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Introduction
Human Immunodeficiency Virus (HIV) infection is one of the 
serious public health issues of modern times [1]. Globally in 2014 
an estimated 36.7 million people were living with HIV and 2.1 
million people were newly infected with HIV [2]. India has the third 
highest number of people living with HIV in the world [2]. As per the 
National Sentinel Surveillance 2014-15 the overall HIV prevalence 
among general population in India is 0.29% and in Rajasthan is 
0.32%, slightly higher than the national prevalence [3].

HIV infection reduces the number and functionality of CD4 helper 
lymphocytes that direct and coordinate acquired immunity against 
most pathogens [4]. The decrease in CD4+ T lymphocyte count 
leads to various Opportunistic Infections (OI) in HIV infected 
persons [5]. Opportunistic respiratory tract infections are common 
and remain a major cause of morbidity and mortality in HIV patients 
[6]. In developing countries patients are usually unaware of their 
HIV status until they are tested on presentation with symptoms 
suggestive of this infection. It is estimated that 65% of the patients 
infected with HIV present with pulmonary involvement as their first 
clinical manifestation, and that approximately 80% of HIV positive 
patients have some kind of pulmonary involvement over the 
course of the disease [7]. Infection by fungal species depend both 
on amount of inoculum size at the time of exposure and general 
resistance of the host [8]. The extent of fungal illness varies from 
asymptomatic mucosal candidiasis to overwhelming disseminated 
infections, fungal pneumonia and life threatening meningitis [8]. 
The diagnosis of fungal lung infection is most often delayed 
because of lack of consideration of these as causative agent by 



clinicians. In HIV the immune status and the risk of infection with 
specific aetiologic agents, changes with time and with the stage 
of the disease [9]. In HIV seropositive patients the aetiology of 
pulmonary disease is vast and varies from place to place [10]. This 
study will further add to our knowledge of the prevailing profile of 
fungus in sputum of HIV positive patients with lower respiratory 
tract infections in this region. It will also define the range of CD4+ T 
lymphocyte count where various fungal species can be suspected 
as probable pathogen. 

Materials and Methods
This study was conducted in the Department of Microbiology, 
Sawai Man Singh Medical College Jaipur from May 2014 to April 
2015. One hundred and eighty treatments naive, HIV sero-positive 
patients, of both sexes, having LRTI, attending the Integrated 
Counselling and Testing Centre (ICTC) were included. The HIV 
status of these patients was confirmed by three tests with different 
antigens or principles as recommended by National AIDS Control 
Organisation (NACO) [11]. After obtaining informed consent from 
the patients, the socio demographic details, clinical signs and 
symptoms, occupation, education and history of risk behaviour 
were filled on a structured proforma. Ethical clearance for the study 
was taken from college research review committee. Patients who 
had prior antiretroviral or antifungal treatment were excluded.

CD4+ T lymphocyte count estimation was done by flow cytometry 
using BD FACS Calibur (Becton Dickinson Immunocytometery 
System, San Jose, CA, USA) as per manufacturer’s instructions 
[12]. Sputum samples were collected from the patients who 
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ABSTRACT
Introduction: Fungal respiratory infections are important cause 
of mortality and morbidity among HIV positive individuals. They 
account for up to 70% of illness in Acquired Immunodeficiency 
Disease Syndrome cases (AIDS). The range of illness varies 
from asymptomatic mucosal candidiasis to overwhelming 
disseminated infections. In these patients dissemination of 
fungus leads to very serious outcomes hence, it is important 
to have the knowledge of prevailing profile of fungus causing 
infections, so that it can be treated at the onset. Low CD4+ 
T lymphocyte count is an excellent indicator of decreased 
immunity and can also be helpful to predict opportunistic fungal 
respiratory infections and other complications. 

Aim: To define the fungal aetiology of lower respiratory tract 
infections in HIV positive patients and to correlate the occurrence 
of different fungi with CD4+ T lymphocyte count.

