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with 7% of AIDS patients in northern Thailand reporting Penicillium marneffei infections 
compared to <1% elsewhere in the country.  
 
Data from prospective randomized trials indicate that fluconazole is effective in the 
prevention of mucosal candidiasis and crytococcosis in PLHA with advanced disease. 
Long term usage is associated with the development of resistance, particularly in PLHA 
with low CD4 counts. In Europe, USA and Australia fluconazole is not recommended for 
primary prophylaxis of these infections because of the relative infrequency, lack of 
survival benefit, possibility of drug interactions, potential development of drug resistance 
and cost. Secondary prophylaxis is recommended following crytococcosis. For this 
indication, fluconazole is recommended as it has been shown to be more effective than 
itraconazole. Thai guidelines recommend fluconazole as an option for primary and 
secondary prophylaxis of cryptococcosis.  
 
Itraconazole has been shown in small randomized trials in Thailand to be effective in the 
prevention of penicilliosis, given either as primary or secondary prophylaxis. There was 
no survival benefit demonstrated, possibly due to the small sample sizes. Thai guidelines 
recommend intraconazole as an option for primary and secondary prophylaxis of 
penicilliosis.  
 
Discontinuation of fluconazole secondary prophylaxis for prevention of cryptococcal 
meningitis following immune reconstitution with ARV has been investigated in several 
studies. There is increasing evidence from these studies that cessation of fluconazole 
secondary prophylaxis is safe if PLHA have no signs or symptoms of cryptococcal disease 
and have had a sustained increase in CD4 count above 100 cells/m3 for at least 6 months. 
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GarmÖkfa 
eGBIedmIénCMgWeGds_enAkm<úCabc©úb,nñenH )anbegáIteGaymanesckþIRtUvkarya:g 

xøaMgcMeBaH karEfTaMBüa)alGñkCMgWeGds_ eRBaHGñkpÞúkemeraKeGds_)anvivtþn_eTArkdMNak; 

kalmaneraKsBaØa nigdMNak;kalF¶n;F¶r . esckþIRtUvkarenH nwgekIneLIgya:gxøaMgenAkñúg 

TsvtSxagmux eRBaHCaerogral;qñaMmanGñkpÞúkemeraKeGds_RbEhl 20000 nak; nwgvivtþn_ 

eTACaGñkCMgWeGds_ ehIyGñkTaMgenaHnwgsøab; ebIsinCaBuMmanGnþraKmn_EdlmanRbsiT§iPaB 

eTenaH . plb:HBal;énCMgWeGds_eTAelI esckþIRtUvkarcMeBaHkarEfTaMBüa)alenH nwgbEnßm 

bnÞúkeTAelIesvaEfTaMsuxPaBenAkm<úCaEdlkMBugEtmanRbPBFnFansþÜcesþIg .  

 edIm,IeqøIytbcMeBaHbBaðaenHeGaymanRbsiT§iPaB mCÄmNÐlCatiRbyuT§nwgCMgW 

eGds_ esIEs,k nigkameraK énRksYgsuxaPi)al )anshkarCamYyédKUrnana begáItCa 

eKalkarN_ENnaM sþIBIkarRKb;RKgkarEfTaMBüa)alGñkpÞúkemeraKeGds_ EdlkñúgenaHman 

eKalkarN_ENnaMsMrab;karbgáarCMgW»kasniymeday»sf enAelIGñkpÞúkemeraKeGds_pg 

Edr . karbgáarCMgW»kasniymeday»sf enAelIGñkpÞúkemeraKeGds_ mansar³sMxan; 

Nas;sMrab;kat;bnßykarekItCMgW»kasniymmYycMnYnenAelIGñkpÞúkemeraKeGds_ CaBiess 

CMgWrebgskm μ nigCMgWbgáredayemeraK)ak;etrI nigemeraKpSitmYycMnYneTot . RksYgsuxa 

Pi)al eCOCak;faRKb;buKÁliksuxaPi)alTaMgGs;Edlpþl;karEfTaMBüa)alGñkpÞúkemeraK 

eGds_ nwgGnuvtþn_tameKalkarN_ENnaMenH ehIyk_sgÇwmpg Edrfa eKalkarN_ENnaMenH 

nwgRtUv)anBinitü nigEksMrYleLIgvijya:geTogTat;edIm,IeqøIytbeTA nwgkarvivtþn_énviTüa 

sa®sþsuxaPi)al  .  

CaTIbBa¢b; RksYgsuxaPi)al sUmekatsresIcMeBaHmCÄmNÐlCatiRbyuT§nwgCMgW 

eGds_ esIEs,k nigkameraK nigédKUrTaMgGs; Edl)anRbwgERbgykGs;kMlaMgkaycitþ 

nigbBaØaedIm,IerobcMbegáIteKalkarN_ENnaMenHeLIg . 

éf¶TI Ex vicäika qñaM 2003 

GKÁnaykbec©keTssuxaPi)al 

 

 
            sa®sþacarü eGg hYt 

ii 



iv 

esckþIEføgGMNrKuN 

 

 eKalkarN_ENnaMsþIBIkarbgáarCMgW»kasniymeday»sf enAelIGñkpÞúkemeraK 

eGds_ nigGñkCMgWeGds_ )anerobcMbegáIteLIgedaymCÄmNÐlCatiRbyuT§nwgCMgWeGds_ 

esIEs,k nigkameraK tamry³kic©RbCuM nigkarpøas;bþÚreyabl;CamYYyédKUTaMgGs;rbs;mCÄ 

mNÐlCati enAkñúgsßab½nrdæaPi)al GgÁkareRkArdæaPi)al nigGñkpþl;CMnYy . 

 mCÄmNÐlCati sUmEføgGMNrKuNya:gRCaleRCA cMeBaHkarxitxMRbwgERb nigkar 

bric©akTaMgkMlaMgkay kMlaMgcitþ nigeBlevlad¾mantMélrbs;Gs;;elak-elakRsI nig 

sßab½ndUcxageRkam³  

 RksYgsuxaPi)al Edl)anpþl;nUvkarKaMRTdl;eNIrkarerobcMeKalkarN_ENnaMenH 

 EpñkEfTaMCMgWeGds_énmCÄmNÐlCatiRbyuT§nwgCMgWeGds_ esIEs,k nigkameraK 

Edl)an sMrbsMrYldMeNIrkarerobcMeKalkarN_ENnaMenH ya:gsRsak;sRsaM 

 elakevC¢> Julian Elliott TIRbwkSabec©keTsEpñkEfTaMCMgWeGds_énmCÄmNÐlCati 

nigelak RsIevC¢> Veronique Bortolotti TIRbwkSabec©keTsEpñkCMgWeGds_énGgÁkar 

suxPaBBiPBelak Edl)anCYyy:agskmμkñúgkarcgRkgeKalkarN_ENnaMenH 

 mnÞIreBTüRBH)aTneratþmsIhnu mnÞIreBTükal;Em:t mnÞIreBTüKn§abu)aö mnÞIreBTü 

kumarCati GgÁkar UNAIDS, UNICEF, CDC-GAP, WHO, MDM, FHI/Impact 
Cambodia, MSF-F, HACC, Center of Hope, ADB/JFPR REG-9006, CPN+, FC, 

Maryknoll, nigCaBiess sUmEføgGMNrKuNcMeBaH Rkumkargarbec©keTsfñak;Cati 

sMrab;km μviFIEfTaMBüa)alGñkpÞúkemeraKeGds_ nigGñkCMgWeGds_ Edl)ancUlrYm 

cMENky:agskm μ nig)anpþl;Camtieyabl;kñúgkarerobcMeKalkarN_ENnaMenH 
 

 sUmEføgGMNrKuNcMeBaHkarrYmcMENkd_éføføaenH . 

                       éf¶TI 17 Ex vicäika qñaM 2003 

        RbFanmCÄmNÐlCatiRbyuTÞnwg  

        CMgWeGds_ esIEs,k nigkameraK 
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2.5. Which group of PLHA benefits from cotrimoxazole prophylaxis? 

The decision when to commence cotrimoxazole prophylaxis has been well defined in high 
income countries for many years. The first recommendation regarding prophylaxis, 
issued in 1989, was for the use of daily double strength cotrimoxazole in PLHA with CD4 
counts less than 200. This recommendation has remained unchanged since.  
 
The subgroup of PLHA that benefits from cotrimoxazole prophylaxis in developing 
countries is not known. The first Abidjan study described above suggested a benefit 
below a CD4 count of 500/mm3, the study in PLHA with TB showed most benefit in 
PLHA with a CD4 below 350/mm3 and a retrospective study in Cape Town showed a 
benefit only when CD4 was below 200/mm3.  
 

2.6. Potential efficacy of cotrimoxazole prophylaxis in Cambodia 

The data available from West Africa suggest that PLHA in Cambodia may benefit from 
cotrimoxazole prophylaxis. These data also suggest that PLHA with smear positive 
pulmonary TB, and perhaps with other forms of TB, may be more likely to benefit from 
cotrimoxazole prophylaxis than other groups of PLHA. However, the degree to which 
the findings in West Africa can be extrapolated to Cambodia is highly dependent on the 
spectrum of disease in PLHA and the resistance pattern of the major pathogens. There is 
extremely limited data regarding these issues available in Cambodia.  
 
Case series from the national hospitals of Phnom Penh suggest that tuberculosis and 
cryptococcal meningitis are the major causes of morbidity and mortality. Data from 
Thailand would suggest that the next most important causes of illness in PLHA in the 
region to be PCP, Salmonella species, toxoplasmosis and Penecillium marneffei. The 
contribution of these organisms to illness in PLHA in Cambodia is unknown. The rate of 
cotrimoxazole resistance in major bacterial pathogens is also unknown. Whether 
cotrimoxazole prophylaxis is beneficial for PLHA, or a subgroup of PLHA, in Cambodia, 
either in terms of reduction in illness or improvement in survival, therefore remains a 
question without a definite answer. Cost-effectiveness is therefore also unknown.  
 
 
3. Prevention of fungal infections using fluconazole 
 
Fungal infections are important causes of morbidity and mortality in PLHA throughout 
the world. They include oral, oesophageal and vulvo-vaginal candidiasis, cryptococcal 
disease especially meningitis and various endemic mycoses such as penicilliosis in south-
east Asia. Oral candidiasis is an important contributor to wasting in PLHA. Cryptococcal 
meningitis is second only to tuberculosis as a cause of hospital admission and death in 
PLHA in the national hospitals of Phnom Penh. The importance of penicilliosis as a cause 
of illness and death in Cambodia is not known. Incidence is highly variable in Thailand 
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2.3. Benefits of cotrimoxazole prophylaxis in developing countries 

The efficacy of cotrimoxazole prophylaxis in a developing country setting has been 
proven in a randomized trial conducted in Abidjan, Cote d’Ivoire. This study compared 
the efficacy of daily double strength cotrimoxazole to placebo in PLHA in WHO clinical 
stage 2 and 3. It found a significant reduction in severe events defined as either death or 
hospitalization, but not a significant reduction in mortality alone.  
 
A similar study that was conducted in Dakar, Senegal and was prematurely halted because 
of the release of the Abidjan study results, found no significant benefit from the use of 
daily single strength cotrimoxazole. The different outcomes of these studies are probably 
due to a combination of different dosage, different spectrum of disease and resistance 
patterns and reduced power of the Dakar study.  
 
The use of cotrimoxazole prophylaxis in a subgroup of PLHA with smear positive 
pulmonary TB was investigated by a second randomized study conducted in Abidjan. This 
showed more marked benefits with significant reductions in OIs and hospital admissions 
and a halving of mortality.  
 

2.4. Risks of cotrimoxazole prophylaxis 

An important question is whether the use of cotrimoxazole will lead to an increase in the 
resistance to cotrimoxazole in susceptible organisms infecting PLHA and the general 
community. This is certainly a valid concern as cotrimoxazole is a broad spectrum 
antibiotic that should be taken long term making the induction of resistance in an 
individual inevitable. Given that cotrimoxazole is an important antibiotic for the 
treatment of common infections the concern is that this would lead to increased 
cotrimoxazole resistance in common pathogens circulating in the community limiting 
cost-effective treatment options. Additionally, it would undermine the effectiveness of 
cotrimoxazole prophylaxis itself.  
There are some data to suggest that cotrimoxazole resistance does increase in PLHA given 
cotrimoxazole prophylaxis and in others in the same geographical area. The question 
remains whether widespread use of cotrimoxazole prophylaxis in countries such as 
Cambodia would significantly increase cotrimoxazole usage and therefore whether these 
programs would have an effect on resistance patterns either in PLHA or in the general 
community.  
 
Side effects from cotrimoxazole prophylaxis in PLHA are very common, occurring in up 
to 50%. The most common side effect is rash, which is often mild, but can be severe or 
life threatening. The other major side effects are hepatitis, anaemia and neutropenia.  
 
