 2: Distribution of patients by gender
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(Figure 3). Using the Mann-Whitney U
gender and the age of patients (p=0.001
(Figure 4).

Figure 3: Patient age histogram

Figure 4: Patient distribution by gender mean ages

(43.7%) unknown, 8 (4.8%) homosexual way, 24 (14.4%) in heterosexual way (Figure 5).

Using the Chi-square (χ2)

18.6% reason is unknown.

Of all the patients 16.8% were women, who became infected with IDU; unknown reasons were mentioned by 25.1% and in 
heterosexual way 10.8% (Table 4).
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Figure 5: Proportion of patients of HIV transmission

%Male%Female

20.4%3416.8%28IDU

18.6%3125.1%42unknown

4.8%80%0homosexual way

3.6%610.8%18heterosexual way

Table 4: Infection transmission comparison between the sexes

Figure 6: Patients’ CD4 cells / mm3 histogram

Most common reasons for hospitalization was opportunistic infection 67 (40.1%), the tumor 3 (1.8%), hematologic disease 6 
(3.6%), acute retroviral syndrome 19 (11.4%), gastrointestinal and liver pathology 20 (12%), neurological disorder 13 (7.8%) 
surgical manipulation 7 (4.2%), nephrological disease 5 (3%) pulmonology 18 (10.8%), dermatological complaints 9 (5.4%) 
(Figure 7).
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Figure 7: Distribution of patients by hospitalization Reasons

Allocation of patients following HIV stages: AI 14 (8.4%), AII 28 560 (16.8%), AIII 23 (13.8%), BI 1 (0.6%), BII 3 (1.8%), BIII 9 
(5.4%) CI 4 (2.4%) CII 11 (6.6%), CIII 74 (44.3%) (Figure 8). 

Figure 8: Patient distribution by stages of HIV

Of all hospitalized patients 69 (41.3%) receive treatment, 98 (58.7%) do not receive it. Hospitalized HIV patients in 70 cases 
(42.17%) were co-infected with HCV (Figure 9). 

Processing of statistical data and results: Using the Chi-square (χ2) test, the author concludes that there is a statistically believable 
p=0.003). 

Patients, who have a job, HCV was found in only 25.9% (constitutes only 12% of all patients); whereas between patients who are 
unemployed, it was present in 50% (constitutes 36.5% of all patients) (Table 5).

Using the Chi-square (χ2)
frequency between the patients who have a job and unemployed (p=0.007).
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Figure 9: Patient distribution by frequent co-infections

%Unemployed%Have a job

50%5625.9%14HCV co-infection

50%5674.1%40No HCV co-infection

Table 5: HCV infection is the presence of a comparison between patients with or without work

Unemployed in 45.5% had IDU case record (30.5% from the total number of patients), while 52.7% of working patients do not 
know how they became infected with HIV (17.4% from the total number of patients) (Table 6). As well as, there is statistically 

IDU, in 63.9% cases, are co-infected with HCV (23.5% from the total number of patients) (Table 7).

%Unemployed%Have a job

45.5%5120%11IDU

39.3%4452.7%29unknown

2.7%39.1%5homosexual way

12.5%1418.2%10heterosexual way

Table 6: HIV transmission comparison between patients with or without work

%Heterosexual 
way%Homosexual 

way%Unknown%IDU

29.2%712.5%131.5%2363.9%39HCV co-infection

70.8%1787.5%768.5%5036.1%22No HCV co-infection

Table 7: HCV infection is the presence of a comparison between the patient HIV transmission modes

Of all patients with CD4<350 c. / mm3 only 42.5% receive treatment, 57. 5% do not receive treatment, and of those who do not 
receive treatment 77% are unemployed (Table 8).

common%%Don’t recive
therapycommon %%Receive

therapy

13.2%23%1415.1%35.6%16Have a job

44.3%77%4727.4%
64.4%29Unemployed

57.5%42.5%

Table 8: 

Of these, 51% are also IDU and in 51. 1% of cases are co-infected with HCV (Table 9).
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Common%%No HCV 
co-infectionCommon %%HCV 

co-infection

19.1%35.1%931.9%62.5%15IDU

21.3%43.5%1010.6%20.8%5unknown

2.1%4.3%10%0%0Homosexual way

6.4%
13.1%3

8.5%
16.7%4Heterosexual way

48.9%51.1%

Table 9: Groups of patients with CD4 <350 cell / mm3 and receiving treatment and there is no work-HCV co-
infection compared with HIV transmission

Of all patients with CD4<350 c. / mm3, opportunistic infections were found in 51.9% (Figure 10). Using the Chi-square (χ2) test, 

with CD4<350 c. / mm3 and opportunistic infections (p=0.017). It shows that majority of patients (36.5% of all patients in this 
group) consist of unemployed, who had IDU case records (Table 10).

