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Primary HIV-I infection associated with pneumonitis

Edmund L.C. Ong and Bibhat K. Mandal

Regional Department ofInfectious Diseases and Tropical Medicine, Monsall Hospital, Newton Heath,
Manchester MJO 8WR, UK

Summary: A 21 year old homosexual man presented with an acute pneumonitis during symptomatic
seroconversion for human immunodeficiency virus (HIV-I) infection. The symptoms resolved spon-
taneously without any therapeutic interventions needed. Acute pneumonitis should be added to the
ever-increasing spectrum of clinical manifestations in primary HIV-I infection.

Introduction

The syndrome ofprimary human immunodeficiency
virus (HIV-I) infection was first recognized in
19851'2 and various mononucleosis-like, neuro-
pathic and dermatological manifestations have
been described since. We wish to report a case of a
primary HIV-I infection associated with pneumo-
nitis and thrombocytopenia.

Case report

A 21 year old homosexual man presented with a
10-day history of episodic breathlessness associ-
ated with a dry persistent cough, fever, chills and
rigor, generalized aches and pains. He had been
unwell for the past month with poor appetite, loss
of weight of about 6 kg and loose bowel motions
averaging 2 to 3 times per day. On examination he
was febrile 39.9°C, tachypnoeic; marked bilateral
conjunctival injection and evidence of seborrhoeic
dermatitis involving the face, trunk and upper
limbs were noted. Respiratory examination
showed a respiratory rate of 22/min, peak
expiratory flow of 410/min and bilateral fine late
inspiratory crackles predominantly in the bases.
Radial pulse was 100/min, blood pressure 120/
60 mmHg, jugular venous pressure 2 cm and heart
sounds were normal. Investigations included
haemoglobin 15.2 g/dl (normal 13.0-18.0), white
cell count 5.3 x 109/l (4.0-11.0 x 109/l) (neut-
rophils 3.5 x 109/l, lymphocytes 1.3 x 109/1,
eosinophils 0.5 x 109/1), platelets 63 x 109/1
(140-400 x 109/1) and plasma viscosity 148 cP
(150-172). The Paul-Bunnell test was negative.
The serum electrolytes, urea, creatinine, and liver

function tests were all within normal range. On
admission his blood gases on air were pH 7.45
(7.36-7.45), P02 60 mmHg (85-105), PCo2
34 mmHg (35-45), and on 28% 02 pH 7.45 Po2
90 mmHg, Pco2 32 mmHg. The chest radiograph
and electrocardiogram were normal. Induced
sputum for microbiological screen including acid-
fast bacilli and Pneumocystitis carinii were negative
and paired serology for respiratory viruses and
atypical organisms were negative. The patient
remained unwell with fever for 72 hours which
settled spontaneously on the fourth day. On dis-
charge the chest signs had completely resolved and
the blood gases were pH 7.43, P02 83.2 mmHg,
Pco2 33.2 mmHg on air. The platelet count was
177 x 109/l. He has remained well. Subsequent
chest radiographs showed no abnormalities.

In view of his history the patient was counselled
and consented to the HIV-I antibody test (ELISA
and Western immunoblotting) which was negative
on admission, but HIV-I proviral DNA was dem-
onstrated by the polymerase chain reaction techni-
que, p24 antigen was detected and HIV-I was
subsequently cultured from the same serum. Serial
weekly blood tests were done and 4 weeks later the
HIV antibody test was positive. The CD4 count was
900/mm3 (500-1500).

Discussion

Primary HIV-I infection associated with pneumo-
nitis has only been described once recently. It is
likely that in our patient the symptoms of cough,
breathlessness, and fever are in keeping with acute
pneumonitis associated with the acute seroconver-
sion illness of HIV-I as no other infective causes
were found. Bronchoscopy with lavage and biopsy
would have substantiated our case but the patient's
symptoms resolved spontaneously with no other
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diagnostic and therapeutic interventions needed.
Although the gastrointestinal manifestations of
primary HIV-I infection are not common, diarr-
hoea and anorexia with weight loss as manifested in
our patient have been reported.4 The presenting
haematological abnormality of thrombocytopenia
had been rarely reported.3
A T-lymphocyte alveolitis was observed in a

majority of 276 HIV-I-infected patients who had
cough and.breathlessness, interstitial pneumonitis
and abnormalities of pulmonary function tests
were documented in these patients.5 Whether the
underlying mechanism is similar in primary HIV-I

infection remains speculative. Our case demon-
strates that physicians need to have a high index of
suspicion of diagnosing HIV infection in patients
who are at high risk and that acute pneumonitis
should be added to the ever-increasing spectrum of
clinical manifestations in primary HIV-I infection.
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