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A B S T R A C T  

Introduction: HIV prevalence in Pakistan is < 0.1%. HIV prevalence is 
more among the most risk populations like sex workers and intravenous 
drug abusers. Presentation of HIV/AIDS is varied. We did retrospective 
analysis of 10 different cases of HIV with different presentations during 
study period of 12 months.  
Methods: A retrospective study was performed involving HIV positive 
patients from February 2013 to February 2014. Data regarding patient 
demographics, HIV status, clinical presentation, pathology tests, 
treatment, and outcome were analyzed using descriptive statistics. 
Results: Ten patients were identified from records of our hospital. Six 
patients had history of repeated episodes of diarrhea. But only one was 
diagnosed as case of Cryptosporidosis. Two cases were mislabeled as 
cases of abdominal tuberculosis. Three cases presented with one sided 
weakness of body and found ring enhancing lesion on CT brain. Two 
cases were initially treated as cases of tuberculoma brain.  Only one 
was diagnosed as case of cerebral Toxoplasmosis. One patient 
presented as case of disseminated Tuberculosis. One patient presented 
as case of pneumonitis and was diagnosed having Pneumocystis 
pneumonia. One patient was diagnosed on autopsy as case of 
Pneumocystis pneumonia. 
Conclusion: AIDS remains a diagnosis of exclusion. The disease is 
never thought of in the initial stages. With established spread within our 
social set up symptoms need to be recognized much earlier, not only to 
prevent the spread, but also to treat the individuals. Awareness of the 
primary physician remains a must. 
Key Words: HIV, AIDS, Toxoplasmosis, Cryptosporidosis, Pneumocysitis. 

Introduction   

Human immunodeficiency virus (HIV) is an RNA virus 

belonging to family retrovirus. Around 90% of the AIDS 

victims are living in the developing countries where the 

incidence rate is aggravated by poverty, hunger, disease, 

lack of medical facilities, illiteracy, and 

underdevelopment. Pakistan is an Islamic Republic in 

South Central Asia, it is geographically bounded by  

HIV/AIDS high-risk countries, India on the east, China in 

the north, and Afghanistan on the west.1 Its only low-risk 

neighbor is Iran.1 Pakistan’s first HIV/AIDS case was 

detected in 1987. 2   Formerly Pakistan was considered to 

be a low prevalence country till 2005 but now placed in 

the group of “Countries in Transition” with a 

concentrated epidemic among high-risk groups, where 

the acquired immune deficiency syndrome (AIDS) 

problem is increasing since last five years. 3 

According to United Nations (UN) AIDS program adult 

Pakistani population living with AIDS is 1,30,000 - 

1,60,000. Adult HIV prevalence is < 0.1% in Pakistan. 

HIV prevalence among most risk populations like male 

sex workers is estimated to be 0.9% and among female 

sex workers is 0.97%.4 There are certain HIV pockets 

like Jalalpur Jattan (JPJ), Gujrat. In 2008 random 

screening of JPJ revealed that 26.3% tested adult 

population was HIV-positive.5  The most commonly 
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reported modes of transmission are contaminated blood 

or blood products (11.73%).6   

A total number of people living with HIV in the United 

Kingdom are about 76000-120000 in 2012. As far as 

number of people  is concerned, number is less than the 

Pakistani population but as the population of UK  is less, 

so prevalence rate is 0.2-0.3% which is  more than 

Pakistan’s prevalence rate.7 This fact is against the 

perception that Pakistan is a country of HIV low 

prevalence. In fact total number of Pakistani population 

suffering from HIV is more than people suffering from 

UK. 