There is some data to suggest that cotrimoxazole prophylaxis also increases the risk of 
candida infections, presumably be altering bacterial flora.  

v 

bBa¢IBakSbMRBYj 
 

AIDS Aquired Immunodeficiency Syndrome 

cegáameraKsBaØaekIteRkayBIRbB½næPaBsuaMkarBarsarBagÁkaycuHexSay 

ARV Antiretroviral drug(s) 

»sfRbqaMgemeraKeGds_ 

CD4 T-CD4+ Lymphocyte  
ekasika  T-CD4+ Lymphocyte 

CENAT National Tuberculosis and Leprosy Control Program 

kmμviFICatikMcat;eraKrebg-hg;sin 

DOTS Directly Observed Therapy Short Course Strategy for the control of TB 

karBüa)alCMgWrebgedaymankarRtYtBinitütamrUbmnþxøI 

DS Double strength cotrimoxazole (800mg/160mg) 

»sf Cotrimoxazole EdlmankMlaMgeTV ¬elx 800mg/160mg¦ 

HIV Human Immunodeficiency Virus 

emeraKeGds_ 

IPT Isoniazid preventive therapy 

karBüa)albgáareday»sf isoniazid 

MMM Mondul Mith Chouy Mith (Friendly support center) 

mNÐlmitþCYymitþ 

OI HIV related Opportunistic Infection 

CMgW»kasniym 

PCP Pneumocystis carinii pneumonia 

CMgWsYtbgáredayemeraK Pneumocystis Carinii 

PLHA Person/people living with HIV/AIDS 

GñkpÞúkemeraKeGds_ rWGñkCMgWeGds_ 

SMX Sulphamethoxazole 

»sf Sulphamethoxazole 

SS Single strength cotrimoxazole (400mg/80mg) 

»sf Cotrimoxazole EdlmankMlaMgeTal (elx 400mg/80mg) 

TB Tuberculosis  

CMgWrebg 

TMP Trimethoprim 

»sf Trimethoprim 

iv 



vi 

TST Tuberculin skin test 

kareFVIetsþEs,k  Tuberculin 

UNAIDS Joint United Nations Programme on HIV/AIDS 

GgÁkar UNAIDS 

USA United States of America 

shrdæGaemrik 

VCCT HIV voluntary confidential counseling and testing 

Karpþl;RbwkSa nigeFVIetsþrkemeraKeGds_edaysμ ½RKcitþ nigrkSakarsMgat; 

WHO World Health Organisation 

GgÁkarsuxPaBBiPBelak 
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 Referral, monitoring and reporting systems. Systems for managing the 
flow of PLHA between services and adequately assessing the efficacy of the IPT 
program are essential. 

 
 

 
2. Prevention of bacterial infections, PCP and toxoplasmosis using 

cotrimoxazole 
 

2.1. Use of cotrimoxazole 

Cotrimoxazole is a combination of two antibiotics, trimethoprim and sulphamethoxazole, 
that has been used extensively throughout the world for more than two decades. It is 
formulated as tablets of ‘single’ or ‘double’ strength tablets with 80mg and 400mg or 
160mg and 800mg of trimethoprim and sulphamethoxazole respectively. There are 
numberous indications for its use, particularly in the treatment of common infections 
such as urinary tract infections, upper and lower respiratory tract infections, enteritis and 
dysentery. It is also useful for the prevention and treatment of infections in 
immunosuppressed individuals, particularly Pneumocystis carinii pneumonia (PCP) and 
Toxoplasma gondii encephalitis. Usage and rates of resistance have varied widely around the 
world.  
 
In PLHA cotrimoxazole is potentially useful for the prevention and treatment of a wide 
range of infections. This includes PCP and toxoplasmosis, but also the most important 
causes of serious bacterial infections such as pneumonia, bacteraemia and bacterial 
enteritis: Streptococcus pneumoniae, Salmonella species, Shigella species, Eschericia coli, 
Staphylococcus aureus and Haemophilus influenzae. Cotrimoxazole also has activity against 
Plasmodium species (malaria), Isospora belli (cause of diarrhoea) and Nocardia asteroides 
(respiratory and generalized infections).  
 
 
2.2. Benefits of cotrimoxazole prophylaxis in high income countries 
Cotrimoxazole has been used extensively in PLHA in high income countries since the late 
1980s, primarily for the prevention and treatment of PCP. Several controlled trials and 
meta-analyses have shown that PCP prophylaxis reduces the risk of PCP and that 
cotrimoxazole is the most effective prophylactic agent with virtually no failures. The 
effect of cotrimoxazole prophylaxis on mortality is not as clear. Cohort data also indicate 
that cotrimoxazole reduces the risk of toxoplasmosis and major bacterial pathogens.  
 
The dose of cotrimoxazole necessary for efficacy varies by infection. Substantial data have 
shown that daily single strength (80mg/400mg) has similar efficacy to daily double 
strength (160mg/800mg) for the prevention of PCP and less adverse events, particularly 
less rash. There is some data to suggest, however, that the higher dose has substantial 
benefit over the lower dose for the prevention of toxoplasmosis. 
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 Screening to exclude active TB. 
 Regular delivery of medicines and monitoring for treatment side effects and 

active TB.  
 Adherence support leading to completion of IPT. 

 

1.12. Minimum criteria for establishment of IPT programs 

To maximize program effectiveness and minimize the risk that implementation of IPT 
programs will harm existing TB control efforts, the following are minimum criteria for 
establishment of IPT programs: 
 

 Commitment to establishment of IPT program by key decision makers in 
province/district including TB and HIV program leaders 

 
 Effective TB DOTS program e.g. combined defaulter and failure rate of less 

than 10%. IPT is not a substitute for TB DOTS and implementation of IPT 
should never be allowed to undermine case detection and treatment of active 
TB.   

 
 Adequate facilities and capacity for excluding active TB. One of the 

main risks of IPT is that isoniazid monotherapy will be given to PLHA with 
active TB. This is a very real risk given that many PLHA are diagnosed at a late 
stage of HIV disease and are therefore more likely to present with smear 
negative pulmonary or extrapulmonary TB. For example, the CENAT 
Afternoon Clinic has diagnosed active TB in approximately 20% of screened 
PLHA, of which 75% has been either smear negative pulmonary or 
extrapulmonary TB. 

 
 Effective mechanisms to minimize drop-outs at each stage of IPT 

delivery. In the absence of TST, a WHO/UNAIDS consensus meeting 
estimated that the number of PLHA needed to screen to prevent one index 
case is 15-78, and the number needed to treat is 7-20. Even modest increases 
in drop-out rates can easily increase these numbers needed to screen/treat to 
levels that are not cost-effective.  

 
 Integration into comprehensive care for PLHA. This is essential for 

cost-effectiveness as it will ensure that benefits are available for those PLHA 
who enter the program regardless of whether they are eligible or able to 
complete IPT. This is particularly true for health services that are developing 
both TB/HIV activities and HIV continuum of care.  

 

1 

I- karbgáarCMgW»kasniymeday»sf 
1> karbgáarCMgWrebgskmμeday»sf isoniazid 

1>1> karbgáarCMgWrebgeday»sf isoniazid  

karbgáarCMgWrebgeday»sf isoniazid Gacdak;bBa©ÚlCaEpñkmYyénsMnMuEfTaMBüa)al 

EdlmanlkçN³RKb;RCugeRCay . RKb;GñkpÞúkemeraKeGds_ nigGñkCMgWeGds_TaMgGs; RtUv 

)anTTYlBt’man nigsMPar³Gb;rMsþIBICMgWrebg nigkarbgáar . karbgáareday»sf isoniazid 

enHGacpþl;cMeBaHGñkpÞúkemeraKeGds_ nigGñkCMgWeGds_EdlRBmTTYlykkarbgáareday 

»sf EdlBMumanCMgWrebgskmμ nigEdlGacTTYl)ankartamdan\TæiBlbnÞab;bnSMrbs; 

»sf isoniasid  nigCMgWrebgskm μ . 

 

1>2> CMBUk»sfEdl)anelIkCaGnusasn_ (Recommended Regime)  

»sf isoniasid RtUveRbIkñúgkMrit 5 m>Rk¼K>Rk> rhUtdl;kMritCaGtib,rma 300 m>Rk 

kñúgmYyéf¶ . »sf Pyridoxine (Vitamin B6) kúñgkMrit 50 m>Rk kñúgmYyéf¶ RtUvpþl;eGaykñúg 

eBldMNalKñaedIm,Ikat;bnßykarRbQmmuxnwgkarekItCMgWsésRbsaTxageRkA (peripheral 

neuropathy) . karbgáareday»sf isoniazid RtUvmanry³eBl 9 Ex kñúgkrNIEdlmanRbB½næ 

tamdan nigRbB½n§KaMRTRKb;RKan; edIm,IeGaymankarelb»sf)anCab;lab; nigRtwmRtUv . 

 

1>3> etIRtUvcab;epþImenAeBlNa? 

GñkpÞúkemeraKeGds_ RtUvTTYl)ankarbgáareday»sf isoniazid (IPT) edayqab;rh½s 

bMputBIeRBaHCMgWrebgskm μGacekIteLIgenARKb;kMriténcMnYnekasika CD4 ehIyCMgWenH nwg 

eFVI[RbB½næPaBsuaMkarBarsarBagÁkaycuHexSaykan;EtxøaMg RBmTaMgeFVIeGaymankarekIn 

eLIgnUvkarRbQmmuxeTAnwgkarekItCMgW»kasniymepSg²eTot . GñkpÞúkemeraKeGds_ 

EdlmaneraKsBaØaCMgWrebg dUcCa k¥k b¤ ekþAxøÜn BMuKYrTTYlkarbgáareday»sf isoniasid 

(IPT) enHeTrhUtdl;eKrkeXIj mUlehtuéneraKsBaØaTaMgenaH . IPT BMuKYrpþl;eGayGñkpÞúk 
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emeraKeGds_ EdlmanCMgWrlakeføImskmμeT (active hepatitis) . müa:geTot IPT Kb,Ipþl; 

eGay®sþImanépÞeBaHenAeRkayRtImas TI1énKP’ . 
 

1>4> karRsavRCavrkCMgWrebgskmμ 

RtUvmanRbB½næRsavRCavrkCMgWrebgskm μRKb;RKan; munnwgcab;epþImkm μviFI IPT. RbB½næ 

RsavRCavTaMgenHrYmman smtßPaBeFVIeraKvinicä½yCMgWrebgRKb;TMrg; dUcCaCMgWrebgsYtkMhak 

GviC©man nigCMgWrebgeRkAsYt edayeRbIR)as;karRsg;RbvtþiCMgWkarBinitüragkay (physical 

examination) karftsYtedaykaMrsμ I X nigkarBinitükMhak . dUecñHesva IPT RtUvmanmUldæan 

enAkñúgmnÞIreBTübEg¥k . 
 

1>5> karRtYtBinitütamdan 

GñkpÞúkemeraKeGds_ EdlTTYlyk IPT RtUvCYbRbCMuy:agehacNas;mþgkñúgmYyExCa 

mYybuKÁliksuxaPi)al Edl)anTTYlkarbNþúHbNþalBiess ehIykarpþl;»sfRtUveFVIeLIg 

Caerogral;Ex . skm μPaBenH GacGnuvtþenAGaKarBieRKaHCMgWeRkA b¤enAmNÐlmitþCYymitþ 

(MMM) énmnÞIreBTübEg¥k . GñkCMgWRtUv)anTTYlkarvaytMélrkPsþútagKøInikénkarBul 

»sf isoniazid (isoniazid toxicity) nig)anTTYlBt’man nigkarKaMRTeGaymankarelb»sf 

Cab;lab; nigRtwmRtUv .  

\TæiBlbnÞab;bnSMsMxan;²én»sf isoniazid KW ³ \TæiBlelIRbB½nærMlayGaharEdlrYm 

mankark¥Üt nigceg¥ar karrlakeføIm nigCMgWsésRbsaTxageRkA (peripheral neuropathy) . 

karRbQmmuxeTAnwgkarrlakeføImmankMritRbEhl 0>3° cMeBaHmnusSeBjv½yEdlman 

suxPaBl¥ ehIyGacekIneLIgrhUtdl; 2>6° cMeBaHmnusScas;Cra . karRbQmmuxeTA 

nwgkarekItCMgWsrésRbsaTxageRkA (peripheral neuropathy) Gacbgáar)anmYyEpñkFMtam 

ry³kareRbIR)as;»sf Pyridoxine .  GñkpÞúkemeraKeGds_EdlTTYl IPT RtUvdwgGMBIsBaØaén 

karrlakeføIm ³ ceg¥ark¥Üt QWeBaH PaBRsgUtRsgat; (lethargy) CMgWxan;elOg (jaundice) 
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1.7. Duration of benefit  

The duration of benefit of preventive therapy is not known. One study showed that the 
benefit of isoniazid disappeared by 18 months of follow up and another showed an early, 
transient advantage of isoniazid over a shorter course of rifampicin plus pyrazinamide, but 
no study has been designed or powered to answer this question.  
 
The duration of benefit is in part related to the risk of re-infection. Some indication of 
this can be gained from studies of relapse following treatment for active TB. Studies to 
date would support re-infection as the major cause of relapse in PLHA living in high TB 
prevalence areas, providing further support to the suggestion that the efficacy of 
preventive therapy may not be long term.  
 

1.8. Isoniazid resistance 

There is concern that rates of isoniazid resistance could increase with expanded isoniazid 
preventive therapy programs. No increase in isoniazid resistance was seen in the studies in 
PLHA who developed active TB despite isoniazid, but this may change when large scale 
programs are implemented. The efficacy of IPT is also dependent on the rate of isoniazid 
resistant TB infection. In the National TB program study 2000-2001, the rate of primary 
resistance of TB to isoniazid was 6.4%. 
 

1.9. Secondary prophylaxis 

To explore ways to reduce rates of relapse following treatment for active TB secondary 
prophylaxis has been investigated. In a study in Haiti it was found that the rate of relapse 
following treatment for active TB was approximately ten times higher in PLHA than in 
HIV negative participants. Twelve months of isoniazid commenced soon after completion 
of treatment for active TB reduced the risk of recurrent TB in PLHA by 80%, to 20% of 
the risk if no isoniazid had been given. All relapses were in PLHA who had symptomatic 
HIV disease prior to active TB. 
 
1.10. Additional ways to prevent active TB  
PLHA should be aware of the risks associated with contact with people with pulmonary 
TB, for example in health care environments. Restoration of immune function using 
antiretroviral medication is a powerful intervention for reducing the risk of active TB, 
particularly in PLHA with advanced immunosuppression.  
 

1.11. Steps in delivery of IPT 

Despite the evidence of efficacy, the success of implementation of IPT on a large scale is 
dependent on overcoming a number of operational issues. Steps necessary in delivery of 
IPT are: 

 Identification of PLHA, for example through VCCT. 
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and 12 months duration have shown a significant decrease in TB incidence in tuberculin 
skin test (TST) positive persons compared to those who took placebo. In TST positive 
PLHA living in areas of high TB prevalence, isoniazid therapy will reduce the short-term 
risk of TB by 60%, to approximately 40% of what it would have been without treatment.  
In PLHA who are TST negative, including those who are anergic, no statistically 
significant effect of preventive therapy has been found, either in a randomized trial or 
meta-analysis. In a meta-analysis of studies that included both TST positive and negative 
PLHA preventive therapy reduced the risk of active TB to approximately 60% of what it 
otherwise would have been. Using these data it can be estimated that approximately 36 
PHA would need to be treated with preventive therapy in order to prevent 1 case of 
active TB over 3 years.  
 

