
 
 
 
 

ONE-A-DAY PILL FOR HIV TAKES ADULTS OFF AZT  
YET HIGH-DOSE AZT REMAINS MANDATED FOR INFANTS AND CHILDREN         
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 With the FDA approved and heavily marketed one-a-day anti-HIV pill called Atripla 
introduced July, 2006, on the heels of the patent expiration rights of AZT, one must ask why this 
new drug combination is for adults only.  If Atripla is considered to be superior to AZT which has 
been the primary anti-HIV drug for the last nineteen years then why are infants and pediatric-age 
children excluded from the supposed benefits of the new Atripla, and are still prescribed 
extraordinarily high doses of AZT?  And, most important, what bodes for their survival if AZT is 
administered per today's continueing guidelines.  
 
 In addressing these issues, the historic use of AZT, also known as zidovudine (ZDV) or 
Retrovir, first bears some review.  AZT was approved in 1987 as the principal anti-HIV drug yet it 
has taken the medical establishment nineteen years to belatedly admit its terrible toxicity as fatal 
anemia, mitchondria destruction, neutropenia, among other effects of AZT, became well known.  
After an initial dose strength for adults of 1,500 mg/day, doses kept dropping down to a low dose of 
300 mg/day as recommended by studies published since late 1990. However, the 1993 expanded 
definition of AIDS added completely healthy people having only a low white blood cell count along 
with having HIV antibodies, and this doubled the number of people now encouraged to take AZT.  
This surge of new AZT-takers went hand-in-hand with U.S. deaths peaking at 50,000 for 1995, as 
AZT monotherapy was phased out.  Annual death  then sharply dropped for two years, whereupon 
the regimen called HAART became increasingly employed after 1997.       
 
 Crucially, 600 mg/day of AZT  were contained in HAART (an acronym for Highly Active 
AntiRetroviral Therapy) combined with 2,400 mg of protease inhibitor, and 300 mg of 3TC (a 
chemotherapy cousin to AZT).  Counter to expectations, U.S. AIDS deaths leveled off at 17,000 per 
year in year 2000, and this tally continues today. As reported by many studies, HAART clearly had 
its own iatrogenic aspects, as fully one-half of deaths attributed to HIV came instead from non-
AIDS causes. Non-AIDS mortality such as liver, pancreas, wasting due to mitochondria destruction, 
and other organ failure attributed directly to HAART's toxicities were documented as 50% of AIDS 
deaths.   
 
 Thus, with HIV officially cited as the lethal cause, U.S. "AIDS deaths" have remained 
level, causing an incentive to change on both political and medical levels, yet a financial factor must 
also be mentioned.  Starting the fall of 2005, the proprietary patent rights of AZT owned by 
GlaxoSmithKline have expired in the U.S. and Europe. The new Atripla is produced by 
BristolMyersSquibb and Gilead, both companies having new patent rights. With pricing amounting 
to $14,000 per year per patient and a target of over one-half million U.S. patients this comes to 
Atripla annual sales of $7,000,000,000 (seven billion dollars).  Questions must be asked about not 
only as to its cost, but also to the true necessity of Atripla for U.S. patients being only HIV-positive 
with a low white blood cell count, yet clinically in initial fine health before taking antiretroviral 
drugs such as HAART or Atripla.          
 



 As to the actual drug treatment constituents, the new Atripla has banished AZT, 3TC and 
the protease inhibitors, as all are excluded in the new pill.  The new Atripla one-a-day combines a 
greatly reduced total of 1,100 mg of three chemotherapies, comprising 300 mg of a nucleotide 
analogue called tenovir, 200 mg of a nucleoside analogue called emtricitabine, and 600 mg of a 
non-nucleoside analogue called efavirenz, with these amounts totaling but one-third that of 
HAART. It also must not be forgotten that Atripla comes with many severe side effects, being 
comprised of chemicals that can only be deleterious as they target the reproduction of a retrovirus 
that can only be reached residing inside tissue cells.  As this cannot possibly be accomplished 
without affecting  normal cellular function, only time will tell as to serious side effects.      
 
 But a question remains like the elephant in the foyer: Infants and children (pediatric cases) 
are not allowed to be given the Atripla regimen chemicals due to their own particular toxicities for 
children, per medical data published by Gilead Corporation, Atripla’s manufacturer. As AZT has 
been been judged to be too dangerous for adults, the practice of still giving it to infants and children 
as spelled out in U.S. Guidelines (Reference 3) must be strongly challenged, and a comparison to 
neighboring Canada (Reference 2) provides crucial insight.     
 
