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The inconvenient 
corollaries of a convenient 

antiviral regime
Sir,
We	 read	with	 interest	 the	 article	 by	Verma	 et al.	 entitled	
“Effectiveness	 and	 safety	of	oral	 acyclovir	 1	g	 twice	 a	day	
for	 3	 days	 in	 the	management	 of	 genital	 herpes.”[1]	 The	
authors	 evaluated	 a	 short	 course,	 higher	 dose	 acyclovir	
regimen	 with	 the	 rationale	 that	 such	 a	 regime	 would	
be	more	 convenient	 and	 cheaper.	While	 the	 assumption	
sounds	 appealing	 in	 theory,	 certain	 caveats	 must	 be	
considered.
The	 fundamental	 shortcoming	 of	 employing	 acyclovir	
in	 a	 twice‑daily	 antiviral	 regimen	 is	 the	 short	 half‑life	
of	 the	 drug	 (2–3	 h).[2]	 Further,	 the	 oral	 bioavailability	
of	 acyclovir	 is	merely	 15%–30%	which	 further	 reduces	
with	 higher	 dosage.[2]	Any	 treatment	 regimen	must	 be	
based	 on	 minimal	 inhibitory	 concentration	 levels	 of	
the	 drug	 and	 dosage	 schedules	which	 can	 achieve	 this.	
The	 rationale	 of	 high	 dose,	 less	 frequent	 dosing	 is	 not	
justifiable	 for	 acyclovir.	Most	 abbreviated	 regimens	 have	
employed	 longer‑acting	 agents	 such	 as	 valaciclovir	 and	
famciclovir.[3,4]

The	 study	 recruited	cases	of	 clinically	 active	genital	herpes.	
Definitive	 diagnosis	 of	 genital	 herpes	 requires	 laboratory	
confirmation	 by	 viral	 culture,	 polymerase	 chain	 reaction,	
direct	 fluorescence	 antibody,	 and	 type‑specific	 serologic	
tests.	Not	 all	 of	 their	 patients	 had	 the	 diagnosis	 confirmed	
by	 the	 relevant	 laboratory	 tests.	While	 the	 syndromic	
approach	 justifies	 clinical	 diagnosis	 and	management	 of	
genital	 herpes,	 utilization	 of	 laboratory	 investigations	 for	
diagnostic	 precision	 is	 an	 essential	 requirement	 for	 clinical	
trials.
The	 primary	 goals	 of	 antiviral	 therapy	 in	 genital	
herpes	 are,	 reducing	 the	 duration	 of	 symptoms,	 early	
healing	 of	 lesions,	 and	 limiting	 viral	 shedding.	 In	
the	 present	 study,	 the	 duration	 of	 symptoms	 before	
presentation	 have	 not	 been	mentioned,	 and	 healing	 time	

has	 been	measured	 from	 the	 day	 of	 initiation	 of	 therapy.	
Healing	 time	 of	 3	 days	 in	 40.9%	 of	 patients	 suggests	 a	
longer	 duration	 of	 disease	 at	 the	 time	 of	 recruitment.	
Effective	 management	 of	 recurrent	 genital	 herpes	
requires	 initiation	 of	 therapy	 at	 the	 earliest,	 preferably	
within	 1	 day	 of	 appearance	 of	 lesions,	 therapy	 is	 not	
indicated	 in	 patients	with	 a	 longer	 duration	 of	 symptoms	
unless	 the	 disease	 is	 extensive	 or	 severely	 symptomatic.	
As	 the	 duration	 of	 episode	 of	 untreated	 recurrent	 herpes	
varies	 from	 5	 to	 10	 days,	 the	 current	 regimen	 (with	
average	 healing	 time	 of	 4.9	 days)	 may	 not	 have	 any	
added	 benefit	 over	 placebo.[5]	As	 far	 as	 primary	 genital	
herpes	 is	 concerned,	 it	 is	 not	 justified	 to	 treat	 such	
patients	 with	 3	 days	 of	 therapy	 in	 view	 of	 the	 severe	
nature	 of	 disease,	 associated	 viremia,	 and	 possible	
systemic	 complications;	 such	 patients	 must	 be	 treated	
for	 7–10	 days	with	 adequate	 antiviral	 dosages.[4]

