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M & HIV @& GeiE B £ OV AIDS L2 L7z, CD4
BUL A/uL &, SsEREREASIE T LTy 7o, BRI 306
mg/dL, HbAlcZ83% Ta& 1, Iz > Fa—)
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Fig. 1 Thoracic CT findings. a: at day 30, b: at day 65, c: at day 80, d: at day 129.
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YY) U ERBGE L 2R S E R XSG YT, CRP
131723mg/d4L ¥ T EH L, W CT (Fig. 1b) T
W3 BRI CH - BB, B X OWROL SRR E
R 7o WGP CIEA B A I 2 vy,
L TE L7 IGRA, MACHUK, 2V 7 vav s

FR304E 7 H20H

AHUE, GM ¥R, 7 A~V F )V AHED 4 CTRBRLET
o772 day 65 12 A TR A (MEPM) ICAH L
7zL A, CRPIZHE L7, L LASER UL 2RiE
RIZEHE L, W CT (Fig. lo) 2MEfrL7-& 2 5%
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Table 1 Laboratory findings on day 30 when he was admitted to our hospital.

WBC 10,000 /uL AST 15 U/L HIV-1 Ab* Positive
Neut 96 % ALT 38 U/L HIV-1 RNA 21x10* copy/mL
Lymph 1% T-Bil 0.6 mg/dL CDh4 4 /uL
Fos 0% BUN 28 mg/dL B-D glucan 143 pg/mL
Baso 0 % Cre 0.62 mg/dL IGRA (T-SPOT) Negative
Mono 1% Na 130 mEq/L MAC Ab Negative

RBC 544 x10* /uL K 56 mEq/L Aspergillus Ag Negative

Hb 16.7 g/dL Cl 95 mEq/L Cryptococcus Ag Negative

Plt 11.1x10* /uL BS 306 mg/dL

CRP 0.30 mg/dL HbAlc 8.3 %

*Western blotting

Fig. 2 Clinical course
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Table 2 Laboratory findings on day 58 when the aspergillosis

occurred.

WBC 3,010 /uL CRP 6.70 mg/dL
Neut 725 % HIV-1 RNA 4.0%10? copies/mL
Lymph 159 % CD4 36 /uL
Fos 43 % B-D glucan 17.1 pg/mL
Baso 0.7 % IGRA (T-SPOT) Negative
Mono 16.6 % MAC Ab Negative

RBC 446 10% /uL Aspergillus Ag Negative

Hb 139 g/dL Cryptococcus Ag Negative

Plt 21.7x10* /uL

Fig. 3 Biopsy of the lung tissue, where a lot of
filamentous fungi are seen.
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A Case of Invasive Pulmonary Aspergillosis with AIDS Occurring Immediately after Initiating
Antiretroviral Therapy

Koyomi KAWAGO, Akitoshi UENO, Hitoshi KAWASU]JI, Yuki MIYAJIMA, Kaoru MATSUMOTO,
Yoshitsugu HIGASHI, Munetoshi NARUKAWA, Ippei SAKAMAKI & Yoshihiro YAMAMOTO
Department of Clinical Infectious diseases,

Toyama University Graduate School of Medicine and Pharmaceutical Sciences

A 65-year-old man who had diabetes and pneumocystis pneumonia was diagnosed as having AIDS, with
a CD4 count of 4/uL. After completing his pneumocystis pneumonia treatment, antiretroviral therapy was
immediately started. However, his respiratory symptoms deteriorated. A diagnosis was difficult because
findings from blood tests, imaging studies, and sputum cultures were unremarkable. Therefore, broncho-
scopy was performed, revealing the presence of Aspergillus fumigatus in the lung tissues. The patient was di-
agnosed as having invasive pulmonary aspergillosis, and antifungal therapy was started. He showed a good
response to the treatment and was discharged. The diagnosis was confirmed to be aspergillosis occurring as
immune reconstitution inflammatory syndrome (IRIS), because of the timing of the symptoms and the clini-

cal course. A low CD4 count is a risk factor for aspergillosis ; hence, aspergillosis is suspected to be related
to AIDS. Only two cases of aspergillosis occurring as IRIS have been reported thus far. Aspergillosis rarely
occurs in AIDS patients, but when it does, it should be considered to occur as IRIS.
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