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MR SH, 44 yr man  

• Chronic diarrhoea x 3years 
• Following Aluvia initiation (2015)
• Watery, no dysentery or mucous
• Large volume
• Mild abdominal cramps

• Soweto and Limpopo 
• Rural area, tap water

• Unemployed

• Girlfriend not ill

• No children or animals



Mr SH – HAART history

• HIV positive
• Diagnosed 1997

• ? Baseline CD4

• 3TC/d4T/EFV 2008
• Did suppress

• Bactrim stopped for many years

• Lamzid/Aluvia 2015
• Unsure of CD4/VL at switch
• Seems switched dt VF
• Never fully suppressed

• Persistent low level viraemia
• Persistent diarrhoea

• Consult for diarrhoea 2016
• CD4 625, Viral load 1750
• C-scope NAD

• Biopsy negative
• Stool MCS negative

• Lamzid/ATV/rit 27/1/2017
• Admission with diarrhoea
• CD4 666, VL 1000



Mr SH

• Opportunistic infections
• PTB 2000, 6/12 treatment

• DTB 2004, 9/12 treatment

• No other previous OI

• No other PMHx/ PSHx



January 2017 
ADMISSION

February-March 2017
GIT & HIV CLINIC

APRIL 2017
GIT CLINIC

3 MAY 2017
HIV CLINIC

STOOL 
MC&S/O/P/C.diff

NEGATIVE x3 Defaulted April
Compliant

Potassium 3.4 3.9 Bloods not done

Urea 17.2 2.2 W47Kg W51kg

Creatinine 109 29

White cell count 5.5 (diff normal) 4.59

Haemoglobin 14.6 12.4

Platelets 379 331

Albumin 29

CD4 666

Viral load 1000 Abdo US normal

Fluids, loperamide, 
potassium, Ciprobay, flagyl

Intermittent diarrhoea 
Feeling better

Ongoing diarrhoea but 
feeling ok

Intermittent 
diarrhoea

ALUVIA – ATV/rit
(DRT – no resistance)

Salazopyrine Ciprobay, Flagyl, 
loperamide, Salazopyrine

Lamzid/ATV/rit
Loperamide



May 2017 
ADMISSION

June – September 2017 September 2017 
GIT CLINIC

October 2017
HIV CLINIC

STOOL 
MC&S/O/P/C.diff

Negative x2 Compliant

Potassium 3.6 W52kg

Urea 10.1

Creatinine 229

White cell count 5.78

Haemoglobin 15

Platelets 420

Albumin 30

CD4 617 421

Viral load 32 800 Stool elastase normal 11 200

Tachycardic, hypotensive Ongoing diarrhoea, coping G-scope: Oesophageal
candidiasis, severe pangastritis, 

small duodenal ulcer

Diarrhoea improved

C-scope NAD, biopsy negative Fluconazole, Amoxil, Klacid, 
Losec

Lamzid/ATV/rit
Loperamide



APRIL 2018
ID CLINIC

MAY 2018
GIT CLINIC

MAY 2018 
ADMISSION

STOOL 
MC&S/O/P/C.diff

NICD negative Negative

Potassium 2.5

Urea 27.2

Creatinine 268

White cell count 5.4 (diff normal)

Haemoglobin 14.5

Platelets 230

Albumin G-scope NAD
BIOPSY

28

CD4 453 Eosinophilic infiltrate in lamina 
propria with oedema. No ulcers,

granulomas, viral cytopathy, 
parasites, dysplasia

Viral load 5860

PCR NICD NEGATIVE
Cryptosporidium, 

microsporidium spp, viruses

PCR NICD Strongyloides -ve
Hypotensive & tachycardic





• NICD MC&S
• Occasional, scanty

•CYSTISOSPORA BELLI OOCYSTS 

• HISTOLOGY REVIEWED …

• Images courtesy CHBAH Histopath dept, Dr Reena Mohanlal











CYSTOISOSPORA BELLI



TREATMENT

• TMP/SMZ
• 2 SS tablets 6hrly x 2-4w

• Pyrimethamine + folinic acid
• 50-75mg dly po

• Nitazoxanide

• Ciprofloxacin
• 500mg bd x 1w

• Secondary prophylaxis
• TMP/SMZ 3x a week until immune-reconstituted

• SO why is Mr SH getting C. belli at such a high CD4??







HYPOTHESES

1. Failure of recovery of antigen specific immune response
• Broader defect in T cell immunity

2. HAART results in delayed and partial restoration of GIT CD4 T cells
• Persistent infection or re-infection possible

3. Drug malabsorption – HAART/Bactrim

4. Drug resistance to Bactrim