 Pediatric AIDS death in the U.S. (Reference 1) has totaled 222 over its last 5 reporting 
years, while Canada has recorded but one death over its last 5 years.  Since this disparity is an 
impossible statistical anomaly if HIV is indeed a true cause of pediatric mortality (both reporting 
systems are for infants and children up to 15 years of age), one must question why Canada and the 
U.S. differ so much? 
 
 The answer is two-part: The first part lies in the definition of AIDS which differs between 
the U.S. and Canada.   The U.S. considers an infant to be an AIDS case when being both HIV-
positive and also having a low white blood cell (CD4) count; whereupon, the baby may be given 
AZT.  The difference is Canada does not usually recommend AZT treatment unless an infant (or 
adult, for that matter) is actually suffering from indicator diseases, and crucially, Canada does not 
use a low white blood cell count as a critical criteria.  Hence, Canadians are mostly spared 
chemotherapies such as AZT unless they are actually determined to have syndrome-designated 
disease(s) along with continued HIV markers.  
 
 The second part of the two-part answer is itself two-part, (A) and (B).  Part (A) focuses on 
compliance, and Part (B) pertains to drug dose strength.  As to Part (A), it is recalled that inaugural 
dosing in 1987 of  1,500 mg/day of AZT  caused universal mortality, for those staying strictly 
compliant.  Adult survivors from that era are those who stopped their AZT dosing and some few 
who went to minimal amounts, or those who never took these advocated medicines (such as 
hemophiliacs, the vast majority in good health to this day 23 years after being HIV-positive).  This 
is especially pertinent for pediatric cases, particularly infants and small children, as compliance is 
ensured by nursing staff and doses are surely not missed, compared to adults having intolerable side 
effects who on their own initiative may miss or stop taking their prescriptions.  
     
  Part (B) focuses on actual drug dose as provided by the U.S. Pediatric Treatment 
Guidelines from The National Institutes of Health (Reference 3), and reveals stunning disclosure.  
U.S. practitioners are specifically advised to administer to infants and children having HIV 
infection an amount of AZT at a dose level exceeding the adult-equivalent of 1,500 mg per day, 
proved lethal since 1987.  Exact calculations are as straightforward as they are startling:  Using the 
West Nomogram, a two month old infant weighing 8.8 pounds (4 kg) is to given 120 mg of AZT 
daily, which is the equivalent of an adult (weighing 160 pounds) taking 2,180 mg daily.  This 
calculation is also corroborated by the Mosteller Method employing the body surface area (BSA) 
calculator for infants, with both being relied upon by nursing practitioners (Reference 4). 



 
 Compliance to U.S. Pediatric Treatment Guidelines for dosing at this level is surely lethal 
as documented by nineteen years of AZT history.  There can be no clearer cause and effect outcome 
as to the persistence of U.S. AIDS pediatric deaths, and juxtaposed against Canada's clear success.   
 
 With Atripla, AZT has now been banished as too lethal for adults, but not for infants. U.S. 
mortality stays stuck at 17,000 per year, whereas countries such as Canada, Australia, and Germany 
have all had their annual AIDS adult deaths fall below 100 (and with pediatric deaths virtually non-
existent) as they are do not employ a low white cell count to begin treatment with the 
chemotheraputic agents, as opposed to that spelled out in the U.S. Guidelines. It has become ever 
clearer that most all "AIDS" deaths are due to iatrogenic cause, and not to a deadly syndrome 
caused by the HIV retrovirus.    
 
 It's worth repeating what Dr. Paul Johnson, Professor of Immunology, Harvard Medical 
School, said at an AIDS convocation in 1997 (M. Balter, Science Oct. 29, 1997; 278: 1399-1400) 
after thirteen years of the most massively funded medical target in U.S. history: 
 
 "We are still very confused about the mechanisms that lead to (HIV-caused) CD4 depletion, 
but  
             at least now we are confused at a higher level of understanding." 
   
 Apparently, the Dr. Johnsons of establishment medicine have remained confused and have 
not the time to read the plethora of medical papers documenting the dangers of all the antiretroviral 
drugs, or the meager death tallies in countries where these drugs are reluctantly given. Contrary to 
establishment medicine, a large body of premiere scientists and doctors from around the world have 
banded together and have published a wealth of papers indicting treatment drugs as the cause of 
AIDS deaths, in addition to questioning disease atributed to retroviruses. Their organization is 
called Rethinking AIDS, with much of their work published in medical journals, and available 
freely through the internet.    
 
 In conclusion: Until the dangers of antiviral and antiretroviral chemotherapy drugs are fully 
recognized, iatrogenic U.S. adult and pediatric AIDS deaths will continue, and increasing death in 
impoverished countries, wrongly blamed on HIV, will surely unfold as these drugs, including AZT, 
are being pushed by the World Health Organization and UNAIDS to treat African babies 
(Reference 5), and at the same ultra-high doses as in the U.S. protocols. 
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