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umber of lengthy and comprehensive articles and goidelines exist wat regard o e reatment and prevenion of
iportimistic infections, but this guidelines is designed to be easy and simple for a practitoner o use, It is presented
E The guideline s supported by evidence-based stdies and adapied o be appropeate w the

mnm. In should be noted thar only the drgs thar are licensed in South Africa have been recommended and
addition, at all times, the most costeffective regiments) have been endorsed.
il where appropriate but these are not exhanstive,

Alrernanve regimeni(s) have been

A practiioner dealing with a more complex problem may

el it mecessany ko consult with a colleague or refer o more comprehensive material, (54 Faar Prace X004 13738

RODUCTION
¢ best method of preventing
wrtunistic infections i HIY -mfected
ividuals is to use highly active
oviral therapy, which leads 1o
immune reconstitution.  How-
r, even if antiretroviral therapy is
ailable a substantial proportion of
i nts will either present with severe
MNING SUPPIESSion of remain severely
mune-suppressed despile antiretro-
| therapy. Many opportunistic
ctions can be prevented in these
5 by using primary prophylaxis
' Hw]uwnc-:mﬂmn {5 helow).
apaes are common after imitial
et of many opportunistic
ions and maintenance therapy
hnwll a5 secondary prophylaxis

. _'].'i]:rhl'jjsmmq- while patienis
main immune-suppressed,

ref
fs

RIMARY PROPHYLAXIS
Gy preventive therapy was
gd in the February 2000 issue of
Joumal of HIV Medicine,

igitions for co-reimoxazole
applivlianis
 WHO clinical stage 3 or 4.
- CDE count < 200,
 Total lymphocyte count < 1,25 x
- W [(should only be used when
£ eount unavailable — may miss
15% of patients CDd - 2040,

Dioze of co-rrimoxazale
proplivilaxds

All the following regimens are equally
efficacious against Pretmocysiis carinii
preumonia {PCPY

« 060 mg daily

* Uil myg three days‘week

= 480 myg daily

All dosages are acceplable, but lower
dose regimens are betier tolerated.
There is scanty evidence for lower dose
regimens against toxoplasmosis and
strongest evidence for higher-dose
Megimens.

Co-trimoxazale intolerance

Co-tnimoxazole intolerance 15 common
in late disease and usually presents as a
maculopapular rash. Many intolerant
patients may continue to receive co-
trimoxazole with the addition of an
antihistamine unless there are systemic
sympioms or mucosal involvement. IF
co-trimoxazole therapy is discontinued,
desensitisation or rechallenge appear to
ke safe unless there are systemic
symptoms of mucosal involvement.
Because co-trimoxazole reduces the
incidence of many opportunistic in-
fections, rechallenge or desensitisation
should be considersd.  Studics have
demonstrated that desensitisation and
rechallenge appear safe. Both rechal-
lenge and desensitisation should be done
under antihistamine cover starting the
day before. Rechallenge should be done
with co-trimoxazole 480 mg and the
patient observed for several hours.

Severe desensilisation regimens exist;
one of the simplest uses co=trimoxazole
syrup {240 mg's ml}):

* Dayl 1.25 mg daily

* Day2 1.25 me bid

Day 2 1.25 ml tid

* Day4 2,5 mg bid

+ Day 35 2.5 mltid

* Day & One tablet (480 mg) daily
{Levung G, Standford JF, Giordans MF, & al,
Trimethoprim-sulfamethoxazale (TMP-SMZE) dose
escalanion verses direc rechaBenge S Prcumoesysic cannii
pricumsms prophylesis m human immessdefcieney vins
mfected patients with previows adverse reactions o TRP-
SME. D infies D 201 DH4R259T)

The alternative to co-timoxazole
If co-trimoxazole cannot be tolerated,
dapsone 100 mg daily should be
substituted. Dapsone is as effective as
co-inmoxazole for prophylaxis against
PCP but does not prevent other opporiu-
nistic infections, e.g. toxoplasmosis,
isnsporiasis and bacterial infections.

