
Research Article 

Pulmonary and Critical Care Medicine

Pulm Crit Care Med, 2017         doi: 10.15761/PCCM.1000131  Volume 2(2): 1-4

ISSN: 2398-3108

Lung involvement of an infectious disease having 
increasing incidence
Lale Sertçelik1, Tulin Kuyucu1, Fatma Armagan Hazar1, Gulgun Cetintas Afsar1* and Semra Bati Kutlu2

1University of Heath Sciences Sureyyapasa Chest Disease and Chest Surgery Training and Research Hospital, Chest Diseases, Turkey
2University of Heath Sciences Sureyyapasa Chest Disease and Chest Surgery Training and Research Hospital, infection diseases, Turkey

Abstract
Backgroud: The incidence of HIV/AIDS infection is gradually increasing. One of the organs, which this infection targets, is the lungs. The lung involvement is seen 
in forms of recurrent pneumonia, pneumocystis jiroveci pneumonia, tuberculosis, and Kaposi sarcoma. 

Aim: The aim of this study is to draw attention on the importance of this subject while examining the cases, which we follow up in hospital.

Study design: The data were obtained from the files and hospital records of all of HIV (+) patients, who have been hospitalized in our hospital in last 10 years.

Methods: a retrospective study

Results: On the contrary with literature, most of our HIV (+) patients were diagnosed for P.jiroveci pneumonia. For the patients applying with complaints of cough, 
fever, and dyspnea and then found to have deep hypoxia and extensive infiltration in lung and oral candidiasis in physical examination, P.jiroveci pneumonia should 
be considered, thoracic CT - HRCT should be immediately taken and HIV test should be performed. Starting the accurate therapy as soon as possible significantly 
affects the clinical course. For the patients diagnosed for tuberculosis, the HIV serology should be requested, and consequently the antiretroviral treatment should be 
initiated according to the results.

Conclusions: According to our study, 83% of the positivity of HIV was determined through the respiratory system complications of this infectious disease. It was 
aimed to draw attention to this infectious disease having increasing incidence, and to raise awareness that performing the required laboratory tests affects the prognosis. 

Moreover, 4 patients known to be HIV (+) gave no information on this subject in anamnesis. According to the practice of Ministry of Health, HIV serology shall not 
be performed unless the approval of patient is obtained. But, this also poses risk for the healthcare professionals. We believe that the required legal regulations taking 
healthcare professionals under protection should be prepared.
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Introduction
HIV/AIDS disease was defined for the first time in USA in year 1981 

through rarely seen Pneumocystis jirowici (older name Pneumocystis 
carini) pneumonia and Kaposi sarcoma (KS) [1]. With 2.1 million 
newly diagnosed for HIV infection in year 2015, there are totally 36.7 
million people living with HIV, but only 17 million of them receive 
anti-retroviral treatment. It was reported that 25.3 million individuals 
have lost their lives because of this disease since year 2000 [2].

First HIV/AIDS cases (3 cases) were reported in year 1985 in our 
country, and the number of cases gradually increased year by year. TR 
Ministry of Health reported that there were 10,475 HIV/AIDS patients 
in our country in year 2015, but the real number is estimated to be 
much higher. 

One of the main organs affected by HIV is the lungs. In 70% of 
the patients, minimum one complication is seen in respiratory system 
during the course of disease. The complications in respiratory system 
are the reasons for morbidity and mortality.  Pulmonary involvement 
of HIV can be listed as opportunistic infections, immune restoration 
syndrome, lymphoproliferative disorders, AIDS-related malignity, 
non-specific interstitial pneumonia, medication reactions, HIV-related 
pulmonary hypertension, bronchiolitis obliterans, emphysema, and 
bronchiectasis [3-6].

The aim of this study is to draw attention on the importance of this 
subject while examining the cases, which we follow up in hospital.