1.4. Effect on mortality 

Effect on mortality has not been demonstrated in any study, although none were powered 
to demonstrate this. Meta-analyses have shown non-statistically significant reductions in 
mortality in TST positive PLHA to 68-77% of what it would otherwise have been. No 
trial or meta-analysis has demonstrated an effect on mortality of TST negative or 
combined TST positive and negative PLHA. It therefore remains unknown whether 
preventive therapy given to populations of PLHA with unknown TST status would have 
an effect on survival.   
 

1.5. Efficacy in PLHA with advanced HIV disease 

Anecdotal reports suggest that the efficacy of preventive therapy in PLHA with advanced 
HIV disease is reduced, but this has not been proven. Certainly the management of this 
group is more complicated. Active TB is more difficult to exclude as smear negative 
pulmonary and extra-pulmonary disease is more common and other OIs that mimic active 
TB are more common. Also tolerance for drug therapy is reduced in this group. 
 

1.6. Choice of regimen 

Regimens other than isoniazid that have been investigated include rifampicin plus either 
isoniazid or pyrazinamide or both given over two to four months. The trend in these 
studies was for isoniazid to be slightly more effective, perhaps related to the longer 
duration of therapy.  
 
Exactly how long isoniazid therapy should be is unknown. Extrapolation from the use of 
isoniazid in HIV negative individuals would suggest a duration of 9 months, but this 
extrapolation is limited, in part because the duration of benefit in PLHA is likely to be 
different.  
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nigTwkenamBN’elOgxøaMg . eKKYrEtTUnμanGñkCMgWeGaybBaÄb;kareRbI»sf isoniazid enA 

eBlEdlmaneraKsBaØaTaMgenH ehIyRtUvEtBieRKaHeyabl;CamYybuKÁliksuxaPi)al .  

BMumannusasn_eGayeRbIR)as;karRsavRCavmnÞIrBiesaFn_edIm,IrkmUldæan b¤ edIm,Itam 

dan\TæiBlbnÞab;bnSMenaHeT . kareFVIetsþmuxgareføImKYrEtBicarNa enAelIGñkCMgWEdlman 

eraKsBaØaénkarrlakeføImehIy IPT RtUvEtbBaÄb;ebIsinCamanPsþútagénkarrlakeføIm 

F¶n;F¶r .  

GñkpÞúkemeraKeGds_ EdlTTYl IPT KYrEt)anTTYlpgEdrnUvkarvaytMélrkCMgWrebg 

skm μ nigCMgW»kasniymepSg²eTotenAral;eBlmkBinitüCMgW ¬]TahrN_ tamry³sMnYr 

RsavRCav nigkarRsavRCavtamdan dUcCakarBinitükMhakenAeBlEdlmank¥k¦. eKKYrEt 

cat;viFankarN_ edIm,IecosvagkuMeGaymankarCYbKñarvagGñkpÞúkemeraKeGds_EdlTTYl 

isoniazid nigGñkEdlmanCMgWrebgskmμ edIm,IbgáarkarqøgCMgWrebg . 

karelb»sf)aneTogTat; nigRtwmRtUv KYrEtRtUv)anvaytMélenAral;eBlmkBinitü 

CMgWmþg² ehIyebImanbBaðaGVImYy RtUvEteFVIkaredaHRsay . RbPBFnFanedIm,IKaMRTdl;kar 

elbfñaMeTogTat; nigRtwmRtUvdUcCaRkumEfTaMGñkCMgWeGds_tampÞH nigRkummitþCYymitþKYrEt 

RtUv)aneRbIR)as;. 
 

1>6> karGnuvtþn_kmμviFI 

km μviFI IPT KYrEteFVIkarsakl,gCamunsin munnwgeFVIkarGnuvtþn_TUlMTUlay edIm,Irk 

emIlfaetIbBaðaRbtibtþiEdl)anerobrab;lMGitxagelI GacedaHRsay)anb¤eT . RbB½n§vay 

tMélkmμviFI IPT EdlmanlkçN³hμt;ct;mansar³sMxan;Nas; sMrab;vaytMéllTæPaBkmμviFI 

nimYy² edIm,Ikat;bnßykare)aHbg;karbgáar nigedIm,IFanafa karEfTaMBüa)alCMgWeGds_Edl 

manlkçN³RKb;RCugeRCayRtUv)anpþl; nigmantMélsmRsbnwgfvikacMNay (cost effecti- 

veness)  .    IPT sMrab;kumarKYrpþl;[EtenAkñúgmnÞIreBTükumarEdlmankareFIVetsþEs,k 

tuberculin (tuberculin skin test) nig manlT§PaBRsavRCavrkCMgWrebgskmμenAelIkumar 

b:ueNÑaH. 
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2> karbgáarCMgWbgáreday)ak;etrI CMgW PCP nig CMgW Toxoplasmosis eday»sf  
Cotrimoxazole 

2>1> karbgáareday»sf Cotrimoxazole 

karbgáareday»sf Cotrimoxazole RtUvpþl;eGayCaEpñkmYyénkarEfTaMBüa)alEdl 

manlkçN³ RKb;RCugeRCaysMrab;GñkpÞúkemeraKeGds_ (PLHA) . eKaledAcMbgénkarbgáar 

eday»sf Cotri-moxazole KWedIm,IbgáarCMgWbgáreday)ak;etrI nigCMgW PCP rIÉkarbgáarCMgW 

Toxoplasmosis KWCaeKaledAbnÞab;bnSMb:ueNÑaH . karbgáareday»sfenH Gacpþl;Cakarbgáar 

dMbUg ¬pþl;eGay PLHAEdlminFøab;manCMgWenH¦ b¤Cakarbgáarbnþ ¬pþl;eGay PLHA Edl 

Føab;manCMgWenHedIm,IbgáarkuMeGayerIeLIgvij¦ edayeRbIR)as;lkçN³vinicä½yEdlerobrab; 

lMGitxageRkam . 
 

2>2> etIRtUvcab;epþImenAeBlNa? 

»sf Cotrimoxazole RtUvpþl;cMeBaH PLHA eBjv½yEdlman ³ 

 eraKsBaØaCMgWeGds_F¶n;F¶r ¬dMNak;kalKøInik TI2 TI3 b¤ TI4 rbs;GgÁrkarsuxPaB 

BiPBelak¦ b¤ 

 cMnYnekasika CD4 <200/mm3 b¤ 

 cMnYn Lymphocyte srub <1200/mm3 ¬kñúgkrNIEdlK μanetsþrkekasika CD4¦ nig 

 BuMsßitenAkñúgRtImasTI1énkarmanKP’ 

»sf Cotrimoxazole RtUvpþl;cMeBaHRKb;kumarEdlRbQmmuxnwgkarqøgemeraKeGds_ 

Gayucab;BI 4GaTitüeLIgeTAedayeRbIR)as;lkçN³vinic©½ydUcxageRkam ³ 

 kumarEdlekItBImþaypÞúkemeraKeGds_ 

 kumarGayuticCag 15Ex EdlmaneraKvinicä½yqøgemeraKeGds_ eTaHbICatamry³ 

eraKvinicä½yKøInik b¤mnÞIrBiesaFn_k¾eday 

 kumarGayuelIsBI 15Ex EdlmaneraKvinicä½yqøgemeraKeGds_ nigmaneraKsBaØa 

CMgWeGds_ b¤manekasika CD4 ticCag 15% . 

8 

II- Background 
 
 
1. Prevention of active tuberculosis using isoniazid 

1.1. TB/HIV interaction 

Tuberculosis (TB) is the most common opportunistic infection and cause of death among 
people living with HIV/AIDS (PLHA). It is estimated that half of all PLHA in developing 
countries will develop active TB at some time. Once TB becomes active it increases HIV 
replication resulting in increased HIV viral load and may accelerate HIV disease 
progression. PLHA with active TB can be treated with standard regimens, but their 
survival is lower than others with TB due to the occurrence of other opportunistic 
infections. Relapse and re-infection is commoner in PLHA than others with TB.  
 
HIV is the strongest risk factor for progression from latent to active TB. It is estimated 
that this risk is approximately 5-10% lifetime risk for individuals negative for HIV 
compared to 2.4% to 7.5% per year for PLHA living in high TB prevalence countries. This 
has resulted in dramatic increases in TB prevalence in areas of high HIV prevalence, 
particularly sub-Saharan Africa, but also in Asia, including northern Thailand.  
 
The situation in Cambodia is likely to be similar. The nation wide TB prevalence survey 
conducted in 2002 confirmed high prevalence of smear positive pulmonary TB (270 per 
100 000 population) and TB is the commonest cause for admission of PLHA to the major 
hospitals of Phnom Penh. A HIV sero-survey amongst newly diagnosed TB patients in 
early 2003 found a national average prevalence of 10.3%. The prevalence in Phnom Penh 
was approximately 30%, perhaps providing some explanation for the large increase in TB 
cases seen over the last few years.   
 

1.2. Efficacy of IPT in HIV negative individuals 

 Drug treatment of latent TB infection to prevent progression to active TB is an 
important aspect of TB control in high income countries. Efficacy has been demonstrated 
in HIV negative individuals in large trials. Recommended therapy has varied between 6 
and 12 months of isoniazid and shorter courses of rifampicin with or without 
pyrazinamide. Current US recommendations favor 9 months of isoniazid as randomized 
comparisons have shown that 12 months to be more effective than 6 months, but various 
post-hoc sub-group analyses have suggested little additional benefit from courses longer 
than 9 months.  
 

1.3. Efficacy of IPT in PLHA   

A number of large randomized trials have shown the efficacy of drug therapy in the 
prevention of active TB in PLHA. Randomized trials administering isoniazid for 6 months 
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3.6. Primary prophylaxis of penicilliosis  
 

 Primary prophylaxis of penicilliosis is not recommended at present as it is not 
known whether the incidence in PLHA in Cambodia is sufficient to warrant this 
measure. Secondary prophylaxis with itraconazole 200mg orally once per day is 
recommended for PLHA who have completed treatment for penicilliosis. 
Duration is the same as that detailed above for cryptococcosis.  
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2>3> etIRtUvbBaÄb;enAeBlNa? 

karbgáareday»sfCotrimoxazoleRtUvmanry³eBlGs;mYyCIvit elIkElgEtkñúgkrNI³ 

mnusSeBjv½y³ 
 EdlTTYlkarBüa)aleday»sfRbqaMgemeraKeGds_ ¬ARV¦ nigmancMnYn 

ekasika CD4 elIsBI 200/mm3 ry³eBly:agticNas;6Ex . ebIsinCacMnYn 

ekasika CD4 Føak;cuHeRkam 200/mm3 eKRtUvcab;epþImbgáareday»sf 

Cotrimoxazole eLIgvijrhUtdl;cMnYnekasikaenHeLIgelIsBI 200/mm3 y:agtic 

Nas;ry³eBl6ExmþgeTot. ebIsinCakarBüa)aleday ARV RtUv)anbBaÄb;kñúg 

ry³eBl 2-3s)aþh_ karbgáareday»sf Cotrimocazole RtUvcab;epþImeLIgvij . 

kumar³ 
 EdlK μaneraKvinicä½yfamanpÞúkemeraKeGds_ ¬]TahrN_ etsþrkGgÁbdibkçR)aN 

GviC¢manenAGayu 15Ex¦ b¤ 

 EdlQandl;Gayu15Ex edayK μaneraKsBaØaCMgWeGds_ b¤manekasika CD4 elIs 

BI 15 % b¤ 

 EdlTTYlkarBüa)aleday»sf ARV nigEdlmanekasika CD4 elIsBI 15% 

ry³eBly:agticNas;6Ex . ebIsinCaekasika CD4 Føak;cuHTabCag 15% RtUv 

cab;epþImbgáareday»sf Cotrimoxazole eLIgvijrhUtdl;ekasika CD4 eLIg 

elIsBI 15%  ry³eBly:ag ticNas;6ExmþgeTot . ebIsinCakarBüa)aleday 

ARV RtUv)anbBaÄb;kñúgry³eBlelIsBI 2-3s)aþh_ karbgáareday»sf 

Cotrimoxazole RtUvcab;epþImeLIgvij . 

 

2>4> »sf nigkMriteRbIR)as; 

»sf Cotrimoxazole (TMP/SMX) RtUvpþl;eGaydUcxageRkam ³ 

 mnusSeBjv½y³ »sfEdlmankMlaMgeTV (TMP-160mg/SMX-800mg) mYyéf¶1RKab; 

erogral;éf¶ b¤»sfEdlmankMlaMgeTal (TMP-80mg/SMX-400mg) mYyéf¶2RKab; 

erogral;éf¶ . 
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 kumar³ TMP/SMX (TMP 150mg/m2/day) Ca»sfTwk b¤RKab;EdlkineGaym:t; . 

pþl;eGay 1éf¶mþg b¤EckCa 2dg erogral;éf¶ b¤ 3éf¶kñúg1s)þah_ ¬3éf¶Cab;Kña 

b¤ 1éf¶ xan 1éf¶ ¦ 

 CMerIsmYYyeTotsMrab; PLHA EdlBuMGacRTaM)annwgkareRbI»sf Cotrimoxazole 

edIm,Ibgáar CMgW PCP  KW Dapsone 100mg elbmþgkñúg1éf¶ ¬sMrab;kumar  

2mg/kg/day¦ 
 

2>5> karcab;epþIm 

karbgáareday»sf Cotrimoxazole KYrEtpþÜcepþImedaybuKÁliksuxaPi)alEdleFIVkar 

enAkñúgRKw³saßnBüa)al b¤enAkñúgRkumEfTaMGñkCMgWeGds_tampÞH . buKÁlikTaMgenaHRtUv)an 

TTYlkarbNþúHbNþalBiess nig)anTTYlkarGPi)alRKb;RKan; . RKb; PLHA Edlcab;epþIm 

karbgáareday»sf Cotrimoxazole RtUvTTYl)an»kassikSaGMBI»sfenH nigRtUvEt)anTTYl 

karpþl;RbwkSaGMBIGtßRbeyaCn_ \Ti§BlbnÞab;bnSM nigsar³sMxan;énkareRbIR)as;»sf)an 

eTogTat; . 
 