Figure 10: Distribution of diagnoses patients with CD4 <350 cell / mm3

Common %%UnemployedCommon %%Have  a job

36.4%48.8%203.6%14.3%2IDU

27.3%36.5%1510.9%42.9%6unknown

0%0%03.6%14.3%2Homosexual way

10.9%14.6%67.3%28.6%4eterosexual way

Table 10: CD4 <350 cell / mm3 and opportunistic infections 

Using the Chi-square (χ2)
incidence among hospitalized HIV-positive patient diagnoses (p=0.005), but not in the cases of opportunistic infections (p=0.470) 
(Table 11). Among all the cases of leading diagnoses, of which HCV co-infection was expressed, were liver and GIT (gastrointestinal) 
pathology in 20% (8.4% of all cases) and surgical interventions (liver biopsy) 8.6% (3.6% from all cases) (Table 12). 

%
Not 

opportunistic 
infections

%Opportunistic 
infections

44.4%4438.8%26HCV co- 
infection

55.6%5561.2%42No HCV 
co-infection

Table 11: HCV infection is the presence of a comparison between patients with or without opportunistic diseases of HIV
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%No HCV 
co- infection%HCV 

co- infection

42.7%4137.1%26Opportunistic infections

1.0%12.9%2Tumors

2.1%25.7%4Haematological disorders

17.7%172.9%2Acute Antiretroviral 
Syndrome

6.2%620.0%14Liver and GIT pathology

7.3%78.6%6Neurological disease

1.0%18.6%6Surgical manipulation

4.2%41.4%1Nephrological disorder

11.5%118.6%6Pulmonology

6.2%64.3%3Dermatologic disease

Table 12: Hospitalization diagnoses of HIV comparison between patients with or without HCV co-infection

Using the Chi-square (χ2)
diagnoses with CD4 levels (p=0.023). Opportunistic infections, with number of CD4 cells <200 c. / mm3 was 59. 7%, but from all 
patients it constitutes 24% (Table 13).

Common%%CD4 >200Common %%CD4  <200

16.2%42.7%2724%59.7%40Opportunistic infections

1.8%100%30.0%0.0%0Tumors

1.8%50.0%31.8%50%3Haematological disorders

8.4%73.7%143.0%26.3%5acute antiretroviral syndrome

8.4%70.0%143.6%30.0%6Liver and GIT pathology

4.8%61.5%83.0%38.5%5Neurological disease

3.6%85.7%60.6%14.3%1Surgical manipulation

1.8%60.0%31.2%40.0%2Nephrological disorder

8.4%77.8%142.4%22.2%4Pulmonology

3.0%55.6%52.4%44.4%4Dermatologic disease

Table 13: Hospitalization diagnoses of HIV patients in comparison with CD4 cell counts

R≈0.2) correlation between the duration of the infection and CD4 counts (p=0.005). Especially, 
in the group of patients with CD4<200 c. / mm3 and who do not receive treatment (p=0.03; R≈0.3). As there is a CD4 count of 

from HIV infection for a long time are exposed to a higher risk of being hospitalized, particularly the group of patients with 
CD4<200 c. /mm3 and those who do not get treatment (Figure 11).

Figure 11: CD4 count correlation with patients’ infection duration, patients with CD4 <200 cell / mm3 and do not get treatment
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Using the Mann-Whitney U
duration of infection (p=0.004
(SD ± 5.351), for unemployed 7 and 35 years (SD ± 5.699) (Figure 12).

Figure 12: Patient distribution according to work and the existence of the average duration of infection

Discussions
Spread of HIV infection is still a topical issue. Care for patients, HIV-associated illness and treatment for opportunistic diseases 

need to examine the actual problems associated with reasons for the patient hospitalization. Assess current disease problems 
biopsychosocial health point of view, the assessment of both the patient’s organic damage and social problems [3]. From the 
studied 167 medical records, it is known that 88 (52.7%) were women, 79 (47. 3%) men and their average age 39. 10 years (SD ± 
695 10. 19), average age of women 36. 93 years (SD ± 10.42) and age of men 41.51 years (SD ± 9. 41).

