
http://www.sajhivmed.org.za Open Access

Southern African Journal of HIV Medicine 
ISSN: (Online) 2078-6751, (Print) 1608-9693

Page 1 of 3 Case Report

Read online:
Scan this QR 
code with your 
smart phone or 
mobile device 
to read online.

Authors:
Anthony K. Enimil1,2 
Brian Eley1,2 
James Nuttall1,2 

Affiliations:
1Department of Paediatrics 
and Child Health, College of 
Health Sciences, University 
of Cape Town, Cape Town, 
South Africa

2Department of Paediatrics 
and Child Health, College of 
Health Sciences, Red Cross 
War Memorial Children’s 
Hospital, Cape Town, 
South Africa

Corresponding author:
Anthony Enimil,
tenimil@live.com

Dates:
Received: 29 June 2020
Accepted: 11 July 2020
Published: 24 Aug. 2020

How to cite this article:
Enimil AK, Eley B, Nuttall 
J.The initial intravenous 
treatment of a human 
immunodeficiency virus-
infected child with 
complicated abdominal 
tuberculosis. S Afr J HIV Med. 
2020;21(1), a1121. https://
doi.org/10.4102/sajhivmed.
v21i1.1121

Copyright:
© 2020. The Authors. 
Licensee: AOSIS. This work 
is licensed under the 
Creative Commons 
Attribution License.

Introduction
There is limited published experience with the use of intravenous (IV) antituberculosis (anti-TB) 
drugs in patients with severe tuberculosis (TB). We describe the challenges of managing a human 
immunodeficiency virus (HIV) and TB co-infected child with complicated abdominal TB in whom 
oral treatment was not initially feasible. The aim of this report was to highlight the role of IV 
therapy in this context. 

Patient presentation
A 3-year-old boy presented with a 3-day history of inability to pass stools, abdominal swelling and 
bile-stained vomiting. His mother had a history of substance abuse. The pregnancy and delivery 
had been un-booked. She was diagnosed HIV-positive post-partum and started on antiretroviral 
therapy (ART). Infant antiretroviral prophylaxis was prescribed for the child. It is not known 
whether HIV testing of the infant at the time of birth was performed. The mother defaulted her ART 
and her infant’s ARV prophylaxis. The child had no history of contact with a TB source case.

On examination, the child had abdomen distension. He was in shock, pale and severely underweight. 
The HIV antibody test was positive on two separate samples. The CD4+ lymphocyte count on 
admission was 56 cells/mL (15%), haemoglobin (Hb) was 5 g/dL and the platelet count was 114 × 
109/L. The chest X-ray did not suggest pulmonary TB. Sputum gene Xpert Mycobacterium tuberculosis 
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who was initially treated with IV anti-TB and a partially IV ART regimen before transitioning 
to oral therapy.

Patient presentation: A 3-year-old boy presented with hypovolaemic shock with a 3-day 
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Management and outcome: Following laparotomy and closure of bowel perforations, the 
child was commenced on IV rifampicin, moxifloxacin and amikacin. Amikacin was 
stopped after 3 days because of nephrotoxicity, and meropenem and IV linezolid were 
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lopinavir/ritonavir solution and additional oral ritonavir solution for super boosting was 
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(MTB)/RIF Ultra was positive for rifampicin-sensitive MTB. 
The sputum culture grew rifampicin- and isoniazid-sensitive 
TB. Abdominal radiography and ultrasonography showed 
distended small-bowel loops with no gas in the rectum, 
consistent with small-bowel obstruction (Figure 1). 

Management and outcome
The child was given a blood transfusion and was resuscitated. 
At laparotomy 3 days after admission, three small-bowel 
perforations with faecal soiling of the abdominal cavity and 
‘caseous areas’ of the ileum, ascending colon, mesenteric 
and retroperitoneal lymph nodes were identified. The 
abdomen was washed with saline and the perforations 
closed. Histology of the intra-abdominal nodes showed 
necrotising granulomatous inflammation. 

