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ORIGINAL ARTICLE 
MANAGEMENT OF HUMAN IMMUNODEFICIENCY VIRUS INFECTED 

INPATIENTS IN CAMBODIA 
Florian H Pilsczek 

Khmer Soviet Friendship Hospital, Division of Infectious Diseases, Phnom Penh, Cambodia 

Background: Information regarding the management of human immunodeficiency virus (HIV)-
infected patients in hospitals in low-income countries is limited. The objective of this study was to 
investigate inpatient HIV management in Cambodia. Methods: Case histories of the HIV-infected 
patients were reviewed as part of an observational study. Medical care was observed and medical 
charts reviewed. Results: Cervical lymphadenopathy was treated empirically as tuberculosis 
infection. Stool microscopy and urine analysis testing were not available. Chronic diarrhoea 
treatment included anti-tuberculous medication. A patient with new spastic paraparesis of the legs 
did not have spine or brain radiological imaging studies. A patient with myocardial infarction was 
treated with aspirin and codeine. A patient with new stroke did not have brain computed 
tomography imaging studies. Two patients with possible pulmonary tuberculosis were treated 
without airborne precautions. Conclusion: Patients in this study received empirical therapy when 
investigations were not available. Several other tests should be made available for inpatient HIV 
care (e.g., urine and stool microscopy). Introduction of oncology service can be considered. A 
better understanding of inpatient HIV management in low-income countries is likely to support 
prioritisation of funding and provide useful information to clinicians worldwide. 
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INTRODUCTION 
Medical support to low-income countries focuses on 
developing primary and ambulatory health care where 
the majority of patients access medical care.1 
Medical care in low-income countries, however, also 
includes care in hospital, and over one third of human 
immunodeficiency virus (HIV)-infected patients require 
admission to hospital.2 

Information is limited regarding how HIV-
infected patients are treated in hospitals in low-income 
countries.3 Therefore, in this study HIV inpatient case 
histories in Cambodia were reported and analysed 
concerning the type of clinical problems encountered 
and management according to standard practice in 
industrialised nations. For example stool microscopy 
examination for patients with chronic diarrhoea was not 
available. Patients with cervical lymphadenopathy were 
treated without tissue biopsy. A patient with leg 
weakness is presented who did not have spine or brain 
computed tomography imaging because of lack of 
funding. Chronic diarrhoea treatment included anti-
tuberculous medication. A better understanding of HIV 
inpatient care in low income countries is likely to 
support prioritisation of funding for hospital care and 
provide practitioners on all sides with useful global 
health information. 

METHODS 
In this observational study the author attended the 
medical ward for HIV-infected patients for 6 months as 
visiting physician. Medical care was observed and 

medical charts reviewed. The study was approved by 
Khmer Soviet Friendship Hospital. All patients 
presented in images provided verbal informed consent. 

RESULTS AND COMMENTS 
Case description 
A 45-year-old man with hepatocellular carcinoma was 
admitted with fever and abdominal pain. On 
examination he had an abdominal mass in the right 
upper quadrant. Management was with intravenous 
ceftriaxone, paracetamol, and multivitamins. 
Comment 
Patient was previously diagnosed with hepatocellular 
carcinoma based on abdominal ultrasound findings. 
Case description 
A 42-year-old woman with past history of pulmonary 
tuberculosis was admitted with fevers and chills for 1 
week. Home medications were zidovudine, lamivudine, 
and nevirapine. On examination she had suprapubic and 
flank pain. Management was with oral paracetamol, 
intravenous ceftriaxone, and oral multivitamins. 
Comment 
Patient was treated for urinary tract infection. Urine 
analysis and culture were not performed because the 
investigations were not available. 
Case description 
A 30-year-old Khmer woman was admitted with 
increasing right neck lymphadenopathy for one month 
(Figure-1). Sputum microscopy for acid-fast bacilli 
(AFB) was negative. Chest radiography showed a right 
apex mass with deviation of trachea to left. Ultrasound 
of the neck revealed necrotic lymphadenopathy. 
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Management was with anti-tuberculous medication 
(isoniazid, ethambutol, pyrazinamide, rifampin). 