Final ly, 	 an	 evidence‑based	 regimen	 of 	 acyclovir	
800	mg	 thrice	 a	 day	 for	 two	 days[5]	 is	 already	 available	
as	 recommended	 by	 European	 guidelines	 for	 recurrent	
herpes,[6]	 and	 it	 is	 more	 economical	 and	 shorter	 than	
the	 proposed	 regimen	 with	 equal	 pill	 burden.	 Hence,	
this	 new	 treatment	 schedule	 does	 not	 seem	 to	 have	
any	 added	 benefits	 over	 the	 current	 guidelines	 for	
recurrent	 genital	 herpes.	 Due	 to	 the	 lack	 of	 sufficient	
evidence,	 purpose	 and	 logic	 behind	 this	 new	 schedule,	
it	 would	 be	 prudent	 for	 clinicians	 to	 adhere	 to	 the	
regimens	 recommended	 in	 the	WHO/CDC/European	
guidelines.[4,6]
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Table 1: Sociodemographic profile
Parameters Total (n=159), n (%)
Age (years)

≤19 6 (3.7)
20–25 81 (50.9)
26–30 49 (30.8)
31–35 17 (10.6)
>35 6 (3.7)

Parity (n=159)
Primipara 73 (45.9)
Multipara 86 (54)

Time of starting of TLE
Prior to pregnancy (weeks) 17 (10.6)

≤12 60 (37.7)
13–28 64 (40.2)
29–40 10 (6.2)

Postnatal 7 (4.4)
Postoperative (laparotomy) 1 (0.6)

Obstetrical outcomes (n=159)
Anemia 86 (54)
Gestational diabetes mellitus 19 (11.9)
Pregnancy-induced hypertension 
intrahepatic hepatic cholestasis

13 (8.1)

Of pregnancy 22 (13.8)
Preterm delivery 22 (13.8)
Multiple gestation (twins) 4 (2.5)
Stillbirth 1 (0.6)
Abortion 2 (1.25)
Ectopic 1 (0.6)
Postpartum hemorrhage 3 (1.8)

Mode of delivery (n=156)
Vaginal 122 (78)
Cesarean 34 (21.9)

Neonatal outcome (n=159)*
Low birth weight 49 (30.8)
Nursery admission 9 (5.6)
Breast feeding 156 (98.1)
Top feeding 3 (1.8)
HIV positive 16 (10)

*Including multiple pregnancy babies. TLE=Time limit exceeded

Study of impact of WHO 
option B+ on maternal 
and perinatal outcome 
in HIV‑positive women 

delivering at a tertiary care 
hospital, Delhi

Sir,
Mother	 to	 child	 transmission	 (MTCT)	 is	 responsible	 for	
the	majority	of	pediatric	population	 infection	accounting	 to	
more	 than	 90%.[1]	WHO	Option	B+	was	 adapted	 in	 2014	
with	 the	 aim	 of	 not	 only	 reducing	 the	 rate	 of	 PMTCT	
but	 also	 for	 the	 patient’s	 health.[2]	 Triple	 antiretroviral	
therapy,	 i.e.,	 tenofovir	 (300	mg),	 lamivudine	 (300	mg),	
and	 efavirenz	 (600	mg)	 is	 started	 at	 the	 point	 of	 diagnosis	
without	 the	need	 for	CD4	counts.	 Infant	 receives	daily	dose	
of	 nevirapine	 till	 6	weeks	 of	 age	 irrespective	 of	 type	 of	
feeding.	Pediatric	 antiretroviral	 therapy	 (ART)	 is	 started	 if	
infant	 is	diagnosed	positive.
There	 is	 the	 absence	of	 lack	of	 consensus	on	 the	 effects	of	
ART	 and	 also	 the	 effect	 of	WHO	option	B+	On	maternal	
and	 perinatal	 outcomes.	 This	 study	 was	 planned	 with	
the	 aim	 of	 evaluating	maternal	 and	 perinatal	 outcome	 in	
HIV‑infected	women	 delivering	 in	 a	 tertiary	 care	 facility	
after	 the	 adaptation	of	WHO	option	B+.
Table	 1	 depicts	 the	 sociodemographic	 profile	 of	 159	
women.	Anemia	was	 seen	 in	 54%,	 followed	 by	 preterm	
delivery	 in	 13.8%	women,	 as	 shown	 in	 Table	 1	 along	
with	 other	 obstetrical	 and	 neonatal	 outcomes.	Associated	
comorbidities	were	present	 in	3	women,	one	had	pulmonary	
tuberculosis,	 and	 other	 2	were	 hepatitis	B	 reactive.	There	
was	 no	maternal	mortality.	 Low	 birth	weight	 was	 seen	
in	 30.8%	neonates	 and	 5.6%	 required	 nursery	 admission.	
Majority	were	 exclusively	breast	 fed.	All	 infants	underwent	
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