Materials and methods
In this study, among the patients that have been hospitalized in 

our hospital in last 10 years, the patients found to be HIV (+) and 
the patients, who declared in anamnesis that they were HIV (%). The 
data were retrospectively obtained from the patient files and hospital 
records. We examined the parameters of age, gender, complaint for 
applying to the hospital, way of determining HIV positivity, laboratory 
and radiological findings, and the treatment and therapies chosen by a 
physician. 

Results 
In hospital records, it was determined that there were 54 HIV (+) 

patients hospitalized in our hospital, age of whom ranges between 24 
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and 74 years. 49 (%91.75) were male and 5 (%9,25) were female. 42 
patients didn’t know that they were HIV (+), but 12 patients knew. 8 
of the patients stated in anamnesis that they were HIV (+), while 4 of 
patients have not been informed about that they have HIV infection.  
Only one of the patients was receiving antiretroviral therapy.

25 (46,2%) patients were followed up for pneumocystis jirowici 
pneumonia, 16 patients (29,6%) were followed up for tuberculosis, 7 
patients (12,9%) followed up for COPD, 5 patients (9,2%) followed up 
for CMV pneumonia (Figure 1).

The patients that followed up and treated for pneumocystis jirowici 
pneumonia (PJP) diagnosis; atypical mycobacteria infection was 
accompanying PJP in 1 of these patients, and 1 patient was diagnosed 
for multidrug resistance tuberculosis (MDRTb). PJP diagnosis of 21 
patients was made clinic-radiologically, the diagnosis was confirmed 
via trans-bronchial parenchyma biopsy in 2 patients, 1 patient was 
diagnosed for P. jiroveci in bronchus lavage. 1 patient was diagnosed 
with lung wedge resection. 4 patients were found to have positivity with 
CMV PCR and they were considered to have CMV pneumonia. One of 
them had atypical mycobacteria. 

Tuberculosis was detected in 16 patients. 2 of them were atypical 
tuberculosis infection, 1 MDRTb, 1 tuberculosis lymphadenitis, 1 lung 
tuberculosis + lymph node tuberculosis + Milier TB association, 1 
tuberculosis empyema, and 2 tuberculosis pleurisy.

The most frequent symptoms of patients followed-up with 
diagnosis of PJP were cough, dyspnea, and fever. In 18 of the patients, 
hypoxia was detected in arterial blood gas. In complete blood count 
of the patients, leucopenia was detected in 7(%28) patients, and 
lymphopenia in 23(%92) patients. In 9 of 25 patients diagnosed 
for PCP, oral candidiasis was observed in 9 patients. Bilateral and 
widespread infiltration was found in chest radiography of 24 (96%) 
of patients, while right hilar infiltration was observed in radiography 
of 1 (4%) patient. Bilateral and extensive ground-glass appearance in 
thoracic CT. The patient, who had continuing local infiltration despite 
the implementation of pneumonia treatment, received and responded 
to the PCP treatment. LDH increase was observed in biochemical 
results of 22 patients. 

In anamnesis, 3 of 25 patients diagnosed for PCP reported that they 
were HIV (+). For 1 patient, HIV positivity was detected during the 

preparation for operation based on the pre-diagnosis of interstitial lung 
disease, while 3 patients didn’t mention about their HIV infection even 
though they knew. After evaluating anamnesis, physical examination, 
and laboratory and radiology results of 21 patients, HIV positivity 
was detected via serological examination performed because of the 
suspicion for PCP. Association of HIV with HCV was observed in 2 
patients. In one of the patients, the microbiological factor was shown to 
be P.jiroveci, while the histopathology consistent with PJP was detected 
in one patient via trans-bronchial needle aspiration biopsy and in other 
one via wedge resection performed. For other patients, the treatment 
was applied based on the clinic-pathological diagnosis of PJP 10 of 25 
patients needed intensive care. 3 of them lost their lives in hospital. We 
believe that the mortality rate would be higher if the pre-diagnosis of 
P.jiroveci was not considered and the appropriate treatment was not 
started.