Among our neighboring countries, India is having 

heaviest burden of HIV, almost 2,100,000 people are 

suffering from HIV according to a survey conducted in 

2011. But due to large number of population, overall 

prevalence rate is 0.3% equal to UK.8 

Among other neighbors Iran is also HIV low prevalence 

country, having 0.1-0.2% HIV adult prevalence. It is 

almost equal to Pakistan. As far as population is 

concerned almost 50000-130000 people are living with 

HIV.9 

Afghanistan is also HIV low prevalence country, having 

< 0.1% HIV adult prevalence. It is less than Pakistan. As 

far as population is concerned almost 3800-16000 people 

are living with HIV.10  

According to the study conducted by Pakistan 

Demographic Health Survey, 2007-08, from all the four 

provinces of Pakistan along with FATA and AJK , 

showed that HIV is most prevalent in the Sindh province 

while least prevalent in AJK. 11 Out of total reported case 

86.8% of HIV positive cases were found to be men and 

13.20% females among reported cases. Furthermore, 

51.88% of the HIV-infected men fall within the age 

group of 20-40 years.12 Worryingly out of total HIV 

cases, 45.10% carriers acquired the disease through 

extramarital sexual contact. 12 The mode of HIV/AIDS 

transmission in Pakistan is largely heterosexual 

(52.55%).6 There can be   different presentations of 

HIV/AIDS. We are analyzing 10 different case of HIV 

which presented to our hospital during twelve months of 

study period. All cases were either undiagnosed or 

diagnosed at very late stage.  

Methodology 
A retrospective analysis was performed involving HIV-

positive patients presented to our hospital from February 

2013 to February 2014. Data regarding patient 

demographics, HIV status, clinical presentation, 

pathology tests, treatment, and outcome were analyzed 

using descriptive statistics. All anti HIV Ab positive by 

ELISA and Western Blot positive patients were included 

in the study. 

Results  
Ten patients were identified from records of our hospital. 

All cases were screened for anti-HIV antibodies initially 

by ELISA and later on confirmed by Western Blot. Age 

ranging from 8 to 67 years with mean age was 43.9 years. 

Nine were male and only one patient was female. Only 

one patient was intravenous drug abuser. Six patients had 

a history of repeated episodes of diarrhea. But only two 

were diagnosed as case of Cryptosporidiosis. Three cases 

were mislabeled as case of abdominal tuberculosis and 

were being given treatment for tuberculosis during 

courses of their illnesses. Three cases presented with one-

sided weakness of body and found ring enhancing lesion 

on CT brain. Out of these two cases were initially treated 

as cases of tuberculoma brain. Another patient was being 

treated as a case tuberculous meningitis.   Only one was 

diagnosed as case of cerebral Toxoplasmosis out of these 

ring enhancing lesion cases.  Another patient without 

symptoms of brain involvement was being screened for 

Toxoplasmosis and it turned positive. He was started with 

the treatment of Toxoplasmosis.  One patient presented as 

case of disseminated Tuberculosis. One patient presented 

as case of pneumonitis and was diagnosed for 

Pneumocystis pneumonia. One Patient was admitted as 

case of abdominal Tuberculosis. He expired during 

treatment and was diagnosed on autopsy as case of 

Pneumocystis pneumonia. His saved blood specimen was 

sent for Western Blot after his death and it confirmed 

HIV. Four patients were confirmed for having oral 

candidiasis. One child was having recurrent Herpes zoster 

infections. 

Exact course of illness of only 2 patients is known.  The 

first was admitted to peripheral hospital 4 times during 

last 14 months with complaints of recurrent diarrhea 

before admission to this tertiary hospital. He was labeled 

as case of abdominal tuberculosis and was given a 

treatment of abdominal tuberculosis. He was admitted to 

this tertiary hospital during last episode of illness and was 

expired during this course of illness. On autopsy, he was 

diagnosed as a case of pneumocystis pneumonia. Saved 

serum specimen were analyzed for anti HIV Ab and later 

on Western Blot, both were positive for HIV.  

The other patient was labeled as case of tuberculous 

meningitis 6 months before admission to this tertiary care 

hospital at some peripheral hospital. He was started with 

treatment of tuberculous meningitis.  During his last 
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episode of illness he was admitted to this tertiary hospital 

as a relapse case of tuberculous meningitis. During this 

course of illness he was diagnosed as a case of HIV.   