2>6> karRtYtBinitü nigtamdan 

enAeBlcab;epþImkarbgáareday»sf Cotrimoxazole vamansar³sMxan;Nas;Edlfakar 

eRbIR)as;»sfenHRtUvEt)anTTYlkarRtYtBinitütamdanenAkñúgkarEfTaMBüa)albnþ . kar 

bnþKaMRTkarBnül;ENnaM karelIkTwkcitþ kartamdan\T§iBlbnÞab;bnSM nigkarpþl;»sf 

KYrEt)anTTYlkarsMrbsMrYlrvagesvaEfTaMepSg² . ]Ta> RkumEfTaMGñkCMgWtampÞH Gacman 

tYnaTIsMxan;kñúgkarKaMRT nigtamdan PLHA nigRtUvEt)anTTYlkarbNþúHbNþal nigkar 

GPi)alRtwmRtÚvedIm,ICYysMrYldl;kargarenH. ynþkarbBa¢Ún PLHA Edlman\T§iBlbnÞab; 

bnSMrbs;»sf b¤EdlGacmanCMgW»kasniym RtUverobcMbegáIteLIg nigKYrEteFVIya:gNa[ 

RKb;GñkEdlBak;Bnæ½TaMgGs; )anyl;c,as;las;GMBIynþkarenH. \Ti§BlbnÞab;bnSMsamBaaØ 

GacRKb;RKg)anedaymNÐlsuxPaB b:uEnþebImaneraKsBaaØF¶n;F¶rRtUv bBa¢ÚneTAkan;mnÞIr 
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3. Prevention of fungal infections using fluconazole 
  
3.1. Fluconazole prophylaxis  
 

 Fluconazole prophylaxis is an optional component of comprehensive care for 
PLHA in Cambodia. It should only be included into programs if resources are 
sufficient to enable purchase, distribution and delivery of fluconazole and staff 
have received specific training in its use. Initiation should be at a referral 
hospital. Health centers and home care teams can assist in follow-up and 
monitoring.  

 
3.2. Primary prophylaxis of cryptococcosis 
 

 Primary prophylaxis of cryptococcosis including cryptococcal meningitis, 
should be offered to PLHA with CD4 count of less than 100 cells/mm3. 
Fluconazole 100mg orally once per day is recommended. There are no 
accepted clinical criteria for initiation of fluconazole primary prophylaxis. 
Fluconazole should not be given during pregnancy.  

 
3.3. Secondary prophylaxis of cryptococcosis 
 

 Secondary prophylaxis of cryptococcosis including cryptococcal meningitis, 
should be offered to PLHA following completion of initial treatment. 
Fluconazole 200mg orally once per day is recommended. For pregnant 
women, weekly amphotericin can be given.  

 
3.4. Duration of prophylaxis.  
 

 Primary and secondary prophylaxis of cryptococcosis should be continued life-
long. If PLHA are receiving ARV and immune reconstitution results in a CD4 
count consistently above 100 cells/mm3 for at least 6 months then prophylaxis 
can be ceased. If the CD4 count again falls below 100 cells/mm3 prophylaxis 
should be resumed until the CD4 count is again above 100 cells/mm3 for at 
least 6 months.  

 
3.5. Secondary prophylaxis of candidiasis.  
 

 In most situations the potential benefits of secondary prophylaxis for the 
prevention of mucosal candidiasis using a systemic antifungal are outweighed by 
the risk of antifungal resistance. Instead topical preparations of gentian violet, 
nystatin, clotrimazole or amphotericin should be used. In situations where 
these agents are not effective, particularly with recurrent or persistent 
oesophageal candidiasis, then fluconazole 100 to 200mg orally once per day is 
recommended. Duration is the same as that detailed above for cryptococcosis.  
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hospital. Follow-up by a health care worker should be at least monthly until 
stable and can then be reduced to three monthly. Adults should also have 
hemoglobin and white cell count checked six monthly if possible.  

 

2.7. Side effect management 

 
 The main side effects of cotrimoxazole are rash, bone marrow suppression and 

hepatitis. They are more likely to occur soon after initiation of cotrimoxazole. 
Minor rashes are common and can usually be managed with careful observation 
and continuing cotrimoxazole. More severe rashes including Stevens Johnson 
syndrome and clinical hepatitis are possible and must lead to immediate 
cessation of cotrimoxazole. Supportive management including hospital 
admission is sometimes necessary. Reductions in hemoglobin or white cell 
count can be managed by dose reduction if not severe.  

 
 If cotrimoxazole has been ceased for non-life threatening indications, it can be 

recommenced following ‘desensitisation’, for example using a cotrimoxazole 
suspension of 40mg TMP + 200mg SMX per 5ml and use one of the following: 

 Inpatient: Over 6 hours, give hourly doses (TMP/SMX in mg): 
0.004/0.02, 0.04/0.2, 0.4/2.0, 4.0/20, 40/200 and 160/800.  

 Outpatient: Give 1ml daily for 3 days; 2ml for 3 days and so forth until 
the dose can be administered as 1 SS daily and the next day 1 DS daily.  

 If desensitization fails Dapsone should be given (See ‘Drugs and Doses’ 
above).  

 

2.8. Program implementation 

 
 Integration of cotrimoxazole prophylaxis into a HIV comprehensive care 

program should include training of all involved in HIV continuum of care. A 
social marketing approach should be used to rapidly increase awareness and 
understanding of PLHA and the wider community. Monitoring of programs is 
essential to gain a better understanding of the true risks and benefits of 
cotrimoxazole prophylaxis in Cambodia. This should include monitoring of 
HIV disease spectrum and impact of cotrimoxazole, resistance patterns and 
toxicity.  
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eBTübEg¥k . kartamdanCMgWedaybuKÁliksuxaPi)al RtUveFIVCaerogral;ExrhUtdl;man 

esßrPaB eTIbGacbnßy)anedayGnuvtþn_3Exmþg . ebIsinCaGaceFVI)ancMeBaHmnusS 

eBjv½yRtUvBinitü Hemoglobin nig ekasikaQams ry³eBl6Exmþg . 
 

2>7> karRKb;RKg\TæiBlbnÞab;bnSMén»sf 

\TæiBlbnÞab;bnSMsMxan;²én»sf Cotrimoxazole man ³ kareLIgknÞÜl (rash) karfycuH 

muxgarxYrq¥wg nigkarrlakeføIm . \TæiBlbnÞab;bnSMTaMgenH eRcInEtekItmaneLIgbnÞab;BIkar 

cab;epþImeRbI»sf Cotrimoxazole Pøam . knÞÜlEs,kbnþicbnÞÜc ¬minor rash¦ EtgekItmanCa 

TUeTAehIyGacRKb;RKg)anedaykarsegát nigkarbnþeRbI»sf Cotrimoxazole edayRbug 

Rby½tñ . knÞÜlEs,kEdlF¶n;F¶r dUcCacegáameraKsBaaØ Stevens Johnson nigkarrlakeføIm 

GacekItmaneLIgEdlRtUvEtbBaÄb;kareRbIR)as;»sfenHCabnÞan; . karRKb;RKgEdlman 

lkçN³KaMRT dUcCakardak;GñkCMgWeGaysMrakeBTü manPaBcaM)ac;Nas;enAeBlxøH . kar 

fycuH Hemoglobin b¤cMnYnekasikaQams GacRKb;RKg)an edaysarkarkat;bnßykMriteRbI 

R)as;»sf ebIsinCavaBMumanlkçN³F¶n;F¶reTenaH .  

ebIsinCakareRbIR)as; Cotrimoxazole RtUv)anbBaÄb;edayeraKsBaaØEdlminKMram 

kMEhgdl;CIvit eKGaccab;epþImeLIgvij edayGnuvtþn_tamrebobeFIVeGaysarBagÁkayman 

PaBsauMeTAnwg»sf (desensitization) . ]Ta>³ kareRbIR)as;»sf Cotrimoxazole Twkxab;cMNuH 

5m/l Edlman 40mRk TMP + 200mRk SMX  edaypþl;eGaydUcxageRkam³  

 cMeBaHGñkCMgWsMrakeBTü³ pþl;»sf TMP/SMX CamRk erogral;em:agkñúgry³ 

eBl 6ema:g KW 0,004/ 0,02   0,04/0,2   0,4/2,0   4,0/20    40/200 nig 160/800 

  cMeBaHGñkCMgWminsMrakeBTü³ pþl; 1m/l erogral;éf¶ry³eBl3éf¶ bnÞab;mk 

2m>lry³eBl3éf¶ nigdMeLIgkMrit»sfrebobenHrhUtdl;kMritmYyEdlGac 

eRbI»sf Cotrimoxazole RKab;kMlaMgeTal (single strength) 1RKab;erogral;éf¶ 

nigbnÞab;mkeTot KW»sfRKab;kMlaMgeTV (double strength)1RKab;erogral;éf¶ .  
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 ebIsinCakarGnuvtþn_tamrebobeFIVeGaysarBagÁkaymanPaBsauM eTAnwg»sf 

enHRtUvbraC½y eKKYrEteRbI Dapson CMnYsvij ¬sUmemIlEpñk :»sf nigkMrit 

eRbIR)as;  : xagelI¦. 
 

2>8> karGnuvtþn_kmμviFI 

karbBa©Úlkarbgáareday»sf Cotrimoxazole eTAkñúgkmμviFIEfTaMBüa)alEdlman 

lkçN³RKb;RCugeRCay RtUvrYmbBa©ÚlTaMgkarbNþúHbNþalRKb;GñkBak;B½n§eTAnwgkarEfTaM 

Büa)albnþsMrab;GñkCMgWeGds_pgEdr . RtUveFIVkarpSBVpSay ediIm,IelIkkMBs;karyl;dWg 

rbs; PLHA nigshKmn_eGay)anqab;rh½s . karRtYtBinitütamdankmμviFI mansar³ 

sMxan;Nas;edIm,ITTYl)ankaryl;dwgbEnßmeTotGMBIeRKaHfñak; nigGtßRbeyaCn_BitR)akd 

énkarbgáareday»sf Cotrimoxazole enARbeTskm<úCa .    kargarenHrYmmankarRtYt 

BinitütamdanTidæPaBCMgW»kasniym (HIV disease spectrum) nigplb:HBal;én»sf Ebb 

EpnénPaBsaMurbs;emeraKeTAnwg»sf  (resistance) nigPaBBulrbs;»sf (toxicity). 

 

3> karbgáarCMgWbgáredayemeraKpSiteday»sf  Fluconazole 

3>1> karbgáareday»sf Fluconazole 

karbgáareday»sf Fluconazole KWCasmasPaKmYybEnßmeTotrbs;karEfTaMBüa)al 

GñkCMgWeGds_ EdlmanlkçN³RKb;RCugeRCayenARbeTskm<úCaeyIg . karbgáarenHGac 

bBa©ÚleTAkñúgkmμviFI)an EtenAeBlNaEdlmanRbPBFnFanRKb;RKan;sMrab;karpþl;»sf 

FluconazoleRBmTaMgmanbuKÁlik)anTTYlkarbNþúHbNþalBiesssþIBIkareRbIR)as;»sfenH. 

dUecñHkarpþÜcepþImkargarenH RtUveFVIenAmnÞIreBTübEg¥k . mNÐlsuxPaB nigRkumEfTaMtampÞH 

GacCYykñúgkar tamdan nigRtYtBinitü . 
 

3>2> karbgáardMbUgeday»sf (Primary Prophylaxis) sMrab;CMgW Cryptococcosis  

 karbgáardMbUgenH rYmTaMgkarbgáarCMgWrlakeRsamxYredayemeraK Cryptococcus pgEdr  

4 

 Who reach the age of 15 months without symptomatic HIV 
disease or with CD4 percentage over 15 OR 

 Who are treated with ARV and who have a CD4 percentage 
consistently above 15 for at least 6 months. If the CD4 percentage 
drops below 15 then cotrimoxazole prophylaxis should 
recommence until the CD4 percentage is again consistently above 
15 for at least 6 months. If ARV are stopped for more than a few 
weeks cotrimoxazole should be restarted.  

 
2.4. Drugs and doses 
 

 Cotrimoxazole (TMP/SMX) should be given as follows: 
 Adults: 1 double strength (DS; TMP-160mg, SMX-800mg) tablet daily 

or 2 single (SS; TMP-80mg, SMX-400mg) tablets daily.   
 Children: TMP/SMX (TMP 150mg/m2/day) syrup or crushed tablets. 

Give as a daily dose or divided into two doses; every day or three 
days/week (consecutive or alternating).  

 An alternative for PLHA unable to tolerate cotrimoxazole for the 
prevention of PCP is Dapsone100mg orally once a day (children 
2mg/kg daily).  

 

2.5. Initiation 

 
 Cotrimoxazole prophylaxis should be initiated by health care workers either in 

health care facilities or in home care teams. Staff should be specifically trained 
and receive adequate supervision. All PLHA commencing cotrimoxazole 
should be given the opportunity to learn about cotrimoxazole and counseled 
about possible benefits, side effects and the importance of regular 
administration.   