Materials and Methods: This was a cross sectional study 
conducted between May 2014 to April 2015, on 180 treatment 

naive HIV seropositive patients with lower respiratory tract 
infections attending the Integrated Counselling and Testing 
Centre, SMS Medical College, Jaipur, Rajasthan. Early morning 
expectorated and induced sputum samples were collected and 
processed for isolation and identification of fungal species. 
CD4+ T lymphocyte count estimation was done by BD FACS 
Calibur.

Results: Fungal species were isolated from 155 (86.1%) 
patients. The most common isolate was Candida albicans 
(31.7%), followed by Aspergillus niger (17.7%) and Aspergillus 
flavus (10%). The fungal species were most commonly isolated 
from patients with CD4+ T lymphocyte cell less than 200 cells/
μl.

Conclusion: Fungal infections were seen in 86.1% of HIV 
positive patients with lower respiratory tract infections hence, 
high level of clinical suspicion for fungal aetiology of respiratory 
infections in HIV positive patients should be kept in mind. 
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Character No. of patients 
(n=180)

Percentage of 
patients 

Sex

Male 119 66.1

Female 61 33.9

Age Group (years)

0 to 10 2 1.1

11 to 20 7 3.9

21 to 30 43 23.9

31 to 40 72 40

41 to 50 37 20.6

≥51 19 10.5

Mean Age 37.21 ± 11.2 years

[Table/Fig-1]: Age & sex distribution of HIV positive patients with LRTI.

were diagnosed HIV positive and who had complaint of cough 
and fever. The patients were visiting the ICTC for the first time. 
From each patient, both early mornings expectorated and induced 
sputum samples were collected. Patients were asked to collect the 
expectorated sample in a sterile wide mouth container. Induced 
sputum sample was collected at ICTC. All samples were kept 
at 4°C until processed. The quality of expectorated sputum was 
evaluated macroscopically and by Bartlett's scoring method [13]. 

The sputum specimens were subjected to microscopy using 
Gram staining & KOH mount. India ink preparation was done 
only when capsulated budding yeast cells were seen on Gram 
staining. Specimens were inoculated in duplicate on Sabouraud's 
Dextrose Agar (SDA) with chloramphenicol (16mg/ml) and 
incubated at 25ºC and at 37ºC. The cultures were examined on 
alternate days for growth, for 21 days before discarding them as 
negative. Macroscopically fungal growth was identified by rate 
of growth, colony morphology, texture and surface pigmentation 
[14]. Microscopic identification of molds was done by morphology 
and arrangements of the spores and hyphae on Lacto Phenol 
Cotton Blue (LCB) mount. Micro slide culture was done in case 
the sporulating structures were not clear on LCB mount [14]. 

When mucoid yeast-like growth was present on SDA, Gram 
staining was done. If capsulated budding yeast cells were seen on 
Gram staining Christiensens’ urea agar and Bird Seed Agar was 
inoculated to identify Cryptococcus neoformans [14].

Candida species were identified by germ tube test, chlamydospore 
formation on cornmeal agar, sugar assimilation and fermentation 
test [14].

Induced sputum was examined for the presence of trophozoites 
and cysts of Pneumocystis jiroveci by Giemsa, Toludine Blue and 
Gomori’s Methamine Silver staining [15].

One sample of suspected Aspergillus nidulans was confirmed 
from PGI Chandigarh.