Table : 1 Frequency of Sign /symptoms among HIV 

Patients 

Sign/Symptoms  Frequency 

(n=10) 

Fever 9 (90%) 

Cough 9 (90%) 

Weight loss 9 (90%) 

Repeated Diarrhea 6 (60%) 

Hemiplegia 3 (30%) 

Shortness of Breath 3 (30%) 

Lymphadenopathy  

(cervical & mesenteric) 

10 (100%) 

 

Table :2 Frequency of Confirmed  AIDs Defining 

Clinical Conditions 

AIDs Defining Clinical Conditions Frequency 

(n=10) 

Cryptosporidiodsis 2 (20%) 

Dissseminated Tuberculosis 1 (10%) 

Pneumocystis pneumonia. 2 (20%) 

Cerebral Toxoplasmosis 2 (20%) 

Oral Candidiasis 4 (40%) 

Recurrent Herpes zoster 1 (10%) 

 

Table :3 Provisional Diagnosis 

Provisional Diagnosis Frequency 

(n=10) 

Abdominal Tuberculosis 3 (30%) 

Tuberculoma brain 2 (20%) 

Tuberculous meningitis 1 (10%) 

Atypical Pneumonia 1 (10%) 

Recurrent Herpes Zoster 1 (10%) 

Disseminated Tuberculosis 1 (10%) 

Cerebro Vascular Accident (CVA) 1 (10%) 

 

 
Figure 1: Ground Glass Opacities on CT-Scan Lungs 

(Pneumocystis Pneumonia)  

 

Figure 2: Ring Enhancing Lesion Brain (Cerebral 

Toxoplasmosis ) 
 

Figure 3: Western Blot 

Figure 4: Cryptosporidium cyst on Modified ZN 

Staining of Stool  

Discussion 
HIV can present in different ways. During early phase of 

vireamia patient can be asymptomatic. It can present with 

nonspecific signs and symptoms like fever, 

lymphadenopathy, pharyngitis, rash, myalgia, malaise, 

mouth and esophageal sores, headache, 
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nausea and vomiting, enlarged liver/spleen, weight loss, 

oral thrush, neurological symptoms. These symptoms are 

labeled as an acute retroviral syndrome.13 There are 

certain clinical conditions which are labeled as “AIDS 

Defining Clinical Conditions”. These include 

Candidiasis, Coccidioidomycosis, Cryptococcosis, 

Cryptosporidiosis, Cytomegalovirus infection, 

Cytomegalovirus retinitis, Encephalopathy, Herpes 

simplex chronic ulcers, disseminated Histoplasmosis, 

Isosporiasis, Kaposi's sarcoma, Burkitt's Lymphoma, 

Atypical Mycobacterium infections, Mycobacterium 

tuberculosis, Pneumocystis jirovecii pneumonia, 

progressive multifocal leukoencephalopathy, recurrent 

Salmonella septicemia, cerebral Toxoplasmosis, 

disseminated Tuberculosis, Wasting syndrome.13 

In the absence of a high degree of clinical suspicion, the 

symptoms associated with acute HIV infection are often 

too vague or nonspecific to lead to a diagnosis. All these 

case were reported in the period of 12 months from a 

single tertiary care hospital. HIV is being considered a 

rare entity in our country. It is also not included in the 

differential diagnosis when such type of patients present 

to our clinical setups. The point of discussion is here that 

to raise the suspicion level of our physicians. This is no 

more rare entity. According to UN AIDS program for 

Pakistan, almost 3500 deaths because of HIV/AIDS have 

been reported from Pakistan so far.4 

As we discussed different cases, one case was diagnosed 

even after death and rest of the cases were diagnosed at a 

very late stage. Secondly, which were diagnosed they did 

not come up for follow-up, neither their families come up 

for screening. HIV/AIDS is a social stigma in our society.  

This is the reason people don’t come up for screening and 

follow-up.  

Besides the blood and blood products there are some 

other practices which are common in our society and can 

be a cause of spread of this disease. Unhygienic practices 

of quakes, ear and nose piercing, dental procedures by 

non-qualified staff with unsterilized instruments.  

Early diagnosis will help to treat the patients and will also 

help to prevent the further spread of this infection. 

Globally trend of targeted or only high risk patients 

screening has been changed to universal HIV screening. 

We should reconsider our guidelines for screening of 

HIV.14 
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