 

2.6. Monitoring  

 
 Once cotrimoxazole prophylaxis is commenced it is important that its use be 

monitored within a continuum of care. Ongoing support, explanation, 
encouragement as well as monitoring for side effects and provision of medicine 
should be coordinated between care services. For example, home care teams 
can play a critical role in the support and monitoring of PLHA and should 
receive appropriate training and supervision to facilitate this. Referral 
mechanisms for PLHA with side effects or possible ‘breakthrough’ OI should 
be developed and clearly understood by all involved. Simple side effects could 
be managed at health centers and more marked symptoms referred to a referral 
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2. Prevention of bacterial infections, PCP and toxoplasmosis using 
cotrimoxazole 

 
2.1. Cotrimoxazole prophylaxis 
 

 Cotrimoxazole prophylaxis should be offered as an integrated part of 
comprehensive care for PLHA. The primary aim of cotrimoxazole prophylaxis 
is to prevent major bacterial illness and PCP, with the prevention of 
toxoplasmosis a secondary aim. It can be commenced as either primary 
prophylaxis (given to PLHA who have never had these infections) or secondary 
prophylaxis (given to PLHA who have had an episode of these illnesses to 
prevent recurrence) using the criteria detailed below.  

 
2.2. When to start?  
 

 Cotrimoxazole should be offered to adult PLHA who have: 
 Advanced symptomatic HIV disease (WHO clinical stage 2, 3 or 4) OR 
 CD4 count less than 200 OR 
 In the absence of CD4 monitoring, a total lymphocyte count less than 

1200/mm3 AND  
 Are not in first trimester of pregnancy 

 
 Cotrimoxazole should be offered for all HIV exposed infants from 4 weeks of 

age using the following criteria: 
 Any child born to an HIV infected woman  
 Any child under the age of 15 months who is known to be infected with 

HIV either by clinical or laboratory diagnosis.  
 Any child over the age of 15 months who is known to be infected with 

HIV and who has symptomatic HIV disease or a CD4 percentage less 
than 15.  

 
2.3. When to stop? 
 

 Cotrimoxazole prophylaxis is life long except for:  
 

 Adults treated with ARV and have a CD4 count consistently above 200 
for at least 6 months. If the CD4 count drops below 200 then 
cotrimoxazole prophylaxis should recommence until the CD4 count is 
again consistently above 200 for at least 6 months. If ARV are stopped 
for more than a few weeks cotrimoxazole should be restarted. 

 
 Children 

 Who are shown not to be HIV infected (e.g. negative HIV 
antibody at 15 months) OR 
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RtUvpþl; cMeBaH PLHA EdlmancMnYnekasika CD4<100/mm3 .  

 kMriteRbIEdl)anelIkCaGnusasn_ KW Fluconazole 100mg elbmYyéf¶mYydg . BMuTan; 

manlkçN³vinicä½yKøInikEdlRtUv)aneKTTYl saÁl;sMrab;karcab;epþImkarBüa)albgáardMbUg 

enHeT . »sf Fluconazole BMuKYrpþl;eGaykñúgkMLúg eBlmanépÞeBaHeT . 
 

3>3> karbgáarbnþeday»sf (Secondary Prophylaxis) sMrab;CMgW Cryptococcosis   

karbgáarbnþenH rYmTaMgkarbgáarCMgWrlakeRsamxYredayemeraK Cryptococcus pgEdr 

RtUvpþl;cMeBaH PLHA bnÞab;BIkarbBa©b;karBüa)alCMgWenH . Fluconazole 200mg elbmYyéf¶ 

mYydg RtUv)anelIkCaGnusasn_eGayeRbIR)as; . sMrab;RsþImanépÞeBaH GaceRbI 

Amphotericin Caerogral;s)aþh_ . 
 

3>4> ry³eBlénkarbgáareday»sf  

karbgáardMbUg nigkarbgáarbnþeday»sfsMrab;CMgw Cryptococcosis RtUveFVIeLIgmYyCIvit. 

ebI PLHA kMBugTTYl ARV nigmancMnYnekasika CD4>100/ mm3 ry³eBly:agticNas; 6Ex 

karbgáareday»sfenH GacbBaÄb;)an . ebIsinCaekasika CD4 Føak;cuHticCag 100/mm3 

vijkarbgáareday»sf RtUvpþl;eGayeLIgvij rhUtdl;ekasika CD4 eLIgelIsBI 100/mm3 

ry³eBly:agtic6Ex mþgeTot. 
 

3>5> karbgáarbnþeday»sf (Secondary Prophylaxis ) sMrab;CMgWpSit Candidiasis  

kñúgsßanPaBPaKeRcInkarbgáarbnþeday»sfedIm,IbgáarCMgWpSitenAPñas mucus (mucosal 

candidiasis) edayeRbI»sfRbqaMgnwgemeraKpSit manGtßRbeyaCn_ticCagkarRbQmmuxeTA 

nwgkarbgáreGaymanPaBsuaMénemeraKeTAnwg»sfRbqaMgemeraKpSit . pÞúyeTAvij»sf 

Gentian violet, Nystatin, Clotrimazole b¤ Amphotericin RtUvykmkeRbI . enAkñúgsßanPaBEdl 

»sfTaMgenHBuMmanRbsiT§iPaB CaBiessenAeBlEdlmanCMgWpSitenAbMBg;GaharCaRbcaM b¤ 

sarcuHsareLIg (persistent or recurrent) eKRtUveRbI Fluconazol 100-200mg elbmYyéf¶mþg . 

ry³eBlénkarBüa)al KWdUcKñanwgkarBüa)alCMgW Cryptococcosis xagelIEdr . 
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3>6> karbgáardMbUgeday»sf (Primary Prophylaxis) sMrab;C¿gW Penicilliosis 

karbgáardMbUgeday»sfenH BMuRtUv)anelIkCaGnusasn_eGayeRbIR)as;eTnaeBl 

bc©úb,nñenH eRBaHeKBMudwgfaetIGRta incidence énCMgWenHenAelI PLHA enAkm<úCa maneRcInRKb; 

RKan;sMrab;Gnuvtþn_viFankarN_enHenAeLIyeT . karbgáarbnþ (secondary prophylaxis) eday 

»sf Itraconazole 200mg elbmYyéf¶mYydg RtUv)anpþl;CaGnusasn_eGayGnuvtþn_elI 

PLHA Edl)anbBa©b;karBüa)alCMgW Penicelliosis . ry³eBlénkarBüa)al KWdUcKñanwgkar 

Büa)alCMgW Cryptococcosis Edr. 
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outpatient department or ‘MMM’ of a referral hospital. They should be 
evaluated for any clinical evidence of isoniazid toxicity and receive information 
and adherence support.  

 
 The main side effects of isoniazid are gastro-intestinal including nausea and 

vomiting, hepatitis and peripheral neuropathy. The risk of hepatitis is 
approximately 0.3% in young healthy adults and increases to 2.6% in the 
elderly. The risk of neuropathy is largely prevented with the use of pyridoxine. 
PHA taking IPT should be warned of the symptoms of hepatitis: nausea, 
vomiting, abdominal pain, lethargy, jaundice and dark urine. They should be 
advised that if any of these symptoms occur to cease isoniazid and consult their 
health care provider.  

 
 No routine baseline or follow up laboratory investigations for side effects are 

recommended. Liver function tests should be considered for those who have 
symptoms or signs of hepatitis and IPT ceased if there is evidence of severe 
hepatitis.  

 
 PLHA taking IPT should also be evaluated for active TB or other opportunistic 

infections at each visit, for example with screening questions and follow up 
investigations such as sputum smears if coughing. Measures should be taken to 
avoid contact between PLHA taking isoniazid and people with TB in order to 
prevent TB transmission.  

 
 Adherence should be assessed at each visit and any problems addressed. 

Resources to support adherence should be utilized, such as home care teams 
and peer support groups. 

 
1.6. Program implementation 
 

 IPT programs should be piloted before widespread implementation to 
investigate whether the operational issues detailed above can be addressed. 
Rigorous systems for evaluation of IPT programs are essential for assessing the 
ability of each program to reduce drop-outs and to ensure comprehensive HIV 
care is provided, and thus demonstrate cost-effectiveness. IPT for children 
should only be provided in pediatric hospitals with access to TST and ability to 
exclude active TB in children.  
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I- Prophylaxis of Opportunistic Infection  
 

1. Prevention of active tuberculosis using isoniazid 

 
1.1. Isoniazid prophylaxis  
 

 Isoniazid can be an integrated part of a package of comprehensive care for 
PLHA. All PLHA should have access to information and educational materials 
regarding TB and preventive therapy. IPT can be offered to PLHA who agree, 
who do not have active TB at screening and who can be adequately monitored 
for isoniazid side effects and active TB.  

 
1.2. Recommended regime 
 

 Isoniazid at a dose of 5 mg/kg to a maximum of 300 mg/day should be used. 
Pyridoxine (vitamin B6) 50 mg/day should be given at the same time to reduce 
the risk of peripheral neuropathy. The duration of IPT should be 9 months, on 
the condition that there are adequate systems for monitoring and support of 
adherence.  

 
1.3. When to start? 
 

 PLHA should be offered IPT as early as possible because active TB can occur at 
any CD4 count and once present leads to further weakening of the immune 
system and increased risk of other opportunistic infections. PHA with 
symptoms of TB such as cough or fever should not commence IPT until a cause 
for these symptoms is found. IPT should not be given to PLHA with known 
active hepatitis. IPT should be delayed until after the first trimester of 
pregnancy.  

 
1.4. Screening for active TB  
 

 Adequate systems must be in place to screen for active TB prior to 
commencement of an IPT program. This must include the capacity to diagnose 
all forms of TB, including smear negative pulmonary TB and extrapulmonary 
TB, using history taking, careful physical examination, chest X-rays and sputum 
examination. IPT services should therefore be based at referral hospitals.  

 
1.5. Monitoring  
 

 PLHA taking IPT should meet with a specifically trained health care worker at 
least monthly and medication dispensed monthly. This could be at an 

11 

II- Rbvtþi ¬Background¦ 
1> karbgáarCMgWrebgskmμeday»sf Isoniazid 

1>1> GMeBIeTAvijeTAmkrvagCMgWrebg nig eGds_ ¬TB/HIV Interaction¦ 

rebg KWCaCMgW»kasniymEdlekItmanjwkjab;CageK nigCamUlehtusøab;cMbgkñúg 

cMeNamGñkpÞúkemeraKeGds_ ¬PLHA¦ . tamkar)a:n;saμn cMnYnBak;kNaþlénGñkpÞúkemeraK 

eGds_enAkñúgRbeTskMBugGPivDÆn_ nwgekItCMgWrebgskm μkñúgeBlNamYy . enAeBlEdl 

manCMgWrebgskm μ vanwgeFIVeGaymankarekIneLIgénkarbMEbkxøÜnrbs;emeraKeGds_ EdlCa 

ehtueFIVeGaybnÞúkénemeraKeGds_ ¬viral load¦ enAkñúgQammankarekIneLIg ehIyeFIV 

eGaykarvivtþn_énCMgWeGds_mansPaBelOn . PLHA EdlmanCMgWrebgskmμ GacBüa)al 

)antamrUbmnþsþg;da ¬standard regimen¦ b:uEnþCIvitrs;enArbs;eK mansPaBTabCagGñkCMgw 

rebgdéTeTot edaysarkarekItCMgW»kasniymepSg²eTot . karerIeLIgvij nigkarqøg 

sareLIgvijénCMgWrebgelI PLHA manjwkjab;Cag GñkCMgWrebgdéTeTot .  

emeraKeGds_ KWCaktþaRbQmmuxcMbgCageKEdleFIVeGaymankarvivtþn_BIrebgsMgM 

¬latent¦ eTACarebgskmμ . eK)a:n;saμnfa karRbQmmuxenH manRbEhl 5 eTA 10° 

kñúg1CIvit ¬life time¦ sMrab;buKÁlK μanpÞúkemeraKeGds_ b:uEnþebIeRbobeFobeTAnwg PLHA Edl 

rs;enAkñúgRbeTs EdlmanGRtaeRbva:Lg;CMgWrebgx<s; KWmanrhUtdl; 2/4 eTA 7/5° kñúg 

1qñaM . ehtuenHehIyeTIbbNþaleGaymankarekIneLIgya:gxøaMgénGRtaeRbva:Lg;CMgw 

rebg enAkñúgtMbn;EdlmanGRtaeRbva:Lg;CMgWeGds_x<s; CaBiessenA Sub-Saharan Africa 

nigenAGasIu dUcCaenARbeTséfPaKxageCIg .  

enARbeTskm<úCa k_mansßanPaBRbEhlKñaEdr . karGegátrkGRtaeRbvaLg;CMgWrebg 

fñak;CatienA qñaM2002 )anbBa¢ak;GMBIGRtaeRbva:Lg;x<s;énCMgWrebgsYtkMhakviC¢man 

¬270/100/000 nak;¦ ehIyCMgWrebg KWCamUlehtucMbgbMputEdleFIVeGay PLHA cUl 

sMrakmnÞIreBTüCatinana kñúgRkugPMñeBj . karGegátrkGRtapÞúkemeraKeGds_kñúgcMeNam 

GñkCMgWrebgEdleFIVeraKvinic½äyfμI enAedImqñaM 2003 )anbgðajfaGRtaeRbva:Lg;CatimFüm 
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KW 10/3° . GRtaeRbva:Lg;enAPMñeBj manRbEhl 30° EdlRbEhlCaGacpþl;nUvkar 

Bnül;xøH²GMBIkarekIneLIgya:gxøaMgénCMgWrebg EdleKsegáteXIjkñúgGMLúgeBl BIr- 

bIqñaMcugeRkayenH . 

 

1>2> RbsiT§iPaBénkarbgáareday»sf Isoniazid (IPT) enAelIbuKÁlKaμnpÞúkemeraK 

eGds _  

karBüa)alCMgWrebgsMgM (latent TB infection) eday»sfedIm,IbgáarkuMeGayvivtþeTACa 

CMgWrebgskm μ KWCaTidæPaBd_sMxan;mYyedIm,ITb;sáat;CMgWrebg enAkñúgRbeTsEdlmancMNUl 

x<s; . RbsiT§iPaBRtUv)anbgðajeGayeXIjenAelIbuKÁlK μanpÞúkemeraKeGds_ tamry³kar 

sikSasakl,gFM²CaeRcIn .  ry³eBlénkarbgáarEdl)anelIkCaGnusasn_ KWERbRbYlBI 

6Ex eTA 12Ex cMeBaHkarbgáareday »sf Isoniazid nigmanry³eBlxøICagcMeBaHkarbgáar 

eday»sf Rifampicin edayman b¤KμanpSMCamYy Pyrazinamide . Gnusasn_rbs;shrdæ 

Gaemrikbc©úb,nñ KWkareRbI»sf Isoniazid ry³eBl 9Ex eRBaHtamkareRbobeFobeday 

lkçN³écdnü (randomized comparison) )anbgðajfakareRbI isoniazid ry³eBl12Ex 

manRbsiTi§PaBCagkareRbIry³eBl 6Ex  b:uEnþkarviPaKbEnßmelITinñn½yénkarRsavRCav 

BiesaFn_tamEbbKøInikepSg² (various post-hoc sub-group analyses) )anbgðajfakareRbI»sf 

enHry³eBlelIsBI 9Ex manGtßRbeyaCn_bEnßm tictYcbMput . 
 