 
Fifure-1 

Comment 
Neck Computed Tomography (CT) imaging and tissue 
biopsy were not performed because the patient was 
unable to pay for the investigations. Apart from 
tuberculosis other infections (e.g., atypical 
mycobacteria) and malignancy such as lymphoma 
include possible causes. 
Case description 
A 28-year-old woman was admitted with increasing leg 
weakness and decreasing sensation over 3 months 
(Figure-2). Home medications were zidovudine, 
lamivudine, and efavirenz. On examination the tone of 
the legs was spastic, tendon reflexes were increased and 
plantar responses were up-going suggestive of spastic 
paraparesis. Blood investigations for Treponema 
Pallidum Hemagglutination (TPHA) Test and Rapid 
Plasma Regain (RPR) tests were negative. Management 
in hospital was with co-trimoxazole (for Pneumocystis 
jirovecii prophylaxis), fluconazole (for cryptococcal 
meningitis prophylaxis), vitamin B6, paracetamol, 
zidovudine, lamivudine, efavirenz, amitriptyline, and 
erythromycin. 

 
Figure-2 

Comment 
No spine or brain imaging investigations were 
performed. Tuberculosis or malignancy of the thoracic 
or lumbar spine are possible causes of spastic 
paraparesis in HIV-infected patients. 
Case description 
A 28-year-old man with past history of pulmonary 
tuberculosis and substance abuse was admitted with 
cough for two months. Home medications were co-
trimoxazole, stavudine, lamivudine, and efavirenz. The 
chest radiograph showed left pleural effusion and 
nodular changes. Management was with intravenous co-
amoxiclav. 

 
Figure-3 

Comment 
The pleural effusion was unsuccessfully tapped without 
ultrasound guidance. The patient refused transfer to a 
ward for tuberculosis patients. He was not hospitalised 
under airborne precautions. The patient stayed for over 
3 weeks on the ward in the same room (Figure-3) 
together with two patients. He died from pneumonia and 
respiratory failure. 
Case description 
30-year-old man with past history of pulmonary 
tuberculosis was admitted with fever and headache for 
one month. On examination he was tired and 
tachypnoeic. Chest examination revealed dullness, 
decreased air entry, and few crackles on the left side. 
Chest radiograph showed left lung consolidation. 
Management was with ceftriaxone and codeine. 
Comment 
Patient was treated for pneumonia. No sputum studies 
for acid-fast bacilli were performed and the patient was 
not hospitalised under airborne precautions. 
Case description 
A 57-year-old man with past history of smoking was 
admitted with chest pain for 3 days. Home medications 
were stavudine, lamivudine and efavirenz. An 
electrocardiogram (ECG) performed before admission 
showed ST-depression in anterior chest leads. On 
examination the patient was in pain (Figure-4). After 3 
days in hospital an ECG was performed and showed 
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new Q waves in leads V1–V3. Patient received oxygen, 
nitroglycerin, aspirin, and codeine. 

 
Figure-4 

Comment 
The patient could have had a myocardial infarction. 
Blood cardiac enzyme testing, morphine, clopidogrel, or 
thrombolytic therapy were not available because the 
patient could not afford to pay for medical care. 
Case description 
A 40-year-old man was admitted with chronic diarrhoea 
and abdominal pain. Management included treatment 
with hyoscine, isoniazide, ethambutol, rifampin, 
pyrazinamide, loperamide, stavudine, lamivudine, and 
nevirapine. 
Comment 
Chronic diarrhoea not responding to antibiotic treatment 
was treated with anti-tuberculous medication for 
possible tuberculous enteritis. Stool miscroscopy and 
culture were not available. 
Case description 
A 24-year-old man came with headache for one month. 
Home medications were stavudine, lamivudine, and 
efavirenz. Lumbar puncture and cerebrospinal fluid 
testing was performed (Figure-5) with the following 
results: albumin 0.58 (0.15–0.45) g/L), glucose 0.42 
(0.5–0.8) g/L, 319 leucocytes/mm3 (25% 
polymorphonuclear, 75% lymphocytes), and 
cryptococcal antigen positive. Management was with 
amphotericin, hydrocortisone, and ceftriaxone. 

