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Hospital Johannesburg South Africa 2005

ABSTRACT: HIV continues to be a major health problemin South Africa.
The multiple diagnoses that the disease presents with, needs a holistic and
comprehensive management approach. Physiotherapy and rehabilitation
play a role in this management approach. Understanding the full scope of
conditions that are present and those that are suitable for physiotherapy
intervention is an essential prerequisite to developing appropriate curricula,
intervention models or systems. It is accepted that HIV rehabilitation inter-
ventions are based largely on functional deficits (O’ Dell 1996), however in
South Africa functional deficits have not been fully explored. A common
starting point, with the medical model of management was considered to be at the diagnosis level as this information
would be more readily available than functional deficits.

Purpose: This study aimed to establish how much and in which aeitiology is physiotherapy involved in the manage-
ment of HIV within an inpatient hospital setting at Chris Hani Baragwaneth Hospital. This minor study forms part of
alarger study establishing physiotherapy curricula needs.

Method: A retrospective review of patient records was carried out in order to identify conditions suitable for physio-
therapy and to determine the referral patterns to physiotherapy.

Findings: Of the 732 records reviewed and used in the study, 47% (n=344) of the patients were HIV positive. From these
records, 19% (n=139) had diagnoses considered suitable for physiotherapy and only 2% (n=3) of these 139 patients
were referred to physiotherapy.

Conclusion: Almost half of the patients in the medical units were HIV positive. Although the referral rate was very
low, some of these patients presented with diagnosis that are traditionally seen by physiotherapists. None of the patients
records indicated examination of the patients’ physical status such as exercise tolerance, mobility, muscle strength,
lung function or pain. This study is by no means fully representative of the full scope of the epidemiology of conditions
that can be seen by physiotherapists or their referral status but does give some indication of what conditions are,
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and could potentially interface with physiotherapy.
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INTRODUCTION

The antiretroviral programme in South
Africa was launched in 2003 (DOH
2004 ). Although it is considered as far
from adequate (TAC 2005) it is slowly
expanding and prolonging life and
improving the survival rates of people
who areinfected (Lawn et al, 2005). In
South Africa, rates of admission into
hospital for people living with AIDS
remains high (Reid 2005) and people
living with AIDS present with multi-
system disorders resulting in different
diagnoses and awide range of problems.
Some of the problems have been found
to benefit from physiotherapy and other
rehabilitation interventions. The pro-
blematic areas documented are respira-
tory, neurological, musculo-skeletal and

painful syndromes (McClure 1993). The
specific roles played by physiotherapy
within the HIV/AIDS pandemic in
Africa have not been explored. It is
against this background that this study
describes how much interaction there is
between physiotherapy and HIV posi-
tive patients in an inpatient setting as
part of alarger study which is establish-
ing the curricula needs of physiotherapy
in HIV and seeks to determine the range
of conditions that present in a cohort of
patients admitted to hospital with HIV.

CONDITIONS WITH MANIFESTATIONS
COMMONLY SEEN BY REHABILITA-
TION PROFESSIONALS

Three organ systems, namely the respi-
ratory, neurological and musculoskeletal

are found to be commonly affected by
HIV and result in disorders that may
need rehabilitation.

Pneumonias caused by various
opportunistic organisms are a common
presenting feature of AIDS (Johnson
1985) with tuberculosis being one of the
most common opportunistic infection
associated with HIV. Out of 42 million
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people infected by HIV 15 million are
co-infected with TB (McShane 2005).

HIV has been reported to be particu-
larly neurotrophic. At seroconversion
phase, neurological-like symptoms have
been reported e.g. aseptic meningitis,
brachia neuritis and cauda equine syn-
drome. Gillain Barre syndrome has also
been described at seroconversion and at
the asymptomatic immuno-competent
phase. Other neurological conditions
reported include the “younger stroke”
meningitic and encephalitic disorders
(Manji and Millar 2004) and peripheral
neuropathies are emerging with the
introduction of ARV's. (Mc Aurther 2004).