The child was commenced on IV rifampicin, IV 
moxifloxacin and IV amikacin. On day 3, his creatinine 
concentration increased from 61 µmol/L to 133 µmol/L. 
Amikacin was stopped and moxifloxacin dose was adjusted 
according to the estimated glomerular filtration rate (eGFR) of 
26.6 mL/min/1.73 m2. Intravenous meropenem and 
IV linezolid (LZD) were started. The patient’s renal function 
normalised in the following 12 days. The platelet count and the 
Hb levels declined, and LZD was discontinued after 10 days. 
On day 20, ART, namely, IV zidovudine (ZDV or AZT), oral 
lamivudine (3TC) solution, oral lopinavir or ritonavir (LPV/r) 
solution and oral ritonavir solution to ‘super-boost’ the LPV, 
was introduced. The plasma LPV ‘trough’ concentration 
1 week after starting the ART was therapeutic, namely, 
Cmin 9.98 mg/L. By day 30, he was tolerating small oral feeds. 
Intravenous meropenem was stopped and oral isoniazid was 
started. On day 40, he was settled on oral feeds, and oral 

rifampicin/isoniazid, pyrazinamide and ethambutol tablets 
replaced the IV rifampicin and IV moxifloxacin. Intravenous 
AZT was replaced with abacavir. Liver transaminases had not 
been significantly altered by the TB therapy or the ART. Four 
weeks after starting TB treatment, sputum culture was found 
negative for MTB. Four months after starting ART, the 
HIV viral load was < 100 copies/mL, and at 12 months the CD4 
count was 1111 cells/mL (25%). In total, the patient received 
approximately 11 months of oral anti-TB therapy. His weight-
for-age Z-score 3 months after the completion of the TB 
treatment was within the normal range, that is, above –2. This 
had been less than –3 before starting the treatment.

Discussion
This severely immunocompromised HIV/TB co-infected 
young child diagnosed with pulmonary and abdominal TB 
complicated by intestinal obstruction and perforation was 
treated with a modified, initially IV anti-TB treatment 
regimen before transitioning to standard oral drug-sensitive 
anti-TB treatment and ART. Notwithstanding the drug-
associated adverse events, this initial strategy allowed the 
immediate provision of TB therapy while awaiting the 
return of normal gastrointestinal function, and this has been 
likely to have contributed to the positive clinical outcome.

The literature on the role of IV anti-TB treatment in patients who 
are unable to take oral medication is, as far as we are aware, 
limited to a few adult case reports.1,2 Intravenous formulations 
of anti-TB medications currently available in South Africa 
include rifampicin – this requires approval from the South 
African Health Products Regulatory Authority (SAPHRA) – 
moxifloxacin, levofloxacin, LZD, meropenem, imipenem/
cilastatin and amikacin. Oral fluoroquinolones, oral LZD and IV 

FIGURE 1: Ultrasound and supine abdominal X-ray showing markedly distended small bowel loops and collapsed rectum.
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carbapenems in combination with IV amoxicillin–clavulanic 
acid are also used in some rifampicin-resistant TB treatment 
regimens. Amikacin is no longer recommended except in 
extremely drug-resistant cases with few alternatives.3,4 Our 
patient was treated with amikacin prior to the release of these 
recommendations. Intravenous meropenem was used without 
recourse to amoxicillin–clavulanic acid. Levofloxacin was 
unavailable but because of less effect on Corrected QT interval 
(QTc) interval prolongation, it is preferred to moxifloxacin.5 
Nephrotoxicity because of amikacin and haematological toxicity 
because of LZD resulted in the discontinuation of these drugs in 
our patient.6,7 The duration of IV anti-TB therapy was 40 days in 
this patient. Other case reports have described 40–60 days’ 
duration of injectable anti-TB treatment with or without 
concomitant oral anti-TB medication.1,2

Conclusion
Intravenous anti-TB treatment must be considered in patients 
with complicated abdominal TB in whom oral intake is not 
feasible. The optimal combination of medication is uncertain 
and close monitoring of treatment efficacy and toxicity is 
essential.