In 7 patients followed up with diagnosis of COPD, HIV positivity 
was detected in our hospital. It was considered as a pre-diagnosis for 
5 patients, and HIV serology was requested. It was also requested for 
application of 1 patient to Poorhouse (Darulaceze) and positivity was 
detected. It was detected during the preoperative examinations for the 
patients diagnosed for lung cancer and lymphoma. 

A patient, who applied with the complaint of widespread rash and 
hemoptysis, diagnosed for P. Jiroveci pneumonia and Kaposi sarcoma. 
In Fiber Optic Bronchoscopy (FOB), fragile hemorrhagic mucosa was 
observed, and the result of bronchus lavage pathology was determined 
to be non-diagnostic. In cardiac examination, the pulmonary 
hypertension was found.

While examining the etiology of 2 patients’ dyspnea, pulmonary 
hypertension was found in echocardiography.

Discussion
One of the target organs of HIV infection is the lungs. The objective 

in this study is to evaluate the respiratory involvement of HIV (+) 
patients, who have been hospitalized in Sureyyapasa Chest Diseases 
and Chest Surgery Training and Research Hospital in last 10 years.

According to a clinical study carried out in USA in year 2000, the 
most frequently seen respiratory symptom among HIV (+) patients 
was found to be bacterial infections [7].  Of our patients, 46.2% were 
diagnosed for PJP, and 29.62 % for TB. This can be explained with 
the fact that our hospital is a chest disease hospital. No recurrent 
pneumonia was observed among our patients. For the patients having 
recurrent pneumonia, performing no HIV serology examination might 
be argued as a reason. The most important deficiency regarding this 
subject is the absence of consensus on this matter.

Among 25 patients diagnosed for PJP, P.jiroveci was found only 
in 1 patient in BAL and in 2 patients in histopathology. Resting 21 
patients were treated with clinic-radiological PJP diagnosis. But, 
among the patients being followed-up due to HIV positivity, Fiberoptic 
Bronchoscopy (FOB), and Bronchoalveolar Lavage (BAL) should be 
routinely applied in early-detection of patient being followed-up due 
to HIV positivity and in revealing the accompanying pathologies such 
as Kaposi syndrome, the BAL liquids should be evaluated in terms of 
bacteria, fungi, and tuberculosis [8]. FOB was applied within 2 weeks 
to only 2 patients due to their clinic situation and the response to 
treatment. In order to reveal the factors and accompanying situations, 
FOB should be implemented. In order to reveal the factors and 
concomitant conditions, it should be applied to FOB and BAL HIV 
(+) patients.Figure 1. Lung involvement associated with HIV infection
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The PA Lung X-Ray images of PJP patients in our study revealed 
a bilateral interstitial involvement. When the interstitial involvement 
is seen in PA lung x-ray, it was recommended in literature to have 
HRCT imaging, as in our study. Moreover, ground-glass appearance 
was present in HRCT. The radiologic images of our patients diagnosed 
for PJP were found to be similar to those in literature [9]. 

The most frequently seen symptoms among HIV (+) patients are 
dyspnea, cough, wheezing, and expectorating [6]. The application 
symptoms of our patients followed-up with diagnosis of PCP 
are in corroboration with the literature. Clinic course was also in 
corroboration with the literature and 10 of 25 patients were followed 
up in intensive care unit [6].

In Top 10 diseases causing death in world, TB is in 5th rank, while 
HIV/AIDS is in 9th rank.  HIV positivity was determined in 11% of 
10.4 million newly diagnosed TB and 0.4 million of 1.8 million patients, 
who died because of TB. In 55% of TB patients, the HIV test results 
could be documented. It was determined that 78% of HIV (+) TB 
patients were receiving antiretroviral treatment, while TB treatment 
was initiated for 910.000 newly diagnosed HIV (+) patients [10]. 

