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is that infection with Isospora is generally relatively easy to treat with 1257
TMP/SMX. While relapses are common, a thrice-weekly regimen of
TMP/SMX appears adequate to prevent recurrence.
CMV colitis was once seen as a consequence of advanced immunodeficiency in 5–10% of patients with AIDS. It is much less common
with the advent of cART. CMV colitis presents as diarrhea, abdominal
pain, weight loss, and anorexia. The diarrhea is usually nonbloody,
and the diagnosis is achieved through endoscopy and biopsy. Multiple
mucosal ulcerations are seen at endoscopy, and biopsies reveal characteristic intranuclear and cytoplasmic inclusion bodies. Secondary
bacteremias may result as a consequence of thinning of the bowel
wall. Treatment is with either ganciclovir or foscarnet for 3–6 weeks.
Relapses are common, and maintenance therapy is typically necessary
in patients whose HIV infection is poorly controlled. Patients with
CMV disease of the GI tract should be carefully monitored for evidence of CMV retinitis.
In addition to disease caused by specific secondary infections,
patients with HIV infection may also experience a chronic diarrheal
syndrome for which no etiologic agent other than HIV can be identified. This entity is referred to as AIDS enteropathy or HIV enteropathy. It is most likely a direct result of HIV infection in the GI tract.
Histologic examination of the small bowel in these patients reveals
low-grade mucosal atrophy with a decrease in mitotic figures, suggesting a hyporegenerative state. Patients often have decreased or absent
small-bowel lactase and malabsorption with accompanying weight loss.
The initial evaluation of a patient with HIV infection and diarrhea
should include a set of stool examinations, including culture, examination for ova and parasites, and examination for Clostridium difficile
toxin. Approximately 50% of the time this workup will demonstrate
infection with pathogenic bacteria, mycobacteria, or protozoa. If the
initial stool examinations are negative, additional evaluation, including upper and/or lower endoscopy with biopsy, will yield a diagnosis of
microsporidial or mycobacterial infection of the small intestine ~30%
of the time. In patients for whom this diagnostic evaluation is nonrevealing, a presumptive diagnosis of HIV enteropathy can be made if
the diarrhea has persisted for >1 month. An algorithm for the evaluation of diarrhea in patients with HIV infection is given in Fig. 226-36.
Rectal lesions are common in HIV-infected patients, particularly
the perirectal ulcers and erosions due to the reactivation of HSV
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They may present with a variety of nonspecific symptoms including fever, anorexia, fatigue, and malaise of several weeks’ duration.
Diarrhea is common but may be absent. Diagnosis is made by
culture of blood and stool. Long-term therapy with ciprofloxacin
is the recommended treatment. HIV-infected patients also have an
increased incidence of S. typhi infection in areas of the world where
typhoid is a problem. Shigella spp., particularly S. flexneri, can cause
severe intestinal disease in HIV-infected individuals. Up to 50% of
patients will develop bacteremia. Campylobacter infections occur
with an increased frequency in patients with HIV infection. While
C. jejuni is the strain most frequently isolated, infections with many
other strains have been reported. Patients usually present with
crampy abdominal pain, fever, and bloody diarrhea. Infection may
also present as proctitis. Stool examination reveals the presence of
fecal leukocytes. Systemic infection can occur, with up to 10% of
infected patients exhibiting bacteremia. Most strains are sensitive
to erythromycin. Abdominal pain and diarrhea may be seen with
MAC infection.
Fungal infections may also be a cause of diarrhea in patients with
HIV infection. Histoplasmosis, coccidioidomycosis, and penicilliosis
have all been identified as a cause of fever and diarrhea in patients with
HIV infection. Peritonitis has been seen with C. immitis.
Cryptosporidia, microsporidia, and Isospora belli (Chap. 254) are
the most common opportunistic protozoa that infect the GI tract and
cause diarrhea in HIV-infected patients. Cryptosporidial 
infection
may present in a variety of ways, ranging from a self-limited or
intermittent diarrheal illness in patients in the early stages of HIV
infection to a severe, life-threatening diarrhea in severely immunodeficient individuals. In patients with untreated HIV infection and
CD4+ T cell counts of <300/μL, the incidence of cryptosporidiosis is
~1% per year. In 75% of cases the diarrhea is accompanied by crampy
abdominal pain, and 25% of patients have nausea and/or vomiting.
Cryptosporidia may also cause biliary tract disease in the HIV-infected
patient, leading to cholecystitis with or without accompanying cholangitis and pancreatitis secondary to papillary stenosis. The diagnosis
of cryptosporidial diarrhea is made by stool examination or biopsy of
the small intestine. The diarrhea is noninflammatory, and the characteristic finding is the presence of oocysts that stain with acid-fast dyes.
Therapy is predominantly supportive, and marked improvements have
been reported in the setting of effective cART. Treatment with up to
2000 mg/d of nitazoxanide (NTZ) is associated with improvement
in symptoms or a decrease in shedding of organisms in about half of
patients. Its overall role in the management of this condition remains
unclear. Patients can minimize their risk of developing cryptosporidiosis by avoiding contact with human and animal feces, by not drinking
untreated water from lakes or rivers, and by not eating raw shellfish.
Microsporidia are small, unicellular, obligate intracellular parasites
that reside in the cytoplasm of enteric cells (Chap. 254). The main species causing disease in humans is Enterocytozoon bieneusi. The clinical
manifestations are similar to those described for cryptosporidia and
include abdominal pain, malabsorption, diarrhea, and cholangitis. The
small size of the organism may make it difficult to detect; however,
with the use of chromotrope-based stains, organisms can be identified
in stool samples by light microscopy. Definitive diagnosis generally
depends on electron-microscopic examination of a stool specimen,
intestinal aspirate, or intestinal biopsy specimen. In contrast to cryptosporidia, microsporidia have been noted in a variety of extraintestinal
locations, including the eye, brain, sinuses, muscle, and liver, and they
have been associated with conjunctivitis and hepatitis. The most effective way to deal with microsporidia in a patient with HIV infection
is to restore the immune system by treating the HIV infection with
cART. Albendazole, 400 mg bid, has been reported to be of benefit in
some patients.
I. belli is a coccidian parasite (Chap. 254) most commonly found as
a cause of diarrhea in patients from tropical and subtropical regions.
Its cysts appear in the stool as large, acid-fast structures that can be differentiated from those of cryptosporidia on the basis of size, shape, and
number of sporocysts. The clinical syndromes of Isospora infection are
identical to those caused by cryptosporidia. The important distinction
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Figure 226-36 Algorithm for the evaluation of diarrhea in a
patient with HIV infection. HIV-associated enteropathy is a diagnosis
of exclusion and can be made only after other, generally treatable,
forms of diarrheal illness have been ruled out.
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