 
Figure-5 

Comment 
Patients with cryptococcal meningitis were frequently 
admitted. Amphotericin costs $10/day and if patients 
cannot afford expenses fluconazole is used. Flucytosine 
is not used in Cambodia. 
Case description 
A 35-year-old woman was admitted with right 
hemiplegia for 2 weeks. Home medications were 
zidovudine, lamivudine, and efavirenz. On examination 
patient had right hemiplegia. Management was with 
ceftriaxone, fluconazole for cryptococcal meningitis 
prophylaxis, and co-trimoxazole for Pneumocystis 
jirovecii prophylaxis. 
Comment 
No computed tomography of the head was performed. 
Causes of hemiplegia in HIV patients include 
Toxoplasma gondii, Cryptococcus neoformans, 
lymphoma, syphilis, and abscess. 

DISCUSSION 
This observational study presented case histories of HIV 
inpatients and found that in the absence of available 
tests patients received empirical therapy (e.g., anti-
tuberculous medication for chronic diarrhoea, anti-
tuberculous therapy for lymphadenopathy). 

Several investigations were not available or 
patients could not afford expenses, e.g., CT of the head 
for patients with suspected stroke or CT of the spine for 
patients with signs suggestive of a space-occupying 
lesion of the spine. 

Oncology service (e.g., tissue biopsy and 
tissue histopathology) for patients with cervical 
lymphadenopathy or liver cancer was not available. 

Taken together, the above observations 
regarding HIV inpatient management are useful as a 
guide for allocation of funding support for low-income 
countries and indicate a need for more available tests in 
inpatient HIV care. Further research can help to decide 
how effective funding for tests (e.g., stool microscopy) 
can be in terms of improving morbidity and mortality, 
similar to previous studies for benefits of CD4 count 
and viral load testing in HIV primary care in low-
income countries.4 

Inpatients in this study were treated based on 
symptoms or signs collections. For example, HIV 
patients with chronic diarrhoea were treated with anti-
tuberculous medication for possible tuberculosis bowel 
infection without confirmatory testing with colon 
biopsy, histopathology, and mycobacterial culture. Few 
related research data were identified indicating that 
management of chronic diarrhoea of HIV patients 
without investigations is cost-effective.5 Symptoms and 
signs have not been shown to be able to replace 
evaluation of dehydration with laboratory 
investigations.6 
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Oncology service was not widely available to 
the patients in this study. Funding for histopathological 
examination of cervical lymph nodes and treatment of 
lymphoma could be considered, and required funding 
extent may be substantial to achieve limited 
improvement of care.7 

Finally, the presentation of case histories in this 
study is useful because it provides clinicians worldwide 
with information regarding clinical problems 
encountered elsewhere. As a result of international travel 
and migration all industrialised nations conduct research 
regarding diseases in low-income countries. Malaria8 
tuberculosis9, SARS coronavirus10, and Penicilliosis11 are 
examples of infections which were newly introduced into 
countries visited during patient travel. 

CONCLUSION 
In the absence of available tests patients in this study 
received empirical therapy. Several investigations 
should be made available for inpatient HIV care (e.g., 
urine and stool microscopy, brain computed 
tomography imaging) or their potential role 
investigated. Provision of oncology service can be 
considered, and a better understanding of inpatient HIV 
management in low-income countries is likely to 
support prioritisation of funding and provide clinicians 
everywhere with useful global health information. 
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