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Opportunistic infections are one of the major concerns in patients suffering
from AIDS. If proper care is not taken, diagnosis of such infections is often
missed which adds to increased morbidity of such patients. This case report
highlights the importance of simple diagnostic methods in diagnosis of
Pneumocystis jiroveci infection in children.

Introduction

AIDS was first recognized in the United
States in the summer of 1981, when the U.S.
Centre for Disease Control and Prevention
(CDC) reported the unexplained occurrence
of Pneumocystis jiroveci (formerly P. carinii)
pneumonia in five previously healthy
homosexual men in Los Angeles and of
Kaposi's sarcoma (KS) with or without P.
jiroveci pneumonia in 26 previously healthy
homosexual men in New York and Los
Angeles. But in India, the spectrum of
opportunistic  infections (Ols) is quite
different from the western countries.
Pneumocystis jiroveci is rarely documented in
patients with AIDS™. Initially thought to be a
protozoon, Pneumocystis jiroveci has now
been reclassified as a fungus® which makes
the role of fungi in causing opportunistic
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infections in HIV patients even more
important. Early in the HIV epidemic, the
principal risk factor for development of HIV-
related Pneumocystis jiroveci infection was
established to be a reduced CD4 cell count.
Data from the Multicentre AIDS Cohort
Study (MACS)® showed that the risk of
Pneumocystis  jiroveci Pneumonia was
markedly increased in patients with CD4 cell
counts of less than 200 cells/mm?.

In the post prophylaxis era, patients with
Pneumocystis jiroveci Pneumonia usually
have severe immunosuppression. In one series
of patients receiving care at an urban
hospital, the median CD4 cell count for a
first-time case of PCP was 36 cellssmm?; for a
recurrent case, it was 10 cellssmm?®. Care
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providers need to be aware that PCP remains
a frequent sentinel opportunistic infection for
patients who are not aware they are HIV
positive and that this is also a risk factor for
severe disease.

Case Report

We report a case of an HIV positive boy aged
3 months who presented to the tertiary care
hospital with fever, cough, oral thrush and
hepatosplenomegaly. He was provisionally
diagnosed with pneumonia and a broncho-
alveolar lavage (BAL) sample was taken for
bacterial and fungal culture. Microscopic
examination of the BAL sample did not show
anypus cells or microorganisms.

The chest x-ray showed a diffuse, fine,
reticular opacification. As the patient was
very young, sputum sample was almost
impossible to collect. So, a gastric aspirate
(GA) was sent for detecting acid fast bacilli
(AFB) and for Pneumocystis jiroveci. The
AFB stain and culture came out to be
negative.

The GA was stained with Giemsa stain for
detection of cysts and trophozoites of
Pneumocystis jiroveci. On examining the
Giemsa stain, trophozoite (2-4 uM) with blue
nucleolus and pink cytoplasm in mass shape
near each other were noted indicating the
presence of Pneumocystis jiroveci infection.
The patient was then put on Trimethoprim-
Sulfamethoxazole and he recovered from the
infection completely.

This case report highlights the importance of
looking out for Ols such as Pneumocystis
jiroveci in HIV positive patients. Even though
in India, low rates of infection with

Pneumocystis jiroveci (0.7 - 7.0 %) have been
reported®®, this Ol should not be ignored as a
simple procedure as Giemsa stain can help in
diagnosis of this disease.
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