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CHAPTER 14: HIV ASSOCIATED LUNG DISEASES

Lymphoid Interstitial Pneumonitis (LIP)

LIP is a slowly progressive interstitial lung disease seen in HIV-infected children. LIP is rare in non-
HIV-infected children and in HIV-infected adults. The usual age of presentation is older than 2 years
of age. The pathogenesis is thought to be due to primary infection with Epstein-Barr virus, which
initiates a lymphoproliferative response from co-infection with HIV.

Clinical presentation: Children with LIP usually present with chronic respiratory symptoms of cough
and slowly progressive hypoxia, tachypnoea, exertion fatigue and reduced oxygen saturation. There
may be an acute-on-chronic presentation with fever and tachypnoea, when there is superimposed
bacterial pneumonia. Apart from the lungs, there is also lymphoproliferation in other organs, hence
LIP may be associated with bilateral non-tender parotid enlargement, persistent generalised and
symmetrical lymphadenopathy, hepatosplenomegaly, and/or adenoidal and tonsillar hypertrophy.

Digital clubbing is commonly associated with LIP.

Characteristic chest radiographic findings of LIP include bilateral, diffuse, reticulonodular infiltrates
that are more prominent in the lower lobes, and bilateral hilar adenopathy. Distinguishing LIP from
PTB or miliary TB can be a challenge.

Differential diagnoses: Bacterial pneumonia, PCP, Tuberculosis, CMV pneumonitis, other viral
pneumonia, e.g., RSV, influenza, parainfluenza, adenovirus; malignancy, e.g., Kaposi sarcoma,
lymphoma, fungal pneumonia, MAC infection and nocardiosis.

Treatment: Institution of ART is necessary. Additionally, oral prednisone 2 mg/kg/day for 2-4
weeks followed by reduced dosage are indicated in children with dyspnoea and hypoxia. Additional
treatment with antibiotics may be required when secondary bacterial infection is suspected.

Further reading

1. Toro AA, Altemani AM, da Silva MT et al. Epstein-Barr virus (EBV) gene expression in
interstitial pneumonitis in Brazilian human immunodeficiency virus-1-infected children: is EBV
associated or not? Pediatr Dev Pathol. 2010;13 (3):184-91.

2. Graham SM. Non-tuberculosis opportunistic infections and other lung diseases in HIV-infected
infants and children. IntJ Tuberc Lung Dis 2005; 9(6):592-602
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Figure 156: Bilateral reticulonodular interstitial pattern and adenopathy. LIP can be particularly difficult to differentiate
from miliary TB

Figure 157: Digital clubbing in a child with LIP.
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Bronchiectasis

Bronchiectasis is defined as an abnormal dilatation of airways. Recurrent or persistent lung disease
associated with HIV e.g. recurrent or unresolved bacterial pneumonia, LIP and PTB, can be

complicated by bronchiectasis.

Clinical presentation: Chronic cough productive of copious purulent sputum, digital clubbing, focal
abnormalities on auscultation, usually coarse crackles, and halitosis.

Diagnosis: CXR usually shows focal abnormalities with bronchial dilatation as shown in the figure
below. TB may have a similar radiological picture to bronchiectasis and in a high TB burden area
where there is over-reliance on radiological diagnosis for PTB, bronchiectasis may be missed or
frequent retreatments of TB may occur. Almost a quarter of a cohort of children with HIV-related
bronchiectasis in one study received two courses of anti-tuberculosis treatment. In a high TB burden
area, the differential diagnosis of an abnormal chest X-ray in children with chronic cough or previously
treated TB should include bronchiectasis.

Where available a High-resolution computed tomography (HRCT) scanning is the standard test for
diagnosis especially in the absence of characteristic chest radiograph findings of dilated airway, with
thickened airway walls.

Key features on CT scan: Enlarged internal bronchial diameter with bronchi that appear larger than
the accompanying artery. Other findings include the failure of the larger airways to taper while
progressing to the lung periphery, air fluid levels in the dilated airways, and the identification of
airways in the extreme lung periphery.

Other testing may be indicated to diagnose underlying conditions.

Treatment: Broad spectrum antibiotics to treat recurrent infections and chest physiotherapy. Long-
term low dose therapy with azithromycin has been found to be beneficial in patients with
bronchiectasis as it has anti-inflammatory effects but was accompanied by increased carriage of
azithromycin-resistant bacteria in one study.

Further reading

1. Sheikh S, Madiraju K, Steiner P et al. Bronchiectasis in pediatric AIDS. Chest 1997; 112: 1202—
1207.

2. Berman DM, Mafut D, Djokic B et al. Risk factors for the development of bronchiectasis in HIV-
infected children. Pediatr Pulmonol. 2007; 42 (10):871-5.

3. Masekela R, Anderson R, Moodley T et al. HIV-related bronchiectasis in children: an emerging
spectre in high tuberculosis burden areas. Int J Tuberc Lung Dis. 2012; 16 (1):114-9.
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4. Valery PC, Morris PS, Byrnes CA et al. Long-term azithromycin for Indigenous children with
non-cystic-fibrosis bronchiectasis or chronic suppurative lung disease (Bronchiectasis
Intervention Study): a multicentre, double-blind, randomised controlled trial. Lancet Respir Med.
2013; 1(8):610-20.
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Figure 158: AP and lateral views of CXR showing widespread right-sided bronchiectasis: There is marked apical pleural
thickening and underlying cystic lung disease indicative of a destroyed left lung.

Figure 159: Bronchiectasis complication PTB. Left hemithorax is contracted from destruction and volume loss.
Subcarinal lymphadenopathy is also evident.
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Figure 160: CT scan of a child with bronchiectasis
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