Aerosolised pentamidine 15 not cost
effective in the local setting,

VACCINATION

Live vaccines should generally be avoided
im adults. Yellow fever vaccine may be
safe if the CD&H count is = 200, When
the CD4+ count is < 200 antigenic
responses temd 1o be poor and short=lived
for all types of vaccinations, A transient
increase inm viral load, experienced
following vaceination, can be discounied,

Influenza vaccination should be
administered annually.

The present 23 polyvalent pnewmo-
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coccal vaccine should be avoided as
there is strong evidence that it is
harmful. Further trials on other

pneumococcal vaccines are awaited.
Hepatitis B vaccine should be

administered to hepatitis B surface
antigen-negative patients.
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€a and rophyl adults
Standard adult doses have been given. Every effort has been made to check doses, but readers should check other sources.
Usual duration of therapy has been given, but longer courses may be needed in individual cases.
Infection Treatment options Duration Secondary prophylaxis’
Herpes simplex Valaciclovir 500 mg bid 7 days Not usually recommended
Acyclovir 400 mg tid (acyclovir 400 mg bid)
Famciclovir 125 mg bid
Tuberculosis Standard short-course therapy 6 months Not recommended
Candida oesophagitis Fluconazole 100 mg daily 14-28 days Not recommended
Itraconazole 200 mg daily
Ketoconazole 400 mg daily
Pneumocystis carinii Co-trimoxazole® 3-4 tabs qid 14-21 days
pneumonia’ Dapsone 100 mg daily plus Co-trimoxazole® 2 tabs daily
trimethoprim 300 mg tid Dapsone 100 mg daily
Clindamycin 450 mg tid plus
primaquine 15 mg daily
Toxoplasmosis Co-trimoxazole® 4 tabs bid 4 weeks Co-trimoxazole® 2 tabs daily
Then 2 tabs bid 12 weeks
Clindamycin 600 mg qid plus 6 weeks
pyrimethamine* 50 mg daily
Cytomegalovirus Ganciclovir 5 mg/kg bid IV then 14 days N/A
Ganciclovir 5 mg/kd/day IV Lifelong'
5 days/week or 1 g tid PO
Atypical mycobacteriosis Clarithromycin 500 mg id plus Lifelong' N/A
ethambutol 800 mg daily
Salmonella bacteracmia Ciprofloxacin 500 mg bid 6 weeks Not recommended
Isosporiasis Co-trimoxazole® 4 tablets bid 4 weeks Co-trimoxazole® 2 tabs daily
Pyrimethamine* 25 mg daily Pyrimethamine* 75 mg daily
Cryptosporidiosis Not available (antimotility drugs) N/A N/A
Bacterial pneumonia Cefuroxime 750 mg - 1.5 g tid IV? 5-10 days Not recommended
Cefamandole 1-2 g qid IV
Ceftriaxone 1-2 g daily IV?
Cefotaxime 1-2 g bid IV?
Co-amoxiclav 1.2 g tid IV?
Moxifloxacin 400 mg daily
Gatifloxacin 400 mg daily
Cryptococcal meningitis Amphotericin B 0.7 mg/kg® IV daily 7-14 days Fluconazole 100-200 mg daily*
then fluconazole 400 mg daily 8-10 weeks
Herpes zoster (shingles) Acyclovir 800 mg 5 times/day 7 days Not recommended
Valaciclovir 1 g tid
Famciclovir 250 mg tid
Microsporidiosis Albendazole 400 mg bid’ 21 days Not recommended
1. Proplylaxis or lifelong therapy can be discontinued if the CD4 count increases to >200 on antiretroviral therapy.
2. Adjunctive corticosteroids are indicated in hypoxic patients (oral prednisone 40 mg bid followed by taper after 5-10 days).
3. Single-strength (480 mg) tablets.
4. Folinic acid (not folic acid) should be used to treat or prevent bone marrow suppression.
5. Therapy should be completed with oral antibiotics (amoxicillin, co-amoxiclav, moxifloxacin or gatifloxacin are recommended). These antibiotics
are recommended in the South African Thoracic Society guidelines on community-acquired pneumonia (in press).
6. A test dose of 1 mg should be given over 30 minutes. If this is tolerated then half the daily dose can be infused over 4 hours with the full dose
given the next day. Many experts omit the test dose.
7. Only certain species (notably Encephalitozoon intestinalis) respond well to albendazole.
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