(83%), gastrointestinal and liver pathology 20 (12%), acute antiretroviral syndrome 19 (11.4%), pulmonology 18 (10.8%), 
neurological disease 13 (7.8%), hematologic disease 6 (3.6%), dermatologic disease 9 (5.4%), surgical manipulation 7 (4.2%), 
nephrological disorder 5 (3%), the tumor 3 (1.8%). Hospitalization causes are studied in other countries as well, and such data 
varies in works of authors within a wide range, where as the main reasons are mentioned opportunistic infections (52%-46.5%), 
surgical treatment (10%), haematological disorders / tumors (8%), cardiovascular disorders (8%), neurological diseases (7%), 
gastrointestinal and liver abnormalities (6%) [29-31]. Using the Mann-Whitney U and Chi-square (χ2) tests, the author saw a close 
correlation (p<0.05) that HIV patients who are unemployed and who are co-infected with HCV are hospitalized more common 
(50%), most of these patients have an anamnestic IDU (58.9%), and 64.3% of these patients do not receive therapy. As well as, most 
of the patients constitute in the stage CIII 44.3%.

Of all patients with CD4<350 c./ mm3 only 42% receive treatment, 57.5% do not receive treatment, and 77% of those who do not 
receive treatment are unemployed, of which 51% is also IDU and 51% have HCV co-infection. Of all patients with CD4<350 c. 
/ mm3, opportunistic infections were found in 51.9%. Using the Chi-square (χ2) test, author concludes that there is a statistically 

3 and who 
have opportunistic infections (p=0.017). It shows that the majority of patients (36.5% of all patients in this group) consist of the 
unemployed, who are anamnestic IDU.

progression of disease, and such patients are a lot unresponsive in receiving therapy, respectively they are increasing the frequency 

is when a CD4<200 c./ mm3 also predicatively increases the frequency of HIV patients hospitalization.

patient illness and health.
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Overall, the author concludes that it is important to assess patient’s hospitalization from biopsychosocial perspective. It is necessary 
to reduce unemployment, especially in the risk group of HIV patients, who are IDU because this group is exposed to a higher risk 
of hospitalization, and more likely to receive irresponsive treatment. To promote preventive measures, vaccination, prophylaxis 
for opportunistic infections, that would reduce patient’s hospitalization frequency, as well as initiate earlier antiretroviral therapy.

HIV infection is a serious, chronic, manageable disease. Currently it is impossible to initiate treatment if the patient has less than 
200 immune system cells per mm3, but situation is such that we spend public funds for the treatment of these patients anyhow, 
while treating other diseases they would not have, if the treatment would be started from 350 cells, as it is in other European Union 
countries [3].

Conclusions

the author recommends to control and contribute preventive measures of opportunistic infection more rigorously, to immunize 
patients against HBV (hepatitis B) and S. pneumoniae, to treat hepatitis C infection, regularly perform annual physical examination 
by family physician.

2. From all patients with CD4<350 c./mm3 opportunistic infections were found in 51.9%, the majority of which (36.5% of all 
patients in this group) are unemployed, who are anamnestic IDU (injection drug users). Statistically reliable data show that there 
is connection that patients, who are at high social risk – unemployment, IDU anamnestic, refuses and are not responsible for 

of social rehabilitation for this risk group of patients, to promote their integration into society and to reduce stigma in society and 
among patients.

(p=0.023), that amount of opportunistic infections increases 59.7% (24% of 
all 793 patients) when the number of CD4 cells is <200 c. / mm3. Author recommends to start antiretroviral therapy at early stage, 
as it is recommended in the latest guidelines - to start antiretroviral therapy when CD4<350 c. / mm3.

(p=0.005), especially 
in the group of patients whose CD4<200 c. / mm3 and who undergo treatment. As there is a correlation with level of CD4 and 
with hospitalizations incidence of opportunistic infections and duration of infection; the author concludes that patients who are 

there is necessity for careful and timely risk assessments of health problems by controlling the CD4 levels, as well as education of 
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