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Viral Meningitis? Think Acute HIV Infection
B Y  B R U C E  J A N C I N

C O L O R A D O S P R I N G S —  “When
you’re running a Monospot test, when
you’re thinking viral meningitis, you
also should be thinking acute HIV,” ac-
cording to Dr. Benjamin Young.

European studies conducted in health-
care systems with comprehensive pa-
tient tracking indicate that two-thirds to
three-quarters of all patients with acute
HIV infection seek treatment because
they feel ill. The acute illness before se-
roconversion typically lasts for about a
month and consists of a nondistinctive
rash, generalized lymphadenopathy, or
viral meningitis.

Indeed, 25%-50% of those with acute
HIV infection present with viral menin-

gitis. These are patients who are sick
enough to get a lumbar puncture, which
often shows lymphocytic pleocytosis. All
too often, however, the patient is diag-
nosed as having an enteroviral meningi-
tis and sent home on NSAIDs. 

By definition, standard HIV antibody
testing is negative in the setting of acute
HIV infection. This is a diagnosis that re-
quires suspicion and an HIV RNA PCR
test, he observed. Deciding who war-
rants that test is difficult “Certainly the
person who comes back because of the
persistence of those symptoms gets my
attention,” noted Dr. Young, an infec-
tious disease specialist at the University
of Colorado, Denver.

“These people with acute infection
are the Typhoid Marys of HIV. Their
plasma viral load is one or two logs
higher than in chronic infection.
They’re the ones most likely to transmit
because they don’t know they’re at risk
for transmission and their intrinsic bio-
logic risk is probably 100 times greater
than the average person in my HIV
clinic who’s not on treatment. And
they’re coming to us for a diagnosis
and help,” he said. 

The often-lengthy delay in diagnosis of
HIV infection is reflected in the fact that
42% of HIV-positive individuals in Col-
orado develop AIDS within 12 months of
being diagnosed with HIV.

“That means these patients have been
out in the community for years prior to
somebody making the diagnosis,” Dr.
Young said. 

To date, there has been poor imple-
mentation of the 3-year-old revised rec-
ommendations for HIV screening is-
sued by the Centers for Disease Control
and Prevention (MMWR Recomm. Rep.
2006; 55[RR-14]:1-17).

Those guidelines call for routine vol-
untary HIV screening for all people

aged 13-64 years. Testing is not based on
assessment of patient risk, and no sep-
arate signed informed consent is rec-
ommended. Nor is the screening physi-
cian expected to provide counseling;
it’s fine to refer for counseling. The in-
tent of the guidelines is to make HIV
screening a part of routine care in all
settings, including primary care offices,
emergency departments, inpatient hos-
pital wards, correctional health facilities,

and substance abuse treatment centers. 
“That means you,” Dr. Young stressed

to his audience of family physicians.
The revised guidelines were devel-

oped partly in reaction to solid epi-
demiologic evidence that at least 25% of
HIV-infected Americans remain undiag-
nosed. Making HIV screening a part of
standard guideline-recommended health
care should pick up many of those indi-
viduals, which in turn should theoreti-

cally reduce their risk of transmission.
He recommended coding the serolog-

ic test as “possible HIV exposure.” 
“If someone is sexually active with a

contact whose HIV status is unknown,
that’s an HIV exposure until proven oth-
erwise,” he explained. “I’ve never had
any pushback from that. If I did I’d just
point to the CDC guidelines, which are
endorsed by a lot of the major medical
professional organizations.” ■

‘The person who
comes back
because of the
persistence of
those symptoms
gets my
attention.’

DR. YOUNG




