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tory-tract RSV infection, days of hospitalisation and short-
term outcomes have not been affected.2,15 Due to the small
number of patients enrolled in these studies, evaluation of
the effects has been difficult. Also, there are some difficul-
ties in giving the drug, and concerns about occupational
health and safety, and the high cost. Routine use is not rec-
ommended;6,7 but it may be used for selected infants and
children at risk of severe disease and complications. If
used, ribavirin should be started early in the course of the
disease.2,3,6 
Antibacterials, although often used in the management of
bronchiolitis, are not routinely recommended.6,7 The re-
sults from three small studies16 suggest that surfactant
may reduce duration of ventilation and length of intensive
care stay. 
Prevention of RSV infection involves good infection con-
trol practices and use of RSV immunoglobulin and a hu-
man monoclonal antibody to RSV, palivizumab. Both
RSV immunoglobulin and palivizumab can be given dur-
ing an RSV outbreak to prevent serious complications of
infection in infants and children considered at high risk.
The effectiveness of RSV immunoglobulin17 and
palivizumab18 were tested in randomised, placebo-con-
trolled clinical studies involving high-risk infants and chil-
dren (history of prematurity or with bronchopulmonary
dysplasia). A 41% overall reduction in hospital admissions
was reported in those given RSV immunoglobulin proph-
ylaxis. Prophylaxis with palivizumab resulted in a 55%
overall reduction in hospitalisation; reduction rates were
39% and 78% in those with and without bronchopulmo-
nary dysplasia respectively. Respiratory severity scores,
hospital days, days of oxygen requirement, and the rate of
intensive care admission were also significantly lower in
the palivizumab group than for the placebo group. Proph-
ylaxis with palivizumab was also found to reduce post-
bronchiolitic wheezing in premature infants.19 It is recom-
mended by some expert groups for prophylaxis in infants
and children at high risk of severe RSV infections.6,7,20

Vaccines to prevent RSV infection are currently under de-
velopment.
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SARS
Severe acute respiratory syndrome (SARS)1,2 is a respira-
tory illness caused by a newly identified coronavirus
(SARS-CoV). SARS presents primarily in previously
healthy adults although there have been some cases report-
ed in children. SARS-CoV is transmitted by contact or
droplets and transmission mainly occurs during the second
week of illness. The incubation period for SARS is usually
2 to 10 days but may be as long as 16 days. The disease
manifests initially as flu-like prodromal symptoms, usual-
ly characterised by fever, malaise, myalgia, headache, and
rigors. Cough (initially dry), dyspnoea, and diarrhoea may
be present in the first week but are more commonly
present in the second week of illness. Severe cases develop
rapidly progressive respiratory distress and hypoxia and
up to about 20% of patients may require intubation or me-
chanical ventilation. About 20% of patients develop large
volume, watery diarrhoea. The overall fatality rate during
the 2002–2003 SARS outbreak was about 9.5%. 
There is currently no consensus on the optimal treatment
for SARS and treatment recommendations are based on
the experience gained during the 2002–2003 SARS out-
break. Guidelines for the surveillance and management
of SARS have been developed by WHO.3 In the UK
guidelines4 have been issued for the hospital management
of adults with SARS, and others have also been developed
by clinicians involved in the SARS outbreak in Hong
Kong.5 Because SARS is indistinguishable from pneumo-
nia caused by viral and bacterial pathogens, empirical an-
tibacterial treatment in accordance with local guidelines
for severe community-acquired pneumonia (p.186) is rec-
ommended. Fluids and oxygen therapy should be given as
required. Other treatments tried have included corticoster-
oids, ribavirin, interferons, normal immunoglobulins, and
the co-formulated HIV-protease inhibitor ritonavir-boost-
ed lopinavir. Corticosteroids, usually with ribavirin, were
widely used and the timely use of high-dose corticoster-
oids may decrease fever, improve radiographic appearanc-
es, and reduce oxygen requirements.6-8 There is, however,
concern that high-dose and long-term use of corticoster-
oids may suppress the patient’s immune system resulting
in increased viral replication and possible bacterial or fun-
gal superinfection. The UK guidelines recommend that
their use be considered in moderate doses in severely ill
patients with increased oxygen requirements.4 Additional-
ly there is no convincing clinical evidence that the use of
ribavirin alters clinical outcome and the UK guidelines
state that its routine use is not recommended.4 Although
interferon beta shows greater in-vitro antiviral activity
against SARS-CoV, most experience during the
2002–2003 outbreak was with interferon alfa with or with-
out normal immunoglobulins.6 An open study9 using inter-
feron-alfacon-1 and high-dose pulse methylprednisolone
reported more rapid improvement in radiographic appear-
ance and oxygenation than corticosteroids alone. Better
clinical improvement was reported in patients treated with
daily interferon alfa plus high-dose corticosteroids than in
those given interferon plus low-dose or limited corticoster-
oids.8 The UK guidelines state that no recommendation
can be given regarding the use of interferons.4 Although
normal immunoglobulins have been used in SARS their
effectiveness cannot be established as they were usually
given with other therapies.6 A preliminary open study10

with ritonavir-boosted lopinavir in 41 patients with proba-
ble SARS and receiving the local standard treatment of
ribavirin and corticosteroids, reported an improved out-
come at 21 days and reductions in viral load, corticosteroid
dose, and the incidence of nosocomial infections.
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Warts
Warts are caused by human papillomaviruses. The lesions
present in several different forms and can affect any skin
site although the hands, feet, and anogenital areas are most
frequently affected. Anogenital warts are known as condy-
lomata acuminata. Treatment generally relies on some
form of local tissue destruction (see p.1584). Interferons
have also been used (see p.891).

Abacavir (BAN, rINN)

Abacavirum; Abakaviiri; Abakavir. {(1S,4R)-4-[2-Amino-6-(cyclo-
propylamino)-9H-purin-9-yl]cyclopent-2-enyl}methanol.
Абакавир
C14H18N6O = 286.3.
CAS — 136470-78-5.
ATC — J05AF06.
ATC Vet — QJ05AF06.

NOTE. The code 1592U89 has been applied to abacavir but is
more properly reserved for abacavir sulfate.

Abacavir Succinate (BANM, USAN, rINNM)

Abacavir, Succinate d’; Abacaviri Succinas; Succinato de abacavir.
Абакавира Суксинат
C14H18N6O,C4H6O4 = 404.4.
CAS — 168146-84-7.
ATC — J05AF06.
ATC Vet — QJ05AF06.

NOTE. The code 1592U89 has been applied to abacavir succinate
but is more properly reserved for abacavir sulfate.

Abacavir Sulfate (USAN, rINNM)

Abacavir, Sulfate d’; Abacavir Sulphate (BANM); Abacaviri Sulfas;
Sulfato de abacavir; 1592U89.
Абакавира Сульфат
(C14H18N6O)2,H2SO4 = 670.7.
CAS — 188062-50-2.
ATC — J05AF06.
ATC Vet — QJ05AF06.

NOTE. The code 1592U89 and its abbreviated form, 1592, have
also been applied to abacavir and abacavir succinate.

Adverse Effects
The most significant adverse effects associated with
antiretroviral regimens containing abacavir are severe
hypersensitivity reactions, sometimes fatal, that may
occur in up to 9% of patients given abacavir, especially
(but not exclusively) during the first 6 weeks of treat-
ment, or during intermittent therapy. Symptoms of hy-
persensitivity often include fever, rash, cough, dysp-
noea, lethargy, malaise, headache, myalgia, and
gastrointestinal disturbances, particularly nausea and
vomiting, diarrhoea, and abdominal pain. Anaphylaxis
has occurred. Caution is needed as hypersensitivity
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