Results
In the present study the mean age of patients was 37.21 ± 11.2 
years. Majority (63.9%) of the patients were in the age group of 
21 to 40 years. Males outnumbered females with male female 
ratio 1.95:1 [Table/Fig-1]. Labourers were the most affected group 
[Table/Fig-2]. The most common route of HIV transmission was 
heterosexual contact noticed in 171 (95%) patients, followed by 
perinatal route in 7 (3.89%) patients. The mean CD4+ T lymphocyte 
cell count of patients was 209.05±195.23 cells/μl. The mean 
CD4+ T lymphocyte count of males was 192.85±189.70 cells/μl 
and females were 240.66±203.47 cells/μl. No significant difference 
was found in CD4+ T lymphocyte counts of males and females. 
The majority of patients had CD4+ T lymphocyte counts between 
101-200 cells/μl [Table/Fig-3]. Fungal species were isolated from 
155 (86.1%) patients. The most common isolate was Candida 

albicans (31.7%), followed by Aspergillus niger (17.7%) and 
Aspergillus flavus (10%). No mixed fungal growth was isolated. 
Alternaria species, Aspergillus niger, Aspergillus flavus, Aspergillus 
nidulans, Penicillium species, Cryptococcus species, Candida 
tropicalis and Candida parapsilosis were isolated from sputum of 
patients with CD4+T lymphocyte cell count <350 cells/μl, whereas 
Candida albicans, Candida pseudotropicalis and Mucor species 
were also seen in patients with CD4+ T lymphocyte cell count 
>350 cells/μl [Table/Fig-4-7].

[Table/Fig-2]: Occupational distribution of HIV positive patients with LRTI.

CD4+ T lymphocyte cell 
Count (cells/μl)

Number of patients Percentage of 
patients (%)

<50 42 23.3

51 to 100 25 13.9

101 to200 46 25.6

201 to 350 31 17.2

351 to 500 20 11.1

> 500 16 8.9

Total 180 100

[Table/Fig-3]: CD4+T Lymphocyte cell count (cells/μl) of HIV Positive patients with 
LRTI.

Fungus 
N=155  

No. of 
isolates

CD4+ T Lymphocyte cell count(cells/μl)

<50
(N=42)

50-100 
(N=25)

101-200
(N=46)

201-350 
(N=31)

351-500
(N=20)

>500
(N=20)

Alternaria.
species

5 2 1 2 0 0 0

(40) (20) (40) (0) (0) (0)

Aspergillus 
niger

32 13    9 6 4 0

(40.6) (28.1) (18.7) (12.6) (0) 0

Aspergillus 
flavus

18 4 3 8 3 0 (0)

(22.2) (16.7) (44.4) (16.7) (0) 0

Aspergillus 
nidulans

1 0(0) 1(100) 0(0) 0(0) 0(0) (0)

Penicillium 
species

12 5 2 2 3 0 0

(41.6) (16.7) (16.7) (25) (0) (0)

Mucor species 5 1 0 2 0 1 1

(20) (0) (40) (0) (20) (20)

Candida 
pseudo-
tropicalis

9 2 0 5 1 0 1

(22.2) (0) (55.6) (11.1) (0%) (11.1)

Candida 
tropicalis

1 0 0 1 0 0 0

(0) (0) (100) (0) (0) (0)

Candida 
albicans

57 7 5 13 16 9 7

(12.2) (8.8) (22.9) (28) (15.9) (12.2)

Candida 
parapsilosis

12 3 2 3 4 0 0

(25) (16.6) (25) (33.4) (0) (0)

Cryptococcus 
species

3 2 1 0 0 0 0

(66.6) (33.4) (0) (0) (0) (0)

Total 155 39 24 42 31 10 9

[Table/Fig-4]: Distribution of fungal isolates in HIV positive patients and its relation 
with CD4+T Lymphocyte cell count.
Note: Figures in parenthesis indicates percentage
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consistent with that of Ochiabuto et al., and Usman et al., who 
reported Candida albicans from 30% and 26% of patients 
respectively [25,26]. However Bharathi et al., reported Candida 
albicans from 26% of patients and Non-albicans Candida from 
29% of patients [24]. Even though Candida albicans is the most 
common causative agent, the incidence of non-albicans candida 
has been increasing in last few years due to increased use of 
antifungal drugs [27].