Acknowledgements
The authors thank the staff of the Paediatric Infectious 
Diseases Unit at Red Cross War Memorial Children’s 
Hospital for guiding the clinical management of this patient 
and for providing ongoing follow-up of this family.

Competing interests  
The authors declare that they have no financial or personal 
relationships that may have inappropriately influenced them 
in writing this article.

Authors’ contributions
All authors were involved in the drafting, reviewing, editing 
and finalising of this article.

Ethical consideration
Written informed consent was obtained from the parents of 
the child described in this case report.

Funding information
The authors received no financial support for the research, 
authorship and publication of this article.

Data availability statement
Data sharing is not applicable to this article as no new data 
were created or analysed in this study.

Disclaimer
The views and opinions expressed in this article are those 
of the authors and not an official position of their 
institutions.

References
1. Boff DF, Goldani LZ. Initial combination of injectable and oral anti-tuberculosis 

agents for the treatment of severe disseminated tuberculosis. Trop Doct. 
2013;43(4):148–150. https://doi.org/10.1177/0049475513502961

2. Goldani LZ, Spessatto CO, Nunes DL, et al. Management of severe gastrointestinal 
tuberculosis with injectable antituberculous drugs. Trop Med Health. 
2015;43(3):191–194. https://doi.org/10.2149/tmh.2015-09

3. WHO consolidated guidelines on drug-resistant tuberculosis treatment 
[homepage on the Internet]. Geneva: World Health Organization; 2019 [cited 
2020 Jun 1]. Available from: https://apps.who.int/iris/bitstream/hand
le/10665/311389/9789241550529-eng.pdf?ua=1

4. Department of Health, Republic of South Africa. Management of rifampicin-
resistant tuberculosis: A clinical reference guide [homepage on the Internet]. 
2019 [cited 2020 Jun 3]. Available from: http://www.health.gov.za/index.
php/2014-03-17-09-09-38/policies-and-guidelines/category/535-2019-policies-
and-guidelines

5. Tsikouris JP, Peeters MJ, Cox CD, Meyerrose GE, Seifert CF. Effects of three 
fluoroquinolones on QT analysis after standard treatment courses. Ann 
Noninvasive Electrocardiol. 2006;11(1):52–56. https://doi.org/10.1111/ j.1542-
474X.2006.00082.x

6. Garcia-Prats A, Schaaf H, Hesseling A. The safety and tolerability of the second-
line injectable antituberculosis drugs in children. Expert Opin Drug Saf. 
2016;15(11):1491–1500. https://doi.org/10.1080/14740338.2016.1223623

7. Garcia-Prats A, Schaaf H, Draper H, et al. Pharmacokinetics, optimal dosing, and 
safety of linezolid in children with multidrug-resistant tuberculosis: Combined 
data from two prospective observational studies. PLoS Med. 2019;16(4):e1002789. 
https://doi.org/10.1371/journal.pmed.1002789.eCollection

http://www.sajhivmed.org.za�
https://doi.org/10.1177/0049475513502961�
https://doi.org/10.2149/tmh.2015-09�
https://apps.who.int/iris/bitstream/handle/10665/311389/9789241550529-eng.pdf?ua=1�
https://apps.who.int/iris/bitstream/handle/10665/311389/9789241550529-eng.pdf?ua=1�
http://www.health.gov.za/index.php/2014-03-17-09-09-38/policies-and-guidelines/category/535-2019-policies-and-guidelines�
http://www.health.gov.za/index.php/2014-03-17-09-09-38/policies-and-guidelines/category/535-2019-policies-and-guidelines�
http://www.health.gov.za/index.php/2014-03-17-09-09-38/policies-and-guidelines/category/535-2019-policies-and-guidelines�
https://doi.org/10.1111/j.1542-474X.2006.00082.x�
https://doi.org/10.1111/j.1542-474X.2006.00082.x�
https://doi.org/10.1080/14740338.2016.1223623�
https://doi.org/10.1371/journal.pmed.1002789.eCollection�

