with a picture more influenced by the accompanying cerebral edema
and characterized by confusion, dementia, and lethargy, which can
progress to coma. The diagnosis is usually suspected on the basis of
MRI findings of multiple lesions in multiple locations, although in
some cases only a single lesion is seen. Pathologically, these
lesions generally exhibit inflammation and central necrosis and, as a
result, demonstrate ring enhancement on contrast MRI (Fig. 202-41)
or, if MRI is unavailable or contraindicated, on double-dose contrast
CT. There is usually evidence of surrounding edema. In addition to
toxoplasmosis, the differential diagnosis of single or multiple
enhancing mass lesions in the HIV-infected patient includes primary
CNS lymphoma and, less commonly, TB or fungal or bacterial
abscesses. The definitive diagnostic procedure is brain biopsy.
However, given the morbidity rate that can accompany this
procedure, it is usually reserved for the patient who has failed 2—4
weeks of empiric therapy for toxoplasmosis. If the patient is
seronegative for T. gondii, the likelihood that a mass lesion is due to
toxoplasmosis is <10%. In that setting, one may choose to be more
aggressive and perform a brain biopsy sooner. Standard treatment is
sulfadiazine and pyrimethamine with leucovorin as needed for a
minimum of 4—6 weeks. Alternative therapeutic regimens include
clindamycin in combination with pyrimethamine; atovaquone plus
pyrimethamine; and azithromycin plus pyrimethamine plus rifabutin.
Relapses are common, and it is recommended that patients with a
history of prior toxoplasmic encephalitis receive maintenance
therapy with sulfadiazine, pyrimethamine, and leucovorin as long as
their CD4+ T-cell counts remain <200 cells/uL. Patients with CD4+ T-
cell counts <100/uL and IgG antibody to Toxoplasma should receive
primary prophylaxis for toxoplasmosis. Fortunately, the same daily
regimen of a single double-strength tablet of TMP-SMX used for P.
Jirovecii prophylaxis provides adequate primary protection against
toxoplasmosis. Secondary prophylaxis/maintenance therapy for
toxoplasmosis may be discontinued in the setting of effective ART
and increases in CD4+ T-cell counts to >200/uL for 6 months.