In the present study, 41(71.92%) isolates of Candida albicans and 
21(95.45%) isolates of NAC were isolated from patients with CD4+ 
T lymphocyte cell count <350 cells/μl. Our results are consistent 
with that of Rajeev Shah [28], whereas, Ochiabuto et al., observed 
Candida albicans from patients with CD4+ T lymphocyte cell 
count <200 cells/μl [25]. Candida is part of normal flora of upper 
respiratory tract. When immunity is low it acts as an opportunistic 
pathogen [29]. HIV positive individuals also have other predisposing 
factors like neutropenia, lymphopenia, selective T cell defects, 
altered monocyte macrophage function and frequent lowered 
immunity due to low CD4+ T lymphocyte count [29]. All these 
factors contribute to the development of opportunistic pulmonary 
candidiasis.

Aspergillus species are ubiquitous molds found in organic matter 
[29]. Aspergillus primarily affects the lungs [29]. The fungal spores 
are transmitted to the human via inhalation. Alveolar macrophages 
are the first line of defence against inhaled Aspergillus conidia [29]. 
In the present study, Aspergillus species were isolated from 51 
(32.9%) patients. The most common species was Aspergillus niger 
isolated from 32(20.6%) patients, followed by Aspergillus flavus 
from 18 (11.6%). Ochiobuto et al., also reported Aspergillus from 
27.9% of cases however in their study the most common species 
was Aspergillus fumigatus followed by Aspergillus niger [25]. This 
may be due to geographic and temporal variation. 

In the present study 30(58.23%) isolates of Aspergillus species 
were from patients with CD4+ T lymphocyte count <100 cells/μl. 
No Aspergillus species was isolated from patients who had CD4+ 
T lymphocyte count >350 cells/μl. In human defence against the 
inhaled spores of Aspergillus begins with the mucous layer and 
the ciliary action in the respiratory tract [29]. Macrophages and 
neutrophils encompasses, engulfs, and eradicates the fungus 
[29]. Immunosuppression in HIV contributes directly to neutrophil 
dysfunction or decreased number of neutrophils leading to failure 
in eradication of fungus. HIV-associated aspergillosis is seen in 
patients who have CD4+ counts <100 cells/µL [30], a history of 
other AIDS-defining opportunistic infections, and patients who are 
not receiving antiretroviral therapy (ART). Our results are consistent 
with that of Khan et al., and Mylonakis et al., [1,31]. 

Aspergillus nidulans is a low grade pathogen and has been rarely 
reported to cause human disease [32]. In the present study, 
Aspergillus nidulans was isolated from one HIV positive patient 
with the clinical symptom of chest pain and cough. The patient 

[Table/Fig-5]: Aspergillus nidulans in LCB stain (400X). [Table/Fig-6]: Cleistothesia with hulle cells of Aspergillus nidulans in LCB stain (400X). [Table/Fig-7]: Log in the steam 
appearance of Candida pseudotropicalis on cornmeal agar.

Discussion
Opportunistic pneumonias are the major cause of mortality and 
morbidity amongst the HIV seropositive patients [16] Fungus is 
one of the important causes of LRTI. Identification of the fungal 
species is important, as it helps in the initiation of specific antifungal 
therapy which improves the outcome of treatment.

In the present study most of the HIV positive patients were in 
the age group of 31-40 years(40.0%) followed by the age of 
group 21-30(23.9%). The mean age of HIV positive patients was 
37.21±11.2 years. The higher mean age of HIV positive patients 
may be because the index of suspicion is low and testing for HIV 
infection is carried out only when clinical signs and symptoms start 
appearing, which happens in the advanced stage of infection. Our 
findings are consistent with other studies elsewhere in India [17-
19]. 