1>3> RbsiT§iPaBénkarbgáareday»sf Isoniazid (IPT) enAelIGñkpÞúkemeraKeGds_   

karsikSasakl,gFM²tamrebobécdnüCaeRcIn )anbgðajBIRbsiTi§PaBénkareRbI»sf 

edIm,IbgáarCMgWrebgskm μenAelI PLHA. karsikSasakl,gtamrebobécdnüedayeRbI 

Isoniazid ry³eBl 6Ex nig 12Ex enAelIbuKÁlEdlmanetsþEs,k tuberculin viC¢man)an 

bgðajnUvkarfycuHén GRtaGaMgsuIdg;CMgWrebg (TB incidence) KYreGaykt;sMKal;ebIeRbob 

eFobeTAnwgGñkEdlTTYl »sfbeBaäat (placebo). cMeBaH PLHA EdlmanetsþEs,k 

tuberculin viC¢man ehIyrs;enAkñúgtMbn;EdlmanGRtaeRbvaLg;CMgWrebgx<s; karbgáareday 

v 

Abbreviations 
 

AIDS Aquired Immunodeficiency Syndrome 

ARV Antiretroviral drug(s) 

CD4 T-CD4+ Lymphocyte 

CENAT National Tuberculosis and Leprosy Control Program 

DOTS Directly Observed Therapy Short Course Strategy for the 
control of TB 

DS Double strength cotrimoxazole (800mg/160mg) 

HIV Human Immunodeficiency Virus 

IPT Isoniazid preventive therapy 

MMM Mondul Mith Chouy Mith (Friendly support center) 

OI HIV related Opportunistic Infection 

PCP Pneumocystis carinii pneumonia 

PLHA Person/people living with HIV/AIDS 

SMX Sulphamethoxazole 

SS Single strength cotrimoxazole (400mg/80mg) 

TB Tuberculosis  

TMP Trimethoprim 

TST Tuberculin skin test 

UNAIDS Joint United Nations Programme on HIV/AIDS 

USA United States of America 

VCCT HIV voluntary confidential counseling and testing 

WHO World Health Organization 
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»sf Isoniazid Gackat;bnßykarRbQmmuxry³eBlxøIeTAnwgCMgW)an BI 60 mk 40° én 

karRbQmmux enAeBlEdlminmankarbgáareday»sf . cMeBaH PLHA EdlmanetsþEs,k 

tuberculin GviC¢man nigGñkEdlKμanRbtikmμeqøIytbnwgkareFVIetsþenH BuMTan;eXIjman 

lT§plCasßitiénkarBüa)albgáarenHKYreGaykt;sMKal;enAeLIyeT eTaHCaenAkñúgkarsikSa 

sakl,gtamrebobécdnü b¤enAkñúg meta-analysis k_eday . enAkñúg meta-analysis énkar 

sikSaEdlrYmbBa©ÚlTaMg PLHA EdlmanetsþEs,k tuberculin viC¢man nig PLHA Edlman 

etsþEs,k tuberculin GviC¢mankarbgáareday»sf Gac kat;bnßykarRbQmmuxeTAnwgCMgW 

rebgskm μRbEhl 60° énkarRbQmmuxEdlGacmanenAeBl Edlminmankarbgáar 

eday»sf . Ep¥kelITinñn½yenHeKGaceFVIkar)a:n;sμan)anfa eKRtUvkarpþl;karbgáardl; 

PLHA RbEhl 36nak; edIm,IbgáarkuM[ekItCMgWrebgskmμmYykrNI kñúgry³eBl 3qñaM .  
 

1>4> \Ti§BlelIkarsaøb; ¬Effect on Mortality¦ 

\Ti§BlelIkarsøab; BuMTan;)anbgðajeGayeXIjenAkñúgkarsikSaNamYyenAeLIyeT 

ehtuenHBuMmanGñkNamñak;GacbBa¢ak;)anGMBI\T§iBlenHeT . Meta-analysis )anbgðajnUvkar 

fycuHénkarsøab; EdlminmanlkçN³CasßitiKYreGaykt;sMKal;enAelI PLHA Edlmanetsþ 

Es,k tuberculin viC¢manrhUtdl; 68 eTA 77° énkarsøab;EdlGacman enAeBlEdl 

minmankarbgáareday»sf  . BuMmankarsikSasakl,g b¤ meta-analysis Na)anbgðajGMBI 

\T§iBlelIkarsøab;én PLHA EdlmanetsþEs,k tuberculin GviC¢man b¤EdlmanetsþEs,k 

tuberculin viC¢man nigGviC¢manbBa©ÚlKñaenaHeT . dUecñHeKenAEtminTan;dwgfaetIkarbgáar 

eday»sfEdlpþl;cMeBaH PLHA EdlBuMdwgGMBIsßanPaBetsþEs,k tuberculin Gacman\T§iBl 

elICIvitrs;enArbs;BYkeKb¤eT . 
 

1>5> RbsiT§iPaBenAelIGñkpÞúkemeraKeGds_EdlmaneraKsBaØaF¶n;F¶r  

r)aykarN_CaeRcIn )anelIkeLIgfaRbsiT§iPaBénkarbgáareday»sfenAelIGñkpÞúk 

emeraKeGds_EdlmaneraKsBaØaF¶n;F¶r mankarfycuH b:uEnþBuMTan;manP½sþuútagbBa¢ak;enA 
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eLIyeT . tamkarBitkarRKb;RKgelIRkumenH manPaBsμ úRKsμajNas; . kareFVIeraKvinicä½y 

edIm,IbBa¢ak;faK μanCMgWrebgskmμ mankarlM)akNas;eRBaHCMgWrebgsYtkMhakGviC¢man nig 

CMgWrebgeRkAsYtEtgEtekItman CaTUeTA ehIyCMgW»kasniymepSgeTotEdlmanlkçN³ 

dUcKñanwgCMgWrebgskmμ k_manjwkjab;Nas;Edr . PaBRTaMRT)ancMeBaHkarBüa)aleday 

»sf k_mankarfycuHEdrenAelIRkumenH . 
 

1>6> kareRCIserIsCMBUk»sf ¬Choice of Regimen¦ 

eRkAGMBI isoniazid CMBUk»sfEdleK)aneFIVkarsikSaRsavRCavrYmman rifampicin rYmCa 

mYy isoniazid b¤rYmCamYy pyrazinamide b¤rYmCamYy»sfTaMgBIrmuxenH edaypþl;eGay kñúg 

ry³eBl BI 2 eTA4Ex . ninñakarénkarsikSaRsavRCavenH )anbgðajfa»sf isoniazid man 

RbsiTi§PaBelIseKbnþic EdlRbEhlCamanTak;TgeTAnwgry³eBlénkarBüa)alyUrCag . 

ry³eBlBitR)akdfaetIKYreFVIkarbgáareday»sf isoniasid yUrb:uNÑaenaHenABuMTan;dwgenA 

eLIyeT. karsnñidæansrubGMBIkareRbIR)as; isoniasid enAelIbuKÁlK μanpÞúkemeraKeGds_ KWKYr 

manry³eBl 9Exb:uEnþkarsnñidæansrubenH mankMritkñúgEpñkxøH BIeRBaHry³eBlmanGtß 

RbeyaCn_hak;dUcCamanPaBxusKñaenAelI PLHA . 
 

1>7> ry³eBlmanGtßRbeyaCn_ ¬Duration of Benefit¦³  

ry³eBlmanGtßReyaCn_énkarbgáareday»sf BuMTan;dwgenAeLIyeT . mankarsikSa 

mYy)anbgðajfa GtßRbeyaCn_énkarbgáareday»sf isoniazid )an)at;bg;bnÞab;BIry³eBl 

18Ex énkartamdan ehIykarsikSamYyepSgeTot)anbgðajfa GtßRbeyaCn_beNþaH 

Gasnñén»sf isoniazid manry³eBlqab;CagGtßRbeyaCn_énkarBüa)alkñúgry³eBlxøI 

eday»sf rifampicin rYmCamYy pyrazinamide b:uEnþKμankarsikSaNaepSgeTot )anerobcM 

eLIg b¤manlT§PaBedIm,IbBa¢ak;cMeBaHbBaðaenHeT . 

ry³eBlmanRbsiT§PaB manCab;Tak;TgmYyEpñkeTAnwgkarRbQmmuxnwgkarqøgsar 

Cafμ ImþgeTot . karcg¥uúlbgðajGMBIbBaðaenH TTYl)anmkBIkarsikSaelIkarerIeLIgvijbnÞab; 

iii 

Forward 
 
The escalating HIV epidemic in Cambodia is now producing an expanding need for 
HIV/AIDS care, as people progress to advanced and symptomatic HIV disease. This need 
for HIV/AIDS care and support will increase considerably over the next decade, as each 
year approximately 20 000 people will develop AIDS and die unless expanded 
interventions are available. The limited resources of the Cambodian health care system 
will be further stretched due to this impact of HIV/AIDS on care needs.   
 
To effectively respond to this issue, the National Center for HIV/AIDS, Dermatology 
and STD (NCHADS) of the Ministry of Health, in collaboration with all its partners, has 
developed the guidelines for the management of HIV/AIDS, including the guidelines for 
the prophylaxis of opportunistic infections in PLHA. The prophylaxis of opportunistic 
infections in PLHA is essential to reduce the development of some common opportunistic 
diseases in PLHA, particularly active tuberculosis and some other bacterial and fungal 
diseases. The Ministry of Health trusts that these guidelines will be closely followed by all 
health care workers involved in the ‘continuum of care’ and also trusts that they will be 
regularly reviewed and updated, to keep pace with the rapid development of health 
science. 
 
Finally, the Ministry of Health would like to congratulate and appreciate NCHADS, and 
all its partners, for the hard, professional work that has gone into their development. 
 
  
       Phnom Penh,………November 2003 
               Director General for Health 
 
 
 
 
 
 
                  Professor Eng Huot 
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BIkarBüa)alCMgWrebgskm μ . karsikSananakñúgeBlbc©úb,nñenH )anKaMRTfakarqøgsarCafμI 

mþgeTot KWCamUlehtucMbgénkarerIeLIgvijenAelI PLHA Edlrs;enAkñúgtMbn;manGRta 

eRbvaLg;CMgWrebgx<s; Edlpþl;karKaMRTbEnßmeTotcMeBaHkarelIkeLIgfa RbsiTi§PaBénkar 

bgáareday»sfGacminmanry³eBlyUrenaHeT . 
 

1>8> PaBsa‘uMénemeraKeTAnwg»sf  isoniazid 

mankarRBYy)armÖfa GRtaPaBsuaMénemeraKeTAnwg»sf isoniazid GacmankarekIneLIg 

enAeBlEdlmankarBRgIkkmμviFIbgáareday»sf isoniazid . eTaHbICamankareRbI»sf 

isoniazid k_eday k_eKBMueXIjmankarekIneLIgPaBsuaMénemeraKeTAnwg»sf isoniazid enAkñúg 

karsikSaelI PLHA EdlekItCMgWrebgskmμEdr b:uEnþbBaaðenH Gacnwgmankarpøas;bþÚrenAeBl 

EdlmankarGnuvtþn_kmμviFICaRTg;RTayFM . RbsiT§iPaBénkarbgáareday»sf isoniazid k_ 

GaRs½yenAelIGRtaPaBsuaMénCMgWrebgeTAnwg»sf isoniazid pgEdr . tamkarsikSaqñaM 

2000-2001 rbs;kmμviFICatiRbyuT§nwgCMgWrebgGRtaPaBsuaMdMbUg ¬primary resistance¦ én 

CMgWrebgeTAnwg»sf Isoniazid KW 6/4° . 
 

1>9> karbgáarbnþeday»sf ¬Secondary Prophylaxis¦ 

edIm,Iri³rkmeFüa)aykat;bnßyGRtaerIeLIgvij bnÞab;BIkarBüa)alCMgWrebgskmμ eK 

)aneFIVkarsikSaRsavRCaveTAelIkarbgáarbnþeday»sf ¬secondary prophylaxis¦ . karsikSa 

enARbeTs Haiti )anrkeXIjfaGRtaerIeLIgvijbnÞab;BIkarBüa)alCMgWrebgskm μenAelI 

PLHA man10dg eRcInCagenAelIGñkKμanpÞúkemeraKeGds_ . karpþl;»sf isoniazid 

ry³eBl 12Ex edaycab;epþImPøam²bnÞab;BIbBa©b;karBüa)alCMgWrebgskmμ Gackat;bnßy 

karRbQmmuxeTAnwgkarekItCMgWrebg eLIgvijenAelI PLHA )an 80° eTA 20° énkar 

RbQmmuxenAeBlEdl»sf isoniazid BMuRtUv)anpþl; . karerIeLIgvijTaMgGs;manenAelI 

PLHA EdlmaneraKsBaaØmunekItCMgWrebgskmμ . 
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1>10> meFüa)aybEnßmeTotedIm,IbgáarCMgWrebgskmμ  

GñkpÞúkemeraKeGds_ KYrEtdwgGMBIkarRbQmmuxEdlekItmaneLIgedaysarkar 

R)aRs½yTak;TgCamYyGñkCMgWrebgsYt dUcCaenAkñúgmCÄdæanEfTaMBüa)alCaedIm . karekIn 

eLIgvijénRbB½n§PaBsuaMkarBarsarBagÁkayedaykareRbI»sfRbqaMgemeraKeGds_ KWCa 

GnþraKmn_mYyEdlmanRbsiTi§PaB sMrab;kat;bnßykarRbQmmuxeTAnwgkarekItCMgWrebg 

skm μ CaBiessenAelI PLHA EdlmanRbB½n§PaBsuaMkarBarsarBagÁkaycuHexSayxøaMg . 
 

