
GASTROINTESTINAL COMPLICATIONS OF HIV
RECOMMENDATIONS AND TABLES

Patients with GI complaints require a meticulous evaluation, including consideration of
non-HIV-related illness, non-GI-related illness, adverse effects of medications, and possible
opportunistic infection.

Unusual organisms should not be routinely dismissed as nonpathogens.

Diligence and perseverance in the pursuit of a diagnosis are required; nondiagnostic stan-
dard stool and blood tests may need to be repeated, followed by endoscopic or other
biopsies.

Esophageal Disease
An oral azole antifungal (fluconazole 100 to 200 mg/day) is suggested as initial empiric
treatment for patients with suspected esophagitis. Failure to improve after 7 days is an
indication for diagnostic endoscopy.

Esophagitis occurring in a patient on antifungal therapy should raise questions regarding
the adequacy of drug absorption (especially ketoconazole and itraconazole), the develop-
ment of resistance to the drug, or a nonfungal etiology. Increased doses of fluconazole
(to 400 mg/day) may be used in this situation. However, early endoscopy should also be
considered.

CMV infection should be treated with standard medications (ganciclovir or foscarnet)
intravenously at induction doses for 3 to 6 weeks. The role of maintenance therapy is
currently unknown, and relapse is common, even during maintenance therapy. Cidofovir
and oral ganciclovir are still of unproven efficacy. 

GERD should be treated primarily with proton pump inhibitors (omeprazole, lansopra-
zole) and pro-motility agents (cisapride), bearing in mind the potential adverse drug
interactions of cisapride.

Treatment of aphthous ulcers with prednisone should be considered with an initial dose
of 40 mg, followed by daily tapering over 2 to 3 weeks. Proton pump inhibitors and/or
carafate should also be considered as useful adjuncts. Thalidomide is available on a com-
passionate release basis and may be considered as an alternative for the patient not at
risk of pregnancy. 

See Table 1

Liver Disease
Because liver biopsy is potentially hazardous in patients with HIV infection, it should be
considered only for patients presenting with fever and abnormal liver tests after a blood
culture and/or bone marrow biopsy have ruled out mycobacterial disease and other
pathogens.

Liver biopsy to stage chronic viral hepatitis should be considered irrespective of the indi-
vidual’s HIV status, however, the increased risk of complication must be recognized. 

Serum transaminase elevations should prompt a search for any possible 
hepatotoxic medication.



Standard serologic tests for viral hepatitis should be performed, although loss of prior
antibody can occur with advanced immunosuppression; quantitative or qualitative poly-
merase chain reaction (PCR) tests will be positive in these rare instances.

Discontinue treatment with all potentially hepatotoxic drugs.

Pathogens (i.e., fungi, mycobacteria) found in the liver should be treated in a routine fashion.

The risks and potential benefits of chronic viral hepatitis treatment should be individual-
ized for each patient, irrespective of HIV status. A liver biopsy for staging prior to the ini-
tiation of therapy is important but not mandatory.

Infection with HBV can be treated in a standard fashion (interferon-α, 10 million units
administered subcutaneously three times per week or 5 million units every other day for
4 months). The response rate may be somewhat lower in HIV-infected individuals.
Lamivudine, a nucleoside analogue, has shown excellent anti-HBV activity in both HIV-
positive and HIV-negative individuals. Lamivudine should be considered only in combina-
tion with other antiretroviral agents for patients with active HBV infection. A transient
rise in serum transaminases upon initiation of lamivudine therapy and a rebound follow-
ing cessation of therapy are observed. 

For patients with stable HIV disease and HCV who meet the NIH consensus criteria listed
above, interferon therapy should be considered. Interferon-α, 3 to 6 million units admin-
istered subcutaneously three times per week for 12 months, has demonstrated sustained
biochemical and virologic response in 20% to 30% of HIV-negative patients (response
rates may be lower for HIV-positive patients). Because of the complexity of diagnostic and
treatment issues for HCV, the Medical Care Criteria Committee strongly recommends
treatment by experienced clinicians. 