In the present study male patients were more than females. The male 
female ratio was 1.95:1. Majority of patients were non agriculture 
labourers, truck drivers, business/self employed and housewives. 
Our findings are consistent with that of Khan et al., and Shilpa et 
al., [1,17]. However, in the study conducted by Chakraborty et al., 
and Sangeeta et al., majority of patients were males (84% and 75% 
respectively) [18,20]. The male prevalence seen might have been 
due to the fact that in the existing social milieu in India, females 
do not seek medical care because of fearing isolation and loss of 
family support. Male migrates to different places for education and 
work. Migrants form a link between urban and rural areas, and 
high-risk and low-risk groups [21]. About 75% of women testing 
positive in India have a husband who is a migrant labourer [21]. 
Migrants returning back may infect their wives which significantly 
increases the rate of infection among housewives. Truck drivers 
themselves are a highly vulnerable group for HIV infection. They 
stay away from their families for extended period of time and are 
in close proximity to “high risk” sexual network. Awareness about 
HIV transmission is low among truck drivers. Approximately 2.6% 
of the two million truckers in India are living with HIV [22].

In present study in 95% of patients HIV was transmitted through 
heterosexual contact. However Chakraborty et al., and Gupta et 
al., reported transmission by heterosexual route only in 64% and 
66.6% of cases respectively [18,23].

In the present study, 113(62.7%) patients had CD4+ T lymphocyte 
cell counts <200 cells/μl. Our results are comparable with results 
of Chakraborty et al., who reported CD4+ T lymphocyte cell 
counts <200 cells/μl in 75% of cases [18]. However, Bharathi et 
al., reported 21% of patients with CD4+ T lymphocyte cell counts 
<200 cells/μl [24]. 

In the present study, fungus species were isolated from 86.1% of 
patients. Out of them Candida albicans was the most common 
fungus isolated from 57 (36.7%) patients. Non Albicans Candida 
(NAC) was isolated from 22 (14.1%) patients. Our results are 
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had CD4+ T lymphocyte cell count of 83 cells/μl. To the best of our 
knowledge it was the first case reported from HIV positive patient 
with lower respiratory tract infection from Rajasthan. 

Cryptococcosis is one of the AIDS defining infections [33]. The 
respiratory route is the most likely portal of entry however pulmonary 
cryptococcosis is diagnosed less frequently than meningitis in 
patients with AIDS. In the present study Cryptococcus species 
were isolated from 3 (1.66%) patients with CD4+ T lymphocyte 
cell count <100 cells/μl. Our findings are similar with that of Usman 
et al., who reported Cryptococcus species from 1.4% of cases 
[26]. All HIV positive patients in whom C. neoformans is isolated 
from the sputum should be considered for antifungal treatment to 
prevent dissemination of infection [34].

In the present study, Penicillium species, Mucor species, 
Alterneria species were isolated from 7.7%, 3.2%, 3.2% patients 
respectively. All the species were isolated from patients having 
CD4+ T lymphocyte cell count<200cells/μl. Our findings are 
consistent with other studies [17,19].

Pneumocystis jirovecii pneumonia is one of the AIDS-defining 
illness [35]. In the present study none of the sputum samples were 
positive for Pneumocystis jirovecii. Prevalence of Pneumocystis 
jirovecii is low in India. Similar observation was made by Shailaja 
et al., and K Shreevidhya et al., [36,37], however Rupali et al., 
reported Pneumocystis jeroveci from 7% of patients [38]. 

CONCLUSION
This study provides a basis for early suspicion of fungal aetiology in 
respiratory tract infections in treatment naive HIV positive patients. 
Definitive diagnosis of fungus is time consuming and it is difficult 
to arrive at a diagnosis based exclusively on signs and symptoms. 
We have been able to define some correlation between CD4+ T 
lymphocyte cell count and fungal species causing LRTI which can 
be helpful in early diagnosis. Fungus was isolated from 86.1% of 
patients; it is desirable to screen all HIV positive individuals with 
cough for fungal pathogens. Empirical antifungal treatment should 
be included for lower respiratory tract infections in these patients. 
The study finding also indicates that high CD4+ T lymphocyte 
counts are protective for fungal colonization. As invasive fungal 
colonization of the lungs remains important cause of death in 
immunocompromised patients, early isolation, identification and 
treatment of the colonizing fungi can improve the prognosis of 
patients.