1>11> dMNak;kalepSg²kñúgkarpþl;karbgáareday»sf Isoniazid  

eTaHbICamanP½sþútagbBa¢ak;BIRbsiTi§PaBk_eday k_eCaKC½yénkarGnuvtþn_CaRTg;RTay 

FM RtUvGaRs½yelIkarBuHBarelIbBaðaGnuvtþn_mYycMnYn . dMNak;kalsMxan;²edIm,Ipþl; IPT KW³ 

 karEsVgrk PLHA ¬]Ta³ tamry³ VCCT ¦ 

 kareFIVeraKvinicä½yRsavRCavfaBMumanCMgWrebgskmμ 

 karpþl;»sfeTogTat; nigkarRtYtBinitütamdan\Ti§BlbnÞab;bnSMén»sf 

nigCMgWrebgskm μ 

 karKaMRTeGaymankarelbfñaM)anRtwmRtUvnigCab;lab; EdlnaMeGay IPT 

)ancb;sBVRKb;  
 

1>12> lkçN³vinicä½yGb,brma ¬Minimum Criteria¦ sMrab;begáItkm μviFI IPT  

edIm,IeFVIeGaykmμviFImanRbsiT§iPaBCaGtib,rma nigedIm,Ikat;bnßyeGaydl;kMritGb, 

brmanUvkarRbQmmuxEdlfakarGnuvtþn_km μviFI IPT GaceFVIeGayxUcdl;kic©xitxMRbwgERbg 

Tb;saát;CMgWrebg EdlmanRsab;xageRkamenH KWCalkçN³vinicä½yGb,brmasMrab;begáIt 

km μviFI IPT³ 

 karebþCJacitþedIm,IbegáItkm μviFII IPT rbs;fañk;dwknaMsMxan;²enAkñúgextþ b¤Rsuk 

EdlrYmman TaMgfañk;dwknaMkmμviFIrebg nigeGds_pgEdr  

i 
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Tinñn½yEdl)anBIkarsikSa prospective tamrebobécdnü bgðajfa Fluconazole man 

RbsiTi§PaBkñúgkarbgáarCMgW mucosal candidiasis nig CMgW cryptococcosis enAelI PLHA Edl 

Qandl;dMNak;kalF¶n;F¶r . kareRbIR)as;»sfenHyUrGEgVg manCab;Tak;TgeTAnwgkar 

begáIteGaymanPaBsuaMénemeraKeTAnwg»sf CaBiesscMeBaH PLHA EdlmancMnYnekasika 

CD4 Tab . enAGWrub shrdæGaemric nigGURsaþlI »sf Cotrimoxazole BMuRtUv)anENnaMeGay 

eRbIR)as;sMrab;karbgáardMbUgeday»sf ¬primary prophylaxis¦ cMeBaHCMgWTaMgenHeT eday 

sarBMumanCMgWenHjwkjab;  kgVHGtßRbeyaCn_eRsacRsg;CIvit ¬lack of survial benefit¦ Gac 

manGnþrGMeBIén»sf ¬drug interaction¦ GacbegáIteGaymanPaBsuaMénemeraKeTAnwg»sf 

nigbBaðatMél . karbgáarbnþeday»sf ¬secondary prophylaxis¦ RtUv)anENnaMeGay 

eRbIR)as;bnÞab;BIekItCMgW Crytococcosis . cMeBaHkarENnaMenH eK)anelIkCaGnusasn_fa 

»sf Fluconalzole manRbsiTi§PaBCag Itraconazole . eKalkarN_ENnaMrbs;RbeTséf )an 

ENnaMeGayeRbIR)as;»sf Fluconazole CaCMerIssMrab;karbgáardMbUg nigkarbgáarbnþeday 

»sfsMrab;CMgW Cryptococcosis . 

»sf Itraconazole RtUv)anbgðajedaykarsikSasakl,genARbeTséf famanRbsiTi§ 

PaBsMrab;bgáarCMgW penicilliosis TaMgkñúgkarbgáardMbUg nigkarbgáarbnþeday»sf . BMuman 

GtßRbeyaCn_eRsacRsg;CIvit ¬survival benefit¦ RtUv)anbgðajeGayeXIjeT KWRbEhlmkBI 

KMrUsikSamanTMhMtUceBk ¬small sample sizes¦ . eKalkarN_ENnaMrbs;RbeTséf)anENnaM 

eGayeRbI»sf Itraconazole eFIVCaCMerIssMrab;karbgáardMbUg nigkarbgáarbnþeday»sf 

sMrab;CMgW penicilliossis . 

karbBaÄb;karbgáarbnþ ¬secondary prophylaxis¦ eday»sf Fluconazole edIm,IbgáarCMgW 

rlakeRsamxYredayemeraK Cryptococcosis bnÞab;BImankarekIneLIgvijnUvRbB½n§PaBsuaM 

karBarsarBagÁkayedaysarkareRbI ARV RtUv)aneKeFIVkarRsavRCavtamry³karsikSaCa 

eRcIn . manP½sþútagkan;EteRcIneLIg²BIkarsikSaTaMgenH bgðajfakarbBaÄb;karbgáar 

bnþeday»sf Fluconazole enHGacmansuvtßiPaB ebIsinCa PLHA BMumaneraKsBaaØénCMgW 

Cryptococcosis nigmancMnYnekasika CD4 > 100 cells/mm3  elIsBIry³eBl 6Ex ya:gtic .
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 km μviFIrebg DOTs EdlmanRbsiTi§PaB ³ ]Ta³ GRtaénkare)aHbg; nig 

braC½y ¬defaulte and failure rate¦ bBa©ÚlKñamanticCag 10° . km μviFI IPT 

minEmnCMnYseGaykm μviFIrebg DOTs eTehIykarGnuvtþn_km μviFI IPT 

k_minKYrkøayCa]bs½KÁ kñúgkarEsVgrknigBüa)alkrNICMgWrebgskmμEdr . 

 sMPar³brikçarRKb;RKan; nig mansmßPaBbBa¢ak;faKμanCMgWrebgskmμ ³ eRKaH 

fñak;mYykñúgcMeNameRKaHfñak;cm,génkarbgáareday»sf isoniazid (IPT) 

KWkarpþl;karBüa)aleday»sf isoniazid EtmYymux cMeBaHGñkpÞúkemeraK 

eGds_EdlmanCMgWrebgskmμ . krNIenH KWCaeRKaHfñak;y:agBitR)akdmYy 

eRBaHfaGñkpÞúkemeraKeGds_PaKeRcIn)an TTYlkareFVIeraKvinicä½yenAdMNak; 

kalmaneraKsBaØaF¶n;F¶r dUecñHehIyBYkKat;GacmanCMgWrebgsYtkMhak 

GviC¢man b¤manCMgWrebgeRkAsYt . ]Ta> KøInikeBlresol (afternoon clinic) 

enAmCÄmNÐlCatikMcat;eraKrebg (CENAT) )aneFVIeraKvinicä½yeXIjfa 

20° énGñkpÞúkemeraKeGds_ EdlmkTTYlkarRsavRCavrkCMgWrebgman 

CMgWrebgskm μ ehIykñúgcMeNamGñkTaMgenaH man75° manCMgWrebgsYt 

kMhakGviC¢man b¤manCMgWrebgeRkAsYt . 

 ynþkarEdlmanRbsiT§iPaB edIm,Ikat;bnßykare)aHbg;karbgáareday»sf 

enAtamdMNak;kalnImYy²énkarpþl; IPT ³ kñúgkrNIEdlKμankareFVIetsþ 

Es,k tuberculin (TST) kic©RbCMusMrbsMrYlrbs;GgÁkar WHO nig UNAIDS 

)aneFVIkar)a:n;s μanfacMnYnGñkpÞúkemeraKeGds_EdlRtÚvRsavRCavrkCMgWrebg 

edIm,IbgáarmYykrNIsnÞsSn_ (index case) KW15-78 ehIycMnYnEdlRtUv 

Büa)alKW 7-20 . sUm,IEtmankarekIneLIgy:agtictYc énGRtae)aHbg; 

karbgáareday»sfk¾GacgaynwgeFVIeGaymankarekIn eLIgnUvcMnYnEdl 

RtUvRsavRCav b¤Büa)aldl;kMritmYyEdlBuMmantMélsmRsbEdr ( not cost-

effective ) . 
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 kardak;bBa©ÚleTAkñúgkarEfTaMBüalGñkCMgWeGds_ EdlmanlkçN³RKb;RCug 

eRCay³ kardak;bBa©ÚlenH mansar³sMxan;sMrab;eFVIeGaykarBüa)alman 

tMélefak (cost effective-ness) eRBaH vanwgFanaeGaymanGtßRbeyaCn_sMrab; 

GñkCMgWEdlcUlkñúgkm μviFIenH eTaHbICaBYkKat; BuMmanlkçN³RKb;RKan; b¤BMu 

manlT§PaBbBa©b;karBüa)al IPT k¾eday . krNIenH KWCakarBitCa 

BiesssMrab;esvasuxaPi)alEdlkMBugerobcMbegáItTaMgskmμPaB TB/HIV 

pg nigkarBüalbnþpg . 

 RbB½n§bBa¢Ún RbB½n§tamdan nig RbB½n§r)aykarN_ ³ RbB½n§sMrab;cat;Ecgkar 

bBa¢ÚnGñkCMgWrvagesvaepSg² nigRbB½n§sMrab;vaytMélelIRbsiT§iPaBén 

km μviFI IPT mansar³sMxan;Nas;. 

 

2> karbgáarCMgWbgáreday)ak;etrI CMgW PCP nigCMgW Toxoplasmasis edayeRbI»sf  

Cotrimoxazole 

2>1> kareRbI»sf Cotrimoxazole  

»sf Cotrimoxazole KWCakarbBa©ÚlKñarvag»sfsMlab;emeraK2muxKW trimethoprim nig 

sulphamethoxazole EdleK)aneRbIy:agTUlMTUlay enAelIBiPBelakkñúgry³eBlCag2 

TsSvtSn_enH . »sfenHRtUv)anplitCaRKab;EdlmankMlaMgeTal (single streng)  b¤Edl 

mankMlaMgeTVr ( double strength ) Edlman trimethoprim elx 80m>Rk nig sulphamethozole 

elx 400m>Rk rW trimethoprim elx 160m>Rk nig sulphamethozole elx 800m>Rk . man 

karENnaMCaeRcInsMrab;kareRbIR)as;»sfenHCaBiesskñúgkarBüa)alCMgWTUeTAmYycMnYndUcCa 

CMgWrlakbMBg;Twkm:URt CMgWrlakpøÚvdegðImEpñkxagelInigEpñkxageRkamCMgWrlakeBaHevon 

(enteritis) nigCMgWraKmYl (dysentery) . »sfenHk¾manRbeyaCn_pgEdrsMrab;karbgáar nig 

Büa)alCMgWmYycMnYnenAelIbuKÁlEdlmanRbB½n§PaBsuaMkarBarsarBagÁkaycuHexSay Ca 

BiessCMgW PCP nigCMgWrlakxYrk,aledayemeraK Toxoplasma gondii . kareRbIR)as; 

nigGRtasuaMénemeraKeTAnwg»sfenHmanPaBxusKñaenAelIBiPBelak . 
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EpnCMgW ¬spectrum of disease¦ EdlmanenAelI PLHA nigEbbEpnPaBsuaMeTAnwg»sfénCMgW 

sMxan;²mYycMnYn . Tinñn½yEdlTak;TgeTAnwgbBaðaenHmantictYcbMputenARbeTskm<úCa .  

mankarsikSatamdanCab;CaRbcaMelIkrNICaeRcIn ¬case series¦ EdlTTYl)anBImnÞIr 

eBTüCati enAraCFanIPMñeBj)anbgðajfa CMgWrebg nigCMgWrlakeRsamxYredayemeraK 

Cryptococcus KWCamUlehtucMbgénkarQW nigsaøb;rbs; PLHA . Tinñn½yBIRbeTséf )an 

bgðajfa mUlehtusMxan;bnÞab;énCMgWEdlekItelI PLHA enAkñúgtMbn; KW PCP, Salmonella 

species, toxoplasmosis nig Penicillium marneffei . karrYmcMENkénBBYkemeraKTaMgenHcMeBaH 

CMgWEdlekItelI PLHA enARbeTskm<úCa KWBMuTan;dwgenAeLIyeT . müa:geTot GrtaPaBsuaM 

énemeraKeTAnwg»sf Cotrimoxazole enAelICMgWbgáeday)ak;etrIsMxan;²mYycMnYn BMuTan;dwg 

enAeLIyeT . dUecñHetIkarbgáareday»sf Cotrimoxazole manGtßRbeyaCn_cMeBaH PLHA 

b¤RkumNamYyén PLHA enARbeTskm<úCaeday)ankat;bnßykarQW b¤ elIkkMBs;Civitrs;enA 

rbs;BYkeKb¤eT? KWenAEtCasMNYrmYyEdlBMuTan;mancMelIyc,as;las; . PaBsmrmüén 

tMél ¬cost- effectiveness¦ k_enABMuTan;dwgEdr . 
 