According to Tehranzedah et a (2004)
some of the musculoskeletal conditions
that develop in HIV infected clients
include septic bursitis, septic arthritis,
pyogenic osteomyelitis and tuberculous
infections, infection of the skin and sub-
cutaneous tissue resulting in cellulites
and soft tissue abscesses. In the USA
septic arthritis is reported as the most
common musculoskeletal infection in
HIV (Tehranzedah et al 2004). Many of
the conditions present with non specific
symptoms of myalgia, pain, fever and
fatigue. (Tehranzadeh et a 1994). To
manage HIV effectively the rehabilita-
tion professional should be familiar with
the aetiology of the disease. (O Connell
P. G, Levinson S. F. 1991).

A more accurate picture of the etio-
logy of disease that physiotherapists
should understand would be constructed
by looking at patients already referred
for rehabilitation. This option was
explored at CHBH and it was found
that patients presenting for treatment in
the physiotherapy department did not
always have their HIV status revealed.

PHYSIOTHERAPY IN HIV

The role of physiotherapy in other parts
of the world has been described (Nixon
2000, Canadian working group on HIV
and rehabilitation 2000, McClure 1993,
O'Dell 1990,Galatinho 1991) and phy-
siotherapy intervention is considered
important before, during and after hos-
pital admission for aleviating disuse
atrophy and cardiovascular de-condi-
tioning (Mc Clure 1993, Lang 1993). In
peripheral neuropathy it has been shown
that through behavioural methods which
may be interpreted as physical activity
and physiotherapy, pain can be reduced
and the health-related quality of life

(HRQoL) of the HIV patient can be
improved (Germaine et al 2005).
Aerobic exercise and fitness have in
general, positive impact at al stages of
HIV disease (Nixon et a 2005, Mars
2004). Progressive resisted exercises (
PRE) in seven studies reviewed by
O Brien et a (2005) in a Cochrane
review, showed significant increases in
patients' body weight, body composition
strength outcomes, health related QOL
and cardiopulmonary status. Physical
activity, specific exercises, relaxation,
assessment, treatment and management
of functional problems and management
of pain are among those interventions
that have been used and documented.
Various physiotherapy interventions are
reported to have a positive impact on the
different diagnoses with which patients
with HIV present (O’ Dell 1992) but
some of these intervention strategies
continue to be explored for effectiveness
(Roubenoff 2002, Mc Clure, 1993,
Galantinho, 1988).

In South Africa the range of patient
diagnoses among people living with
AIDS treated by physiotherapists is not
documented. The Canadian working
group on HIV and rehabilitation
(CWGHR)have stated the importance of
establishing what conditions are seen by
physiotherapists as an important pre-
requisite to developing services ( CWGHR
2000) No literature could be found to
outline which conditions commonly
seen in other countries are al'so seen by
therapistsin South Africa. To that effect,
this study reviewed the records of
patients admitted into the medical unit at
Chris Hani Baragwanath hospital (CBH)
using the method outlined hereunder.

METHODOLOGY

Although Lang (1993) found that thera-
peutic intervention is based more on
examination findings than on the medi-
cal diagnoses, this study sought to look
at the diagnoses that are commonly
seen by physiotherapists among an HIV
population and examined the notes for
recorded impairments and functional
deficits and established if referral took
place.

PROCEDURE

e The records of patients who were
referred to the medical units between
June 2004 and June 2005 were identi-
fied physically by the records officer
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and 732 records were identified for
review in this study.

» Two reviewers, both qualified physio-
therapists with clinical experience
identified filesfor patients who were
HIV positive and had diagnoses that
were frequently referred for physio-
therapy. These files were categorized
into five areas:

(@ HIV positive but died
(b) Fileswith no information
(c) Files with other diagnoses not
HIV related
(d) HIV positive with diagnoses that
were suitable for physiotherapy
(e) HIV positive with diagnoses that
were unsuitable for physiotherapy
Using both the literature and expe-
rience, the reviewers set up inclusion
criteriafor classifying, coding and rank-
ing common diagnoses. Diagnoses that
were found were pneumonia, post TB
bronchiectasis, TB with coinfection,
neuromuscular conditions including

Gullain Barre Syndrome, cerebral vas-

cular accidents and polyneuropathies.

Case files that were reviewed as suitable
for physiotherapy were isolated for
further review to establish:

» Ageand gender of the patient,

e The diagnosis that was identified as
suitable for physiotherapy,

e Whether the patient was referred to
physiotherapy,

e Whether the common signs and
symptoms (Impairments) that are
normally referred for physiotherapy
such as. weakness of the musculo-
skeletal system, state of ambulation
and increased secretion production
were present and

» The scope of teststhat were conducted

Case files with single diagnosis unsuit-
able for physiotherapy such as gastro-
enteritis, renal disease TB with no
productive cough or coinfection and
with only retro viral disease RVD.
offered as diagnosis were excluded.