In our country, the rate of HIV test among TB patients is 58.9% 
in year 2015, and there were 45 TB/HIV positive (0.31%) patients. In 
Turkey, on the date 03.04.2011, the “Regulation on HIV Diagnostic 
Test for Tuberculosis Patients” (Nr. 2011/14) was published. For this 
reason, HIV test can be requested from TB patients without their 
approval [11]. 

It is known that TB disease developed 21 times more in HIV (+) 
patients when compared to HIV (-) ones, and TB patients diagnosed 
for HIV (+) are strongly recommended to start with early antiretroviral 
treatment [12].

HIV (+) TB patients are of special importance because of their 
atypical radiology, different clinic forms, and drug interactions. 
Different forms of TB were observed in 16 (29.62%) of 54 patients 
diagnosed for HIV positivity. From radiological aspect, cavity was seen 
only in 2 cases. The duration of TB treatment was not changed. But, 
when used with Protease Inhibitor (PI) and Non-Nucleoside Reverse-
Transcriptase Inhibitor (NNRTI) drugs, Rifampicin was replaced with 
Rifabutin, since it was known to decrease the level of these drugs. Since 
year 2015, antiretroviral treatment is initiated immediately for HIV/
TB patients. According to Guidelines for treatment of drug-susceptible 
tuberculosis and patient care update 2017, Antiretroviral Treatment 
(ART) should be started in all TB patients with HIV regardless of their 
CD4 cell count. TB treatment should be initiated first, followed by 
ARTas soon as possible within the first 8 week of treatment. HIV (+) 
patients with profound immunosupression (e.g. CD4counts less than 
50 cells/mm3) should receive ART within the first 2 weeks of initiating 
TB treatment. In patient with dug susceptible pulmonary TB who are 
living with HIV and receiving ART during TB treatment [13]. 

4 of our patients were serologically diagnosed for CMV 
pneumonia. For 3 of the patients diagnosed for CMV pneumonia, PCP 
was suspected but, because of the general condition of patient, no FOB 
or BAL could be performed and the diagnosis couldn’t be confirmed. 
In literature, both factors were reported to cause pneumonia. For the 
patients having widespread infiltration in radiology and widespread 
icy-glass appearance in thoracic computed tomography, we’d like to 
emphasize that the examinations for revealing both PCP and CMV 
factors should be performed in case of the presence of HIV/AIDS 
within the pre-diagnoses [14,15].

HIV-related pulmonary hypertension is a rarely seen (%0.5) clinical 
manifestation. Among our patients, the cardiology consultation was 
requested while examining the etiology of dyspnea and it was observed 
in colored Doppler. But no analysis regarding HIV-based pulmonary 
hypertension was performed. We attribute the lack of information to 
the absence of consensus reports on the subject [16].

Conclusion
On the contrary with literature, most of our HIV patients were 

diagnosed for PJP. For the patients that applied with complaints 
of cough, fever, and dyspnea and then found to have deep hypoxia 
and extensive infiltration in lung and oral candidiasis in physical 
examination, hemogram of whom the leucopenia and especially 
lymphopenia was detected in P. jiroveci pneumonia should be 
considered, thoracic CT - HRCT should be immediately taken and 
HIV test should be performed.

For the patients diagnosed for tuberculosis, the Elisa test must be 
requested. In case of HIV (+) condition, the antiretroviral treatment 
should be immediately initiated, and the treatment should be regulated 
in the way not degrading the effects of anti-tuberculosis medicaments.

Because the most important one of the organs addressed by HIV 
infection is the lungs, we should well-know the respiratory system 
complications, to can identify it immediately and to report it. For this 
reason, consensus reports on HIV-related diseases are needed in our 
country.

Unlike TB disease, the approval of patient is needed for testing 
for HIV.  But, the patients, who know that he/she is HIV (+) but do 
not report it to the physician during anamnesis, poses risk for the 
healthcare professionals. We believe that the required legal regulations 
taking healthcare professionals under protection should be prepared.
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