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Case Study: Cotrimoxazole Prophylaxis

Background

This case was developed based on a clinical mentor’s observation that mentees commonly made mistakes in sequencing the start of cotrimoxazole prophylaxis and antiretroviral therapy (ART). The clinical mentor reviewed the relevant World Health Organization (WHO) guidelines on staging, cotrimoxazole prophylaxis, and ART, and invented a case to illustrate a few key points from each. This case is generic in the sense that it wasn’t designed according to the national guidelines of a specific country, but rather according to published WHO guidelines.

This case study can be used as a teaching tool with your mentees to reinforce protocols around cotrimoxazole prophylaxis. The case should be tailored to the guidelines followed in the location where you are mentoring.

Case

The patient is a 32 year-old man who is making his first visit to the outpatient ART clinic after being referred from a voluntary testing and counseling center where he tested HIV-positive by rapid test four weeks ago. 

He feels generally well, and denies fevers, night sweats, weight loss, loss of appetite, or lymphadenopathy. The rest of his review of systems (ROS) is notable for some itchy bumps on his trunk and arms, which he has had before. Otherwise, his ROS is negative for oral symptoms, cough, chest pain, nausea, vomiting, diarrhea, abdominal discomfort, dysuria or urethral discharges, joint pain or stiffness, or other skin lesions. 

He reports a history of recurrent “itchy bumps,” similar to those he is currently experiencing. He also complains of frequent “colds” lasting up to 3 weeks, with sore throat and productive cough. These resolve and recur up to 3 times a year. Otherwise, his past medical history is unremarkable. He denies ever having been diagnosed with active tuberculosis. He takes no medications, except for an occasional analgesic as needed for these “colds,” as well as for muscle pains and headaches. He reports no known medication allergies.

Upon physical examination the patient is in no distress. His weight is 62 kg, temperature 36.7 C, heart rate 72/minute, blood pressure 110/70, and respirations 14/minute. The exam confirms his stated history, in that there is an outbreak of vesicular papules on his chest, abdomen, back, and both arms. These appear excoriated from scratching. Some are resolving, leaving a hyperpigmented scar. There are scattered hyperpigmented, flat, macular lesions, suggestive of prior eruptions. None of these is in a dermatomal distribution; they are non-tender, just itchy. 

There is also extensive onchomycosis of all of his toenails, some of which have separated from the nail bed. 

Examination of the oropharynx, lungs, heart, abdomen, genitals, cranial nerves, and extremities is otherwise normal.

When he tested HIV-positive, the testing site reported a CD4 lymphocyte count, with 190 cells/mm3. 

Questions for Discussion:

1. How would you clinically stage this patient (per WHO’s 2006 guidelines, or per the relevant country-specific guidelines if they differ from WHO’s)?
2. Does this patient meet criteria for cotrimoxazole prophylaxis (per WHO’s 2006 guidelines or relevant country-specific guidelines)?
3. Does this patient meet criteria for starting ART (per WHO’s 2006 guidelines or relevant country-specific guidelines)?
4. Develop a plan for starting medications for this patient. 

Comments and Discussion:

This case is designed to stimulate a discussion and review of several related topics: clinical staging of HIV infection; criteria for starting cotrimoxazole prophylaxis; criteria for starting ART; and timing of starting cotrimoxazole prophylaxis in relation to starting ART. As such, it is an example of using cases to teach technical information. 

The patient’s history suggests that he has stage 2 HIV disease as defined by WHO. He reports two stage 2 criteria (i.e., a history of recurrent upper respiratory tract infections, and papular pruritic eruptions). His ROS and past medical history do not report any conditions suggesting stage 3 or 4 disease. (See Table 4 and Annex 1 of the WHO Case Definitions of HIV for Surveillance and Revised Clinical Staging and Immunological Classification of HIV-Related Disease in Adults and Children [2006]). 

His physical exam confirms the diagnosis of papular pruritic eruptions, and also reveals onchomycosis with oncholysis, another condition defined as part of stage 2. 

Where CD4 cell counts are not available, the WHO has published clinical criteria for starting cotrimoxazole prophylaxis (or ART). In this case, we have both types of information. With a clinical diagnosis of stage 2 disease, the patient meets WHO criteria for starting cotrimoxazole prophylaxis. Moreover, his CD4 cell count of 190 is well below 350 cells, the threshold below which the WHO recommends starting cotrimoxazole prophylaxis. (See the WHO Guidelines on Co-Trimoxazole Prophylaxis for HIV-Related Infections among Children, Adolescents and Adults: Recommendations for a Public Health Approach [2006].)

By clinical staging alone, the patient does not meet criteria for starting ART, as he has stage 2 of the disease. With a CD4 cell count below 200 cells/mm3, however, he does meet criteria for ART. (See WHO Guidelines for Antiretroviral Therapy for HIV Infection in Adults and Adolescents in Resource-Limited Settings: Towards Universal Access [2006]). 

A logical plan for treating this patient would be to start cotrimoxazole prophylaxis now, and ART in a few weeks to a month. This would allow staff to assess his readiness for ART and allow him to receive pre-ART counseling about side effects and adherence. Because side effects of cotrimoxazole and ART derived from non-nucleoside reverse transcriptase inhibitors—that is to say, NNRTI-based ART—can overlap, staggering the start of the two therapies will reduce confusion about the cause of rashes or abdominal malaise that might occur.
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