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Abstract

Background: The significant number of late presenters of human immunodeficiency virus (HIV) infection remains a serious
public health problem. Late presenters [CD4 cell count below 350 cells/ mm3 or with an acquired immune deficiency
syndrome (AIDS)-defining event regardless of the CD4 cell count] are associated with a significant risk not only for AIDS-
defining conditions but also for non AIDS-defining diseases which aggravate the prognosis of patients. Lymphoid interstitial
pneumonitis (LIP) is one of these conditions described more often after the onset of HIV epidemic. LIP is a benign polyclonal
lymphoproliferative disorder of the lung with not well characterized clinical and radiographic findings.

Case presentation: We report the uncommon case of LIP as an initial presentation of HIV. The findings of computed tomography
indicated the diagnosis of HIV-associated LIP, although this condition is mainly described in a normal range of CD4 cell count.
Conclusion: It is important to recognize HIV as one of the risk factors for LIP with antiretroviral therapy resulting in rapid

improvement of HIV-associated LIP. This case presentation highlights the importance of timely diagnosis and initiation of

o

antiretroviral therapy. The increase of CD4 cell count and viral suppression may improve the symptoms of LIP.
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Introduction

Lymphoid interstitial pneumonia (LIP) is a rare
benign polyclonal lymphoproliferative disorder of the lung
parenchyma due to infiltration of the interstitium and
alveolar spaces by lymphocytes, plasma cells, and other
lymphoreticular elements [1]. It was originally described by
LIEBOW and CARRINGTON [2]. It is seen more commonly
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among HIV infected patients, especially in black African
and Afro-Caribbean [3]. The occurrence of pulmonary
abnormalities is not unusual in patients with acquired
immunodeficiency syndrome (AIDS). The causes could not
only be infectious diseases and malignancies but rather, there
are a number of non-infectious and non-malignant disorders
which are clinically and radiographically similar [4]. In HIV-
associated LIP a possible mechanism is the HIV induced
proliferation of bronchus-associated lymphoid tissue
(BALT) [5]. Additionally, LIP is associated with autoimmune
disorders such as Sjogren’s syndrome, systemic lupus
erythematosus (SLE), Hashimoto’s disease and autoimmune
haemolytic anaemia [6,7]. However, the aetiology of LIP
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remains unknown. The clinical and radiographic features are
not well characterized. Thus, the differential diagnosis from
infectious diseases such as pneumocystis jiroveci pneumonia
could be difficult. High resolution computed tomography and
transbronchial biopsy are basic tools for diagnosis [1].

Case Presentation

A fifty five year-old male presented with progressive
cough and dyspnea for a month. He had been treated one
month prior with levofloxacin when a chest x-ray revealed
bilateral lower lobe infiltrates. Social history noted former
tobacco abuse (20 pack years) and no illicit drug use. He
denied having any environmental, social or occupational risk
factors for HIV. On examination, he was afebrile, tachypneic
(22 breaths/min), tachycardic (102 beats/min), hypoxic Figurelb: Chest readiograph showing improvement after
(85% on room air), clubbing was seen and chest examination 8 weeks of treatment.
revealing bilateral basilar rales. Laboratory values revealed
a white cell count of 5.64x109/L with a normal differential.
Thoracic computed tomography showed diffuse bilateral
ground glass opacities (Figures 1 & 2) with septal thickening
and non-specific ill-defined nodules. The patient was placed
on oxygen therapy, started on empiric antibiotic therapy and
bronchodilators. Bronchoscopy with bronchoalveolar lavage
was performed. Bacterial, fungal, viral, and mycobacterial
cultures were negative, Cytological analysis revealed no
evidence of pneumocystis or malignancy. Histopathologic
examination showed lymphocytic infiltration of the bronchial
wall and the interstitium suggestive of LIP. HIV antibody
testing returned positive with a CD4 count of 127cells/
pL. Patient was started on antiretroviral therapy (300mg
Tenofovir, 300mg Lamivudine and 100mg Dolutegravir)
along with corticosteroids (prednisone 0.5 mg/kg) leading to

rapid improvement in symptoms and discharged the patient Figure 2: Computed tomography of the thorax showing
in a stable condition. nodular, reticular, and groundglass opacities in both lungs.
Discussion

Lymphocytic interstitial pneumonitis may be an
uncommon condition, but the increased frequency in HIV
infected patients indicates the need to take this diagnosis
into consideration. The prevalence is higher in HIV infected
young women, particularly of African race [8,9]. Recognizing
potential presentations of patients with HIV, as evidenced
by this case, can prove to be quite challenging especially
early on in the course. HIV-associated LIP is relatively
uncommon, occurring in less than 5% of adult necropsy case
series [10,11]. The most common symptoms of LIP include
progressive exertional dyspnea of several weeks duration
and nonproductive cough. Patients may also present
commonly with fever, weight loss, and fatigue [10]. Clubbing
Figure 1a: Chest radiograph showing extensive bilateral is commonly seen in the pediatric population [12] and has
interstitial infiltrates on admission. been described sporadically in the adult population, even in
the absence of bronchiectasis [13]. A mean time from initial
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presentation to diagnosis can exceed 15 months [14].

The natural history of LIP is not well known, causing
difficulties in the treatment. The therapeutic approach is
even more difficult in HIV infected patients. Glucocorticoids
have been used in various doses and duration in the past.
According to the describing results improvement was seen
in some cases but in a number of them the withdrawal or
dose reduction led to aggravation [6,15]. The response with
antiretroviral therapy is significant probably due to viral
suppression and increase of CD4 cell count [16]. Clinical and
radiological improvement has been documented only using
ART, although some have been improved without ART [16].
Clinical and radiological improvement has been estimated
3.5 and 6-8 months after beginning ART respectively [17].

Based on the patient’s living conditions reported at that
time, his occupational exposure, history of smoking, and
the clinical similarities between his presentation and other
common causes of dyspnea (especially those linked with
his occupational and social risk factors), it was most likely
considered that the patient had a lower respiratory tract
infection overlapping an already diseased lung. After fifteen
day course in the hospital, the patient was discharged on
prednisone, trimethoprim-sulfamethoxazole (after it was
determined the patient had a CD4 count of 127 cells/uL)
and ART (300mg Tenofovir, 300mg Lamivudine and 100mg
Dolutegravir).

HIV-associated LIP should be included in the differential
diagnosis of patients presenting with chronic cough and
dyspnea who have risk factors for HIV. Implementation of
these measures in the future may help physicians diagnosing
HIV earlier in its course and lead to decreased patient
morbidity through faster recognition and treatment of LIP.

Conclusion

LIPisuncommoninadultswithHIVandrarelyapresenting
feature of HIV. Current treatment recommendations include
antiretroviral therapy and or corticosteroids, although the
scientific evidence to back these recommendations is sparse.
HIV testing should be offered to all patients presenting with
a new diagnosis of LIP.
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