3> karbgáarCMgWbgáredayemeraKpSitedayeRbIR)as;»sf Fluconazole³ 

CMgWbgáredayemeraKpSit KWCamUlehtusMxan;énkaeQW nigsøab;rbs; PLHA enATUTaMg 

BiPBelak . CMgWTaMenHrYmman CMgWpSitenAmat; enAbMBg;Gahar nigenAeyanI ¬vulvo-vaginal¦ 

CMgWbgáredayemeraK Cryptococcus CaBiessCMgWrlakeRsamxYr nigCMgW mycoses kñúgtMbn; 

dUcCa penicilliosis enAtMbn;GasIuGaeKñy_ . CMgWpSitkñúgmat; KWCaktþasMxan;mYyEdlcUlrYm 

begáIteGayman wasting enAelI PLHA . CMgWrlakeRsamxYredayemeraK Cryptococcus 

KWCamUlehtucMbgTI2 bnÞab;BICMgWrebg énkarsMrakeBTü nigkarsøab;rbs; PLHA enAkñúg 

mnÞIreBTüCatienAraCFanIPMñeBj . sar³sMxan;énCMgW penicilliosis cMeBaHmUlehtuEdlnaM 

eGayQW nigsøab;enARbeTskm<úCa enABMuTan;dwgenAeLIyeT . Incidence mankarERbRbYl 

ya:gxøaMgenARbeTséf edayman 7° énGñkCMgWeGds_ enARbeTséfPaKxageCIg RtUv)an 

raykarN_famanekItCMgW Penicilillium maniffei ebIeRbobeFob eTAnwgkEnøgepSg²eTotén 

RbeTsenH KWmanticCag 1° .  
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2>5> etIRkum PLHA NaEdlTTYlGtßRbeyaCn_BIkarbgáareday»sf Cotrimoxazole 

karsMerccitþfa etIeBlNaEdlRtUvcab;epþImBüa)albgáareday»sf Cotrimoxazole 

RtUv)aneKkMNt;ya:gc,as;CaeRcInqñMamkehIy enAkñúgRbeTsEdlmancMNUlfvikax<s; . 

Gnusasn_elIkdMbUg GMMBIkarBüa)albgáar Edl)anpSBVpSayenAqñaM1989 KWeRbI»sf 

Cotrimoxazole kMlaMgeTV ¬double strength¦ Caerogral;éf¶ enAelIGñkpÞúkemeraKeGds_Edl 

manekasika CD4 ticCag 200/mm3 . Gnusasn_enHBMumankarpøas;bþÚreT cab;taMgBIeBl 

enaHmk . 

RkumGñkpÞúkemeraKeGds_EdlTTYlGtßRbeyaCn_BIkarbgáareday»sf Cotrimoxazole 

enAkñúgRbeTsEdlkMBugGPivDÄn_ minTan;dwgenAeLIyeT . karsikSaelIkTImYyenA Abijan  

Edl)anerobrab;xagelI)anbgðajfa GtßRbeyaCn_énkarbgáareday»sf mancMeBaHRkum 

GñkpÞúkemeraKeGds_ Edlmanekasika CD4 ticCag 500/mm3 . karsikSaenAelIGñkpÞúk 

emeraKeGds_ EdlmanCMgWrebg )anbgðajfaGtßRbeyaCn_enH maneRcInbMputcMeBaHRkum 

Edlmanekasika CD4 ticCag 350/mm3 cMENkkarsikSa retrospective enA Cape Town 

)anbgðajfakarbgáareday»sfenH manGtßRbeyaCn_EtcMeBaHRkumEdlmanekasika CD4 

ticCag 200/mm3 Etb:ueNaÑH . 
 

 

2>6> RbsiTi§PaBCaskþanuBl ¬Potential Efficacy) énkarbgáareday»sf Cotrimoxazole 

enARbeTskm<úCa 

Tinñn½yEdlTTYl)anBI West Africa )anbgðajfa GñkpÞúkemeraKeGds_enARbeTskm<úCa 

GacnwgTTYl)anGtßRbeyaCn_BIkarbgáareday»sf Cotrimoxazole . Tinñn½yTaMgenH k_)an 

bgðajpgEdrfa RkumGñkpÞúkemeraKeGds_EdlmanCMgWrebgsYtkMhakviC¢man ehIyEdl 

GacmanCMgWrebgTMrg;epSg²eTot GacTTYl)anGtßRbeyaCn_BIkarbgáareday»sf Cotrimo 

-xazole eRcInCagRkumGñkpÞúkemeraKeGds_epSg²eTot . eTaHCaya:gNak_edaykar)a:n; 

s μanEdlfakarrkeXIjenA West Africa GacmanenAkm<úCakMritNaenaH KWGaRs½yeTAelIEbb 
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cMeBaHGñkpÞúkemeraKeGds_nigGñkCMgWeGds_ (PLHA) »sf Cotrimoxazole Gacman 

RbeyaCn_sMrab;bgáarnigBüa)alCMgWmYycMnYnFM . CMgWTaMgenHrYmmanCMgW PCP CMgW 

toxoplasmosis nigCMgWbgáreday)ak;etrIF¶n;F¶rmYycMnYn dUcCaCMgWrlaksYt (pneumonia) CMgW 

)ak;etrIkñúgQam ¬bacteraemia) nigCMgWrlakeBaHevon Edlbgáreday)ak;etrIeQμaH 
Streptococcus pneumoniae, Salmonella species, Shigella species, Eschericia coli, Streptococcus 

aureus nig Haemophilus influenzae . »sf Cotrimoxazole k¾GacmanskmμPaBRbqaMgnwgBBYk 

Plasmodium species (malaria), Isospora belli ¬bgáreGaymanraK¦ nig Nocardia asteroides 

¬bgárCMgWpøÚvdegðIm nig karbgáareraKTUeTA ¦. 
 

2>2> GtßRbeyaCn_énkarbgáareday»sf Cotrimoxazole enAkñúgRbeTsEdlmancMNUl 

fvikax<s; ¬Benefits of Cotrimoxazole Prophylaxis in High Income Countries¦ ³ 

»sf Cotrimoxazole RtUv)aneRbIR)as;y:agTUlMTUlay enAelIGñkpÞúkemeraKeGds_ 

nigGñkCMgWeGds_ enAkñúgRbeTsEdlmancMNUlfvikax<s; cab;taMgBITsSvtS 1980 mkemø:H 

edIm,Ibgáar nigBüa)alCMgW PCP . mankarsikSasakl,gEdlmankarRtYtBinitü (controlled 

trials) nigkarviPaK (meta-analysis) CaeRcIn)anbgðajfakarbgáarCMgW PCP eday»sfGackat; 

bnßykarRbQmmuxnwgCMgW PCP enH)anehIy»sf Cotrimoxazole KWCaPñak;garbgáard¾man 

RbsiT§PaBEdlswgEtBMuEdlTTYlbraC½y . \T§iBlénkarBüa)albgáareday»sf 

Cotrimoxazole eTAelIkarsøab;BMuTan;c,as;las;enAeLIyeT . Tinñn½y (cohort data) k¾)an 

bgðajpgEdrfa»sf Cotrimoxazole Gackat;bnßyeRKaHfñak;énkarekItCMgW toxoplasmosis 

nigCMgWbgáreday)ak;etrImYycMnYnFM. 
 

kMriteRbIén»sf Cotrimoxazole edIm,IeGaymanRbsiT§PaB KWERbRbYleTAtamCMgW . 

Tinñn½y (substantial data) )anbgðajfakarelb»sfRKab;EdlmankMlaMgeTal ¬elx 

80m>Rk¼400m>Rk¦ Caerogral;éf¶ manRbsiT§PaBdUcKñanwgkarelb»sfRKab;Edlman 

kMlaMgeTV ¬160m>Rk¼800 m>Rk¦ Caerogral;éf¶EdredIm,IbgáarCMgW PCP b:uEnþman\T§iBl 

bnÞab;bnSMticCag CaBiessBMusUvmankareLIgknÞÜl (rash) eT . eTaHbICay:agNak¾eday 
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k¾manTinñn½yxøHeTot)anbgðajfa kMrit»sfx<s;GacmanRbeyaCn_CagkMrit»sfTabcMeBaH 

karbgáarCMgW toxoplasmosis . 
 

2>3> GtßRbeyaCn_énkarbgáareday»sf Cotrimoxazole enAkñúgRbeTskMBugGPivDÆn_  

RbsiT§iPaBénkarbgáareday»sf Cotrimoxazole enAkñúgRbeTskMBugGPivDÆn_RtUv)an 

bgðajenAkñúgkarsikSasakl,gtamrebobécdnümYy (randomized trial) enA Abidjan én 

RbeTs Cote d’ivoire. karsikSaenH)aneRbobeFobRbsiTi§PaBénkareRbIR)as;»sf 

Cotrimoxazole EdlmankMlaMgeTV (double strength) Caerogral;éf¶ eTAnwgkareRbIR)as;»sf 

beBaäat (placebo) enAelI PLHA EdlQandl;dMNak;kalKøInik TI2 b¤ TI3 éncMNat;fñak; 

rbs;GgÁkarsuxPaBBiPBelak . karsikSaenH)anrkeXIjfa mankarkat;bnßyKYreGaykt; 

sMKal; nUvCMgWF¶n;F¶rEdlbNþaleGaysøab; b¤sMrakeBTü b:uEnþBuM)ankat;bnßyKYreGaykt; 

sMKal;nUvkarsøab;EtmYyenaHeT . karsikSaRsedogKñaenHEdl)aneFIVeLIgenA Dakar 

RbeTs Senegal ehIyEdlRtUv)anbBaÄb;munkMNt; edaysarkarRbkaslT§plénkarsikSa 

enA Abidjian )anrkeXIjfakareRbIR)as; Cotrimoxazol kMlaMgeTal ¬single strength¦ BMuman 

GtßRbeyaCn_eT . lT§plxusKñaénkarsikSaenHGacbNþalmkBIkarKYbpSMén kMrit»sf 

xusKñaEbbEpnCMgWxusKña EbbEpnPaBsuaMénemeraKeTAnwg»sfxusKña nigkarfycuHnUv 

famBlsikSaenA Dakar ¬reduced power of the Dakar study¦ . 

kareRbI»sf Cotrimoxazole edIm,IbgáarenAelIRkumGñkpÞúkemeraKeGds_EdlmanCMgW 

rebgsYt kMhakviC¢manRtUv)ansikSaRsavRCavenAkñúgkarsikSatamrebobécdnüelIkTI2enA 

Abidjian.. karsikSaenH)anbgðajeGayeXIjnUvGtßRbeyaCn_KYreGaykt;sMKal;eday)an 

kat;bnßykarekItCMgW»kasniymnigkarsMrakeBTüRBmTaMgbnßykarsøab;cMnYnBak;kNþal.  
 

2>4> eRKaHfñak;énkarbgáareday»sf Cotrimoxazole  

bBaðasMxan;enaH KWfaetIkareRbIR)as;»sfenH nwgnaMeGaymankarekIneLIgnUvPaBsuaMén 

emeraKeTA nwg»sfenHenAelIGñkpÞúkemeraKeGds_ b¤shKmn_TUeTA b¤eT . bBaðaenH 
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KWCakarRBYy)armÖmYy EdlmantMél eRBaH Cotrimoxazole KWCa»sfsMlab;emeraKEdlman 

visalPaBTUlay ¬broad spectrum¦ Edlkarelb»sfenHyUr GacbNþaleGaymanPaB 

suaMénemeraKeTAnwg»sfenH edayecosminput enAelIbuKÁlEdlelbenaH . edaysar 

Cotrimoxazole Ca»sfsMlab;emeraKsMxan;sMrab;Büa)alCMgWTUeTAmYycMnYn eFIVeGayman 

karRBYy)armÖfakarbgáareday»sfenH GacnaMeGaymankarekIneLIgnUvPaBsuaMénemeraK 

eTAnwg»sf Cotrimoxazole enAelICMgWTUeTAmYycMnYnEdlekItmanenAkñúgshKmn_EdlCa 

ehtunaMeGaykareRCIserIsykkarBüa)alEdlmantMélefak (cost-effectve treatment options) 

mankMrit . CagenHeTAeTot vaGaceFIVeGaymankarfycuH nUvRbsiTi§PaBénkarbgáareday 

»sf Cotrimoxazole xøÜnÉgpgEdr . 

manTinñn½yxøH)anbgðajfaPaBsuaMénemeraKeTAnwg»sf Cotrimoxazole BitCamankar 

ekIneLIgEmnenAelIGñkpÞúkemeraKeGds_ EdlTTYlkarBüa)albgáareday»sf Cotrimo- 

xazloe nigGñkdéTeTotEdlrs;enAkñúgtMbn;PUmisa®sþCamYyKña . bBaðaEdlenAEtecaTenaH 

KWfa etIkareRbIR)as;ya:gTUlMTUlaynUvkarBüa)albgáareday»sf Cotrimoxazole enAkñúg 

RbeTsmYycMnYndUcCa RbeTskm<úCa GacnwgbegáInkareRbIR)as;»sf Cotrimoxazloe b¤eT 

ehIyetIkmμviFIBüa)albgáarenH Gacman\Ti§BlelIEbbEpnPaBsuaMénemeraKeTAnwg»sf 

enHenAelIGñkpÞúkemeraKeGds_ b¤enAkñúgshKmn_TUeTAb¤eT .  

\Ti§Blminl¥EdlbNaþlmkBIkarBüa)albgáaeday»sf Cotrimoxazole ekItmanjwk 

jab;Nas; KWGacekItmaneLIgrhUtdl; 50° ÉeNaH . \Ti§Blminl¥EdlCYbjwkjab; 

bMputenaHKWkareLIgknÞÜl ¬rash¦ EdlCajwkjab;KWminF¶n;F¶reT b:uEnþmaneBlxøHGacF¶n;F¶r 

b¤k_GacKMeramKMEhgdl;CIvitpgEdr . \Ti§Blminl¥sMxan;²epSgeTot KWkarrlakeføIm 

(hepatitis) karxVHQam (anaemia) nigkarfycuHekasikar neutrophile (neutropenia)  .  

manTinñn½yxøH)anbgðajfakarBüa)albgáareday»sf Cotrimoxazole k_GacbegáInkar 

RbQmmuxeTAnwgkarekItCMgWpSit ¬candida  infection¦ pgEdr EdlbBaaðenHRbEhlCa 

bNþalmkBIkareFVIeGayxUcpø½r)ak;etrI ¬bacterial flora¦ . 
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