References
	[1] Khan PA, Malik A, Fatima N, Shameem M. Profile of fungal lower respiratory tract 

infections and CD4 counts in HIV positive patients. Virol Mycol. 2013;2:113. 
	 UNAIDS. Factsheet 2015. http://www.unaids.org/sites/default/files/media_[2]

asset/20150901_FactSheet_2015_en.pdf.
	 National AIDS Control Organisation. HIV Sentinel Surveillance. 2014-15 A Technical [3]

Brief. 
	 Limper AH. The changing spectrum of fungal infections in pulmonary and critical care [4]

practice. Proceedings of the American Thoracic Society. 2010;7(3):163-68.
	 Koziel H, Eichbaum Q, Kruskal BA, Pinkston P, Rogers RA, Armstrong MY, et al. [5]

Reduced binding and phagocytosis of Pneumocystis carinii by alveolar macrophages 
from persons infected with HIV-1 correlates with mannose receptor down regulation. J 
Clin Invest. 1998;102:1332–44.

	 Davis JL, Fei M, Huang L. Respiratory infection complicating HIV infection. [6] Curr Opin 
Infect Dis. 2008;21:184–90. assessed on 20.06.2016

	 Silva RM, Teixeira PJZ, Moreira DS. Induced sputum for the diagnosis of lung disease [7]
in HIV-positive patients. Journal Brasileiro de Pneumologia. 2004;30(5):452-58.

	 Shah R, Chaturvedi P, Pandya HP. Prevalence of [8] candida from sputum in HIV infected 
patients of Gujarat, India. Int J Curr Microbiol App Sci. 2014;3(8):345-57.

	 Haramati LB, Jenny-Avital ER. Approach to the diagnosis of pulmonary disease [9]
in patients infected with the Human Immunodeficiency Virus. J Thorac Imaging. 
1998;13:247-60.

	 Muni Kumari A, Arifa Sultana S, Jayapal Gowdu B. Suggestive antibiotics to pneumonia [10]
in HIV Cases. Res J Pharm Biol Chem Sci. 2012;3(1):793-98.

	 Manual of Quality Standards for HIV Testing Laboratories. [11] National AIDS Control 
Organisation. 2007 Chapter 2.

	 http://rd.mc.ntu.edu.tw/bomrd/cytometry/upfile/files/201481151817.pdf[12]
	 Washington WJ, Stephen A, William J, Koneman E. Guidelines for collection, transport, [13]

processing, analysis and reporting of cultures from specific specimen sources. In: 
Koneman’s colour atlas and textbook of Microbiology, 6th edition. Lippincott, Williams 
and Wilkins publications, 2006: Pp. 68-111.

	 Jagdish C (2009). Textbook of Medical Mycology. 3[14] rd ed. Mehta Publishers.
	 Baveja UK, Sokhey J. Manual on laboratory diagnosis of common opportunistic [15]

infections associated with HIV/AIDS, Government of India National Institute of 
Communicable Diseases. 

	 Huang L, Crothers KA. HIV-associated Opportunistic Pneumonias. [16] Respirology. 
2009;14(4):474–85.

	[17] Shilpa A, Anuradha K, Venkatesha D. Drug susceptibility pattern of aerobic bacterial isolates 
from pulmonary infection in HIV seropositives and their correlation with CD4 Count. IOSR 
Journal of Dental and Medical Sciences (IOSR-JDMS). 2014;13(3):37-41. 

	 Chakraborty N, Mukherjee A, Santra S, Sarkar RN, Banerjee D, Guha SK, et al. Current [18]
trends of opportunistic infections among HIV-seropositive patients from Eastern India. 
Jpn J Infect Dis. 2008;61(1):49-53.