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Pneumocystis Pneumonia

To THE EpiTor: Thomas and Limper (June 10 is-
sue)! mention a decreased prevalence of AIDS in
the Western Hemisphere associated with the use of
highly active antiretroviral therapy (HAART), result-
ing in decreased rates of pneumocystis pneumonia.
However, there are important gaps in these gains in
the United States. Pneumocystis pneumonia con-
tinues to occur disproportionately and remains one
of the leading causes of morbidity and mortality
among patients in the inner city infected with the
human immunodeficiency virus (HIV). We reviewed
cases of confirmed pneumocystis pneumonia at
Grady Memorial Hospital in Atlanta before and
after the introduction of HAART (Table 1). Our data
suggest that the introduction of HAART has not af-
fected the occurrence of or mortality associated with
pneumocystis pneumonia among the inner-city
population in Atlanta. Furthermore, pneumocystis
pneumonia continues to be the first indication of
HIV infection and a marker of inadequate access to
care or poor adherence to medical therapy. Public
health resources should be targeted to inner-city
communities in order to diagnose HIV infection at
an early stage so that patients may benefit from ther-
apeutic interventions.
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To THE EpITOR: Thomas and Limper make no men-
tion of the special problems in diagnosing and
treating pneumocystis pneumonia in the develop-
ing world. In the first decade of the HIV epidemic,
pneumocystis pneumonia was considered an un-
common pathogen in the developing world. Fisk
and colleagues? found only a few African and Asian
studies (prevalence rates, only 3 percent to 9 per-
cent); no Indian study reported data on pneumocys-
tis pneumonia, even though 4 million Indians are
currently believed to be infected with HIV.2 We pro-
spectively collected data on all HIV-positive patients
admitted to the pulmonary service at our tertiary re-
ferral center in Bombay between 2000 and 2003.
Pneumocystis pneumonia was documented in 32
percent of all pulmonary admissions (38 of 120),
was more frequent than pneumonia, and was sec-
ond only to pulmonary tuberculosis as a cause of
admission. Pneumocystis pneumonia was suspect-
ed and diagnosed late and, consequently, was asso-
ciated with increased mortality (16 percent). In our
opinion, lack of awareness, masking by tuberculo-
sis, and lack of diagnostic facilities (e.g., bronchial

Table 1. Characteristics of Cases of Pneumocystis Pneumonia (PCP) at Grady Memorial Hospital, Atlanta, 1991-2001.*

Characteristic Overall

no. ftotal no. (%)
4887
186/488 (38)

No. of cases

PCP as initial manifestation
of HIV infection

ICU care required

Patient died when PCP was
initial manifestation of
HIV infection

PCP prophylaxis prescribed

HAART prescribed

145/488 (32)
90/186 (48)7

151/488 (30)
71/254 (27)

Introduction of HAART P Value
Before (1991-1995)  After (1996-2001)
number

234 254 —
92 94 0.90
72 73 0.90
48 42 0.90
72 79 0.96
_ 71§ _

* HAART denotes highly active antiretroviral therapy, HIV human immunodeficiency virus, and ICU intensive care unit.
7 The median CD4+ T-cell count at diagnosis was 18 cells per cubic millimeter, with no differences before and after HAART

came into use.

i Overall mortality was 41 percent (202 of 488 patients died).

§ After HAART came into use, only 44 percent of patients (71 of 160) known to be infected with HIV and eligible for HAART
according to the Department of Health and Human Services guidelines were prescribed HAART before an episode of PCP.
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CORRESPONDENCE

lavage, high-resolution computed tomography, and
immunofluorescence staining) are responsible for
the underreporting and late diagnosis of pneu-
mocystis pneumonia in India.
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To THE EDITOR: Although pneumocystis pneumonia
is a common opportunistic infection in HIV and
AIDS and is seen in patients with hematologic can-
cers, those receiving transplants, and those receiv-
ing immunosuppressive therapy, it is also seen in
patients without these risk factors. In the 1990s, se-
ries of patients without apparent risk factors were
described in New York and Spain.1:2 Pneumocystis
pneumonia has been described as a coinfection in
cytomegalovirus pneumonia in children with severe
transient immunodeficiency. We also found reports
of pneumocystis pneumonia in infants with tran-
siently depressed CD4+ T-lymphocyte counts.3#

We recently hospitalized a six-month-old infant
who presented with eczema and progressive tachyp-
nea. On open-lung biopsy, pneumocystis pneumo-
niawas diagnosed. The patient received co-trimox-
azole and corticosteroids and required ventilatory
support for six days but recovered uneventfully.

The patient was HIV-negative; she had transient
lymphopenia. Extensive immunologic evaluation
revealed normal numbers and function of lympho-
cyte subgroups. The patient is doing well without
antibiotic prophylaxis. Thus, pneumocystis pneu-
monia is possible in immunocompetent infants
with interstitial pneumonia.

Gijs van Well, M.D.
Marceline van Furth, M.D., Ph.D.

Vrije Universiteit Medical Center
1007 MB Amsterdam, the Netherlands
g.vanwell@vumc.nl

1. Jacobs]L, Libby DM, Winters RA, et al. A cluster of Pneumocystis
carinii pneumonia in adults without predisposing illnesses. N Engl J
Med 1991;324:246-50.

2. Cano S, Capote F, Pereira A, Calderon E, Castillo J. Pneumocys-
tis carinii pneumonia in patients without predisposing illnesses:
acute episode and follow-up of five cases. Chest 1993;104:376-81.
3. Rowling AJ, Kvalsvig AJ, Sharples PM, Foot AB, Unsworth DJ.
Pneumocystis carinii, cytomegalovirus, and severe transient immu-
nodeficiency. J Clin Pathol 2003;56:718-9.

4. Hostoffer RW, Litman A, Smith PG, Jacobs HS, Tosi MF. Pneu-
mocystis carinii pneumonia in a term newborn infant with a tran-
siently depressed T lymphocyte count, primarily of cells carrying the
CD4 antigen. J Pediatr 1993;122:792-4.

Hereditary Hemochromatosis

To THE EDITOR: Dr. Pietrangelo (June 3 issue)? pro-
poses that a liver biopsy be performed for diag-
nosis of suspected adult-onset hereditary hemo-
chromatosis when first-line genetic testing does not
reveal typical mutations and serum ferritin is per-
sistently elevated. Two articles published this year2:3
show that magnetic resonance imaging (MRI) pro-
vides a useful and noninvasive diagnostic tool for
quantification of hepatic iron concentrations. Gan-
don et al.2 found that a highly T,-weighted gradi-
ent-echo sequence was most sensitive, permitting
detection of all clinically relevant cases of hepatic
iron overload that exceeded 60 pmol per gram of
liver, dry weight. We have used the MRI sequences
proposed by Gandon#and have obtained similar re-
sults with a high correlation index. In our work,?
the positive predictive value for hemochromatosis
was 100 percent for estimated concentrations of

more than 85 pmol per gram and the positive pre-
dictive value for iron overload was 100 percent for
estimated concentrations of more than 58 ymol per
gram. We think that magnetic resonance should be
placed in the diagnostic algorithm before liver bi-
opsy. Magnetic resonance may make it possible to
avoid nearly all diagnostic liver biopsies.
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