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Objectives: 
1.    Identify pulmonary opportunistic infections  in HIVinfected patients 
2.    Recognize the clinical presentation of PJP 
3.    Learn about treatment modalities for PJP 

 
Question 1: 
Which of the following are the most likely possible diagnoses for this patient?  What 
aspects of the history and exam support the most likely diagnosis? 
a. Pneumocystis jirovecii pneumonia, bacterial pneumonia, cryptococcus pneumonia 
b. Pneumocystis jirovecii pneumonia, bacterial pneumonia, pulmonary TB 
c. Pulmonary embolism, pulmonary TB, Histoplasma pneumonia 
d. Bronchogenic carcinoma, pulmonary aspergilloma, pulmonary TB 

Case: 
 
Ms PJ is a 45 year old woman who presents to the ED with four weeks of cough. She 
had previously been followed at the local HIV clinic, where she originally presented 
ten years ago, with candida esophagitis and a CD4 count of 49.  She was started on 
anti-retroviral therapy, as well as TMP/SMX and azithromycin for primary 
opportunistic infection prophylaxis.  Ms PJ had done well over the years, with a rise in 
her CD4 count above 200 and reduction in viral load to undetectable, and prophylactic 
antibiotics were stopped.  Three years ago, she was briefly incarcerated, and was 
subsequently lost to follow-up.  She has not seen any providers since her incarceration.   
 
On admission, she tells you that she has had four weeks of a dry cough and shortness 
of breath that is worse with exertion.  She has had intermittent fevers at home and 10 
pound weight loss over the last three months.   She is a non-smoker and denies 
injection drug use.  Ms PJ lives in New Haven and has not recently travelled outside of 
the area.   
 
On initial exam, she is in mild respiratory distress.  She in thin, weighing 50 kg.  She 
has fever to 101.1, heart rate of 90, blood pressure 110/75, respiratory rate 30, and 
SpO2 90%, which decreases to 81% with ambulation. She has oral thrush. No rash or 
skin lesions. She has no palpable lymphadenopathy. She has fine inspiratory crackles 
throughout both lungs. She had RRR with no S3. No lower extremities edema. 
    
The rest of the exam is unremarkable.  Initial laboratory testing reveals a CD4 count of 
177 per mm^3 and WBC count 10,000.  Chest X-ray shows diffuse, bilateral 
interstitial infiltrates. 



 
 
Question 2 
What further studies would you obtain at this point? 
a. induced sputum culture, chest CT-scan, ABG 
b. bronchoscopy with broncheoalveolar lavage, LDH, ABG 
c. open lung biopsy, chest CT-scan, LDH 
 
 

 
Question 3 
What is the best treatment approach to this patient? 
a. TMP-SMX: 15-20mg/kg/day TMP component by IV, then 2 DS tabs PO every 8 hours 
b. TMP-SMX: 1 DS tab per day 
c. TMP-SMX: 15-20mg/kg/day TMP component by IV, then 2 DS tabs PO every 8 
hours, PLUS prednisone 
d. TMP-SMX: 1 DS tab per day PLUS prednisone 
 
 
Question 4 
When would you start anti-retroviral treatment (ART)? 
a. immediately 
b. within 2 weeks 
c. in 3 months 
d. after PCP resolves 
 

 
Question 5 
What are possible complications of PCP and its treatment? How can you tell if this 
person has Immune Reconstitution Inflammatory Syndrome (IRIS)? 
 
 
 
 
 

Case continued:  Initial laboratory results show PaO2 70mmHg, A-a gradient 43, LDH 
400.  Methenamine silver stain of induced sputum shows a cluster of cystic inclusions  
consistent with Pneumocystis jirovecii infection 
 

Case continued: Your patient is started on 40mg prednisone twice a day as well as 
TMP-SMX.  She initially feels worse, but by day 7 she is improving, with better 
oxygenation and she is transitioned to oral TMP-SMX.  On day 10 you initiate ART.  
The patient does well and is discharged to home.  Three weeks later, she develops 
recurrent fever and worsened dyspnea. 
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