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Penicillium marneffei infection in HIV infected patients in Nagaland &
immune reconstitution after treatment

Sir,

Highly active antiretroviral therapy (HAART) has
not only reduced morbidity and mortality in AIDS
patients but also improved immune function and
decreased viral loads'. But some patients experience
exacerbation of pre-existing subclinical infection

known as immune reconstitution inflammatory
syndrome (IRIS)?.
We describe here a case of HIV associated

Penicillium marneffei infection who developed IRIS
after HAART, the first such case in paediatric age
group from India. A 12 yr old HIV positive boy from
Nagaland, India presented with history of recurrent
fever, cough, weight loss, diarrhoea, and generalised
papular, smooth, dome shaped and umbilicated skin
lesions of varying size (2-10 mm) of one month
duration. The patient had oral thrush and symptoms
of oesophageal candidiasis. Differential diagnosis of
disseminated Molluscum contagiosum and penicillosis
with HIV infection was considered on the basis of the
skin lesions. His Haemoglobin was 7.5 g/dl, WBC
4300/ul of blood and ESR 106 mm at the end of first
hour. Mantoux test was negative. Absolute CD4+ count
was 11 cells/ul. Chest X- ray was normal. Leishman
stain of the aspirate from of skin lesions showed
intracellular and extracellular septate yeast like cells.
Culture of aspirated fluid in Sabouraud’s dextrose agar
(SDA) showed flat, glabrous, moist, radially folded
colonies with diffusible red pigment after 4 days of
incubation at 25°C. Microscopic examination revealed
septate hyphae with lateral and terminal conidiophores
and chains of ovate conidia characteristic of Penicillium
species. Culture at 37°C showed moist, flat brownish
white colonies after 4 days of incubation and under
microscope mixture of septate hyphae with yeast like
cells divided by septa. Culture from oral swab showed
growth of Candida albicans. Blood culture was done
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in duplicate and did not show any growth till 28 days
of incubation. The patient was treated with efavirenz,
lamivudine and stavudine along with itraconazole 400
mg/day for two weeks followed by 200 mg/day as
maintenance therapy. After 4 wk of therapy, the patient
came back with fever, severe arthritis, exacerbation of
skin lesions and generalized lymphadenopathy. Blood
culture showed growth of Penicillium marneffei after 5
days of incubation. His repeat CD4+ count increased to
172 cells/pl.

During the first few weeks, after the start of
HAART, an increase in memory CD4+ cells type is
observed possibly as a result of redistribution from
peripheral lymphoid tissue®. The CD4+ lymphocytes
are primed to recognize previous antigenic stimuli
and thus may be responsible for manifestations of
IRIS seen soon after HARRT®. The various risk factors
identified for the development of IRIS include younger
age, male sex, short interval between initiating
treatment for opportunistic infection (OI) and starting
ART, rapid fall in HIV-1 RNA after ART and a very
low CD4+ count at the time of starting ART>*5. The
present patient developed exaggerated skin lesions
with disseminated Penicillium marneffei infection
and clinical manifestation of inflammatory process
after 4 wk of HAART. His CD4+ cell count increased
>10 times; viral load could not be measured due to
operational reasons.

The most frequently reported cases of IRIS are
associated with infection due to Mycobacterium
tuberculosis,  genital  herpes, Jaricella zoster,
cytomegalovirus and cryptococcal meningitis following
initiation of ART*". Gupta et al® reported the first case of
IRIS associated with Penicillium marneffei infection in
an adult patient hailing from Manipur and perhaps this
is the second case of IRIS associated with Penicillium
marneffei infection from India.
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