Response to treatment of chronic viral hepatitis should be monitored with quantitative
viral load measurements every 3 months. A decrease of at least 1 log copies/mL is consid-
ered significant. However, the goal of therapy, as with HIV therapy, is to produce an unde-
tectable hepatitis viral load.

Diarrhea
Basic stool studies should always be obtained initially; these include routine ova and par-
asite, Giardia and Cryptosporidium antigens, Clostridium difficile toxin, modified acid-
fast smear for cyclospora, Mycobacterium avium complex (MAC), and, where possible,
microsporidia, and stool cultures for enteric pathogens. 

Antigen tests for Giardia and Cryptosporidium are more sensitive than light microscopy
and are the preferred method for excluding these infections. 

If the initial stool studies are negative, the tests should be repeated. 

For bloody diarrhea or diarrhea with tenesmus, colonoscopy should be performed, with
multiple biopsies obtained throughout, even in the absence of visible lesions.
Pathologists should be specifically instructed to seek organisms listed in Table 2.

Symptomatic treatment is important for all patients to prevent volume depletion and
wasting, and to maximize comfort and functional status. Dietary counseling is also essen-
tial and should advocate a low-fat, lactose-free diet.

Parasitic and bacterial pathogens should be treated with standard regimens.1,2 Relapse is
common and maintenance therapy may be required, especially with low CD4 counts. 

CMV colitis should be treated with ganciclovir or foscarnet for 3 to 6 weeks with induction
schedules. The role of maintenance therapy is unknown, as is the role of oral ganciclovir
or cidofovir.



Luminal antidiarrheal agents, such as bismuth subsalicylate or aluminum antacids, cholestyra-
mine, or a fiber supplement are recommended initially, especially in mild disease.

See Table 2

Biliary Disease
Most pathogens causing biliary disease can be isolated from the stool. Repeat stool speci-
mens should be performed to establish the diagnosis. 

If stool tests are unrevealing, a tissue diagnosis should be made endoscopically with biop-
sies of the small bowel or bile duct.

ERCP may be complementary to ultrasound in diagnosing bile duct pathology. The compli-
cation rate from ERCP may be higher in patients with HIV, thus this procedure should be
used only when absolutely necessary. 

Abdominal ultrasound should be performed to establish diagnosis and is at least 75% sen-
sitive in diagnosing the presence of gallbladder disease.

Treatment of the organisms underlying the pathology in the biliary tract is paramount. 

If bacterial superinfection is present, aggressive antibiotic therapy is necessary as well. 

Pain, jaundice, and pruritus may all be treated with ursodeoxycholic acid as well as narcotics.

If papillary stenosis is present, sphincterotomy may reduce pain.

Cholecystectomy, along with treatment of any underlying pathogens, is the treatment for
acalculous cholecystitis. 

Table 1. Possible Etiologic Agents of Esophageal Disease

Pathogen Most Common Also Seen

Fungal Candida species Histoplasma capsulatum, 
Torulopsis glabrata

Viral Cytomegalovirus, Herpes Epstein-Barr virus,
simplex, Kaposi’s sarcoma Papillomavirus, HIV

Bacterial Rarely seen Mycobacterium tuberculosis,
Mycobacterium avium
complex, Actinomyces species

Protozoal Rarely seen Pneumocystis carinii,
Cryptosporidia

Neoplastic Lymphoma

Miscellaneous Aphthous ulcers Acid reflux
Pill ulcers



Table 2. Etiologic Agents of Diarrhea in HIV-Infected Patients

Small intestine Large intestine

Cryptosporidia Cytomegalovirus

Microsporidia Cryptosporidia

Isospora belli Mycobacterium avium complex

Mycobacterium avium complex Shigella sonnei (Subgroup D)

Salmonella species Clostridium difficile

Campylobacter species Campylobacter jejuni

Giardia lamblia Histoplasma capsulatum

Adenovirus

Herpes simplex

Pneumocystis carinii (rare)

Miscellaneous

Drugs

Alcohol

Lactose intolerance

Pancreatitis