DATA ANALYSIS

Descriptive statistics were used to deter-
mine the distribution of the different
impairment categories on files that met
the inclusion criteria. Frequencies and
tables were used to present the distri-
bution of demographic characteristics,
diagnoses and referral status of the
patients.



RESULTS
Table 1 shows how the files were dis-
tributed according to the categories.

1. Demographic characteristics

Of the 139 patientswho were considered
potential candidates suitable for physio-
therapy assessment, seven had undocu-
mented information such as gender, age
or clear HIV status in their files and
were thus excluded from the study.

(a) Gender and mean age

Of thel32 patients, 57% were females
and 43% were males. The mean ages
and standard deviation for the female
and male patients were 33.46 (9.36) and
38.16 (10.64) years respectively.

(b) Distribution by age-group
Each of the ages was categorised into
specific age groups as shown in Table 2.

Table 1: Illustration of distribution of files according to categories (n=732).

File Categories % (n)
No information in files 5 (37)
HIV negative with other diagnosis 53 (388)
HIV positive but died 12 (88)
HIV positive with diagnosis unsuitable for physiotherapy referral 11 (80)
HIV positive with diagnosis for possible physiotherapy referral 16 (117)
Tuberculosis and HIV* 3 (22)

*Tb was extracted as an addional category

Of the 732 patient records, 139 (19%) had diagnoses considered suitable for physio-
therapy. These are the record that were further reviewed.

Table 3: lllustration of diagnoses found in patients’ records (N=132).

Rank | Diagnosis N (%)
1 Pneumonia 39 39 (29)
2 Meningitis 34 (25)
3 Tuberculosis 27 (20)

4 Lower respiratory tract infection 26 (19)

5 Meningitis and cryptococcal meningitis 25 (18)

6 Lower motor neuron paralysis 11 (8)

7 Retro-Viral Disease ( with no specific diagnosis)*1 8 (6)

8 Thrombocytopenia( seen in combination with other conditions) 8 (6)
Total 178*

* The total exceeds 132 because some patients had more than one diagnosis

*1 Although this means a diagnosis of HIV, in the notes this was given as the patients
diagnosis when the patient was deconditioned with multiple non specific impair-
ments such as aneamia, and weight loss in combination with another diagnosis such
as meningitis or pneumonia. This was confirmed by the head of the medical unit.

Table 4: Ranking of Diagnosis combinations.

Ranking | Diagnosis N (%)
1 Pneumonia 22 (16)
2 Meningitis 11 (8)
3 PCP and TB 9 (7)

4 PCP 8 (6)

5 PCP and LRTI 7 (5)

6 TB and Pneumonia 5 (4) 8 Pneumonia and LRTI,LRTI 3(2)

and TB, lung abscess

Table 2: Age-group distribution of
patients ( n=132).

Age range N (%)
15-19 5 (4)
20-24 12 (9)
25-29 25 (19)
30-34 29 (22)
35-39 19 (14)
40-44 15 (11)
45-49 15 (11)
50-54 7 (5)
55-72 6 (5)
Total 132 (100)

The majority of the patients were in the
age group, 30-34.

2. Types of diagnoses
The most common diagnoses were
ranked as shown in table 3. The most
frequent diagnoses were ranked as 1
while the least common was ranked a 8.
The two most frequent diagnoses
were those with respiratory (ranked as
1, 3,&4) and neurological problems
(ranked 2,5,6).
Some diagnoses presented as asingle
diagnosis or in combination with others.

Table 4 shows the different combi-
nations of diagnoses ranked in order of
frequency as seen per patient.

Although twenty one different diag-
noses were identified in total, this
table shows the top eight conditions.
Respiratory conditions such as pneu-
monia and other combinations of differ-
ent respiratory conditions occurred most
frequently. The other conditions that
were present in this cohort but are not
ranked include post TB bronchiectasis,
pleuritic effusion, pneumothorax, lower
motor neuron paralysis, dementia, DVT,
encephalitis, thrombocytopenia Ca brain,
asthma and congestive cardiac failure.

3. Referral Status of patients suitable
for physiotherapy

Only 2% (n=3) of the total number of
patients further reviewed were referred
and seen by physiotherapists while 98%
(n=129) were not referred. Ten (7%) of
the cases were discharged while non
ambulant. These ten patients had amean
age of 37year (range 27-46), six were
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male, four were female and 2 of them
had been referred for physiotherapy.
One was diagnosed with peripheral
neuropathy and CCF while the other had
alung abscess.

The other eight non ambulant patients
had the following diagnosis individually
or in combination with other diagnosis:
- Hemiparesis=1
- Meningitis/ cryptococca meningitis

=4
- Lower motor neuron paralysis and

polyneuropathy = 2
- Lower respiratory tract infection = 3
- Tuberculosis=1
- Pneumoniaand or PCP = 2
- The third patient referred for physio-

therapy had a lower respiratory tract

infection and was ambulant.

DISCUSSION

The authors acknowledge that a prospec-
tive or larger cross sectiona study
examining functional deficits would
build a better picture. However esta-
blishing a clear picture of the current
situation will contribute to a more
appropriate education or intervention
model.

As the nature of HIV changes from
being a termina to a chronic illness, it
is important to examine some of the
interventions traditionally included in
the management of chronic illness.
Rehabilitation and physiotherapy are
among some of the key interventions for
dealing with the disabling impacts of
chronicillnessor conditions (Worthington
2005). However, differential diagnosis
is seen by Lang (1993), in her expe
rience with HIV, as essential for medical
management and less so for rehabilita-
tion. This sentiment is supported by
Nixon and Cott (2000) who argued that
the medical model lacks the conceptual
framework to guide education research
or practice in rehabilitation. Literature
on rehabilitation described earlier and
current medical practice is grounded in
this same medical model (O’ Dell, 1996
and 1998). Since there are no studies
that have attempted to describe the popu-
lation of HIV clients that may benefit
from physiotherapy in the South African
situation, this study was therefore con-
sidered an appropriate starting point in
trying to establish what is being referred
and seen by physiotherapists in spite of
the paucity of information on functional
and participation deficits.

The total nhumber of HIV admissions
to the hospital could not be obtained
from the hospital information system at
Chris Hani Baragwanath Hospital at the
time of this study. However 42% of the
total records reviewed were of patients
who were HIV positive. In this cohort
there was a higher number of female
patients 57 %(n = 76) with their mean
age lower than that of males. Thisconcurs
with other literature (Rehle et al, 2003)
where within the affected population
females are in the majority. This should
be noted by therapists for appropriate
age and gender sensitive interventions
within the continuum of care model of
prevention, treatment and care (UNAIDS
2003). Furthermore, the number of
patients with HIV still remains higher
in the productive age group between
25 and 49, the highest percentage being
in the 30-34 age range. This is consis-
tent with statistics released nationally
(Rehle et @ 2003) and internationally
(WHO 2004)..

O’ Dell (1993) conducted aretrospec-
tive study in a Philadelphia teaching
hospital on medical records of persons
hospitalized with complications of HIV
and referred to rehabilitation. The study
did not indicate the total number of
records reviewed. Case notes reviewed
showed a wide range of admitting diag-
noses including similar ones found
among the patient notes reviewed at
CHBH. Some of the common diagnoses
between O' Dell's (1993) study and
this study are pneumonia, cryptococcal
meningitis. Furthermore, assessments of
patients with HIV done by O'Connell
and Levinson (1991) in full on first
reference and O Dell (1993) found differ-
ent functional deficits and impairments
among patients with HIV. Some of the
deficits included: pain, physical decon-
ditioning, proximal and distal muscle
weakness, paresis and immobility. In
addition, this study revealed other
diagnoses including tuberculosis, lower
respiratory tract infections and lower
motor neuron paralysis. This result
reflects the existence of a need for
physiotherapy among people living with
HIV/AIDS (PLWA) because this range
of diagnosis that were identified are
commonly known to result in activity
limitations that can be countered by
physical therapy and rehabilitation inter-
ventions. In the cases reviewed by
O'Dell 86.7 % were referred to occupa-

30 SA JOURNAL OF PHYSIOTHERAPY 2007 VoL 63 No 2

tional therapy and 80% to physiotherapy.
In this study only 3 patients (2%) were
referred for physiotherapy. In compa
rison with referral in western countries
this figure is very low indicating that
there is no focus on the client’s physical
and functional needs and subsequent
quality of life. It is difficult though to
draw a firm conclusion from the result
as HIV related physical disability was
not captured in the patient notes or on
the discharge summary.

Although the general impact of exer-
cise, as amodality of treatment for HIV
patients has been shown in a Cochrane
review (O’ Brien 2005), to benefit people
living with HIV, exercise is not con-
sidered as an option at Chris Hani
Baragwanath hospital as indicated by
the low referral rate of patients to
physiotherapy. This may be attributed to
this sample of patients being in the
advanced stages of HIV as they were
taken from patients that present them-
selves to the hospital and have been
deemed ill enough to be admitted. This
was confirmed by the head of the
medical unit at CHBH. where it was
revealed that most patients are admitted
for medical stabilization and are dis-
charged as soon as this is achieved.
All those who were reviewed for referral
were discharged home with no func-
tional assessment evident. It is difficult
to draw firm conclusions on their need
for rehabilitation if there is no detail of
their impairment status other than labo-
ratory markers, and general status and
no further assessment is available of
their physical and functiona status. |If
patients are not referred for further
assessment and physiotherapy it can be
concluded that many patients with HIV
related complications that can benefit
from physiotherapy are not receiving
a comprehensive model of care due to
this oversight.

LIMITATIONS

The researcher accepts that the direct
need for physiotherapy cannot be deter-
mined from diagnosis aone however
known aetiology does give an indication
of the known impairments and subse-
guent disability. The use of the diagnosis
may limit the accuracy of the true
picture of which conditions may need
physiotherapy but this is essentially the
only common starting point that gives
adequate overlap with the medical teams



focus in the management of patients. To
minimize this limitation we examined the
case notes closely and isolated any impair-
ment such asincreased secretion produc-
tion and muscle strength. Further research
should endeavor to confirm the diagnosis,
impairments and activity limitations.

Other limitations should also be
considered: First as patients notes were
selected from the medical units, many,
of the patients had advanced disease as
indicated in general by the head of unit
and their low CD4 counts. Therefore
this may give a skewed picture of the
referral status. However except for those
who died and were excluded all patients
analysed for physiotherapy referral were
discharged home. Other units such as
neurology should be assessed for refer-
ral patterns to complete the picture.
Another limitation is that information
was retrospectively collected from the
case notes whereas a prospective study
would be more valid. The notes were
standard in structure but there was
variation in the format and the informa-
tion was given by different doctors thus
leaving room for error.

CONCLUSION

Despite such a high proportion of
patients admitted to the medical wards
at Chris Hani Baragwanath Hospital
South Africa being HIV positive, many
patients living with AIDS are not seen
by rehabilitation professionals in the
hospital setting. There is little or no
referral of patients or first line contact
with physiotherapy or other traditional
rehabilitation professionals. There is
much to be explored and understood in
the area of rehabilitation services for
people living with AIDS within the
South African context. Rehabilitation
has the ability to impact on a number of
domains across the full range of body
function and structure, activity and
participation and to contribute to better
integrated care. The physiotherapists
role in increasing exercise tolerance,
musclestrength, (O’ Brien 2005) improv-
ing general body conditioning (O'Dell
1993), teaching pain ( Germain et a
2005) management strategies, improving
function and activity and treating stress
and anxiety related symptoms (Lang,
1993) is not fully exploited. This study
did not investigate the underlying rea-
sons for the lack of referral or the lack
of active participation of rehabilitation

professionals. A more accurate picture
of the needs is required, therefore it is
important for further studies to examine
patients with HIV and document the
different deficits with which they pre-
sent. The results from such a study may
assist in informing curriculum policy
and programme devel opment for PLWA
in institutional, hospital and community
Settings.

From this study, we recommend that
medical practitioners should be encour-
aged to screen patients for function and
activity limitations, and where necessary
refer them for further assessment by
the rehabilitation team. Physiotherapists
should be encouraged to market their
services and educate other professionals
on their rolein managing HIV and AIDS
patients. In order to do this, further
research is needed to establish what
functional deficits exist and exactly
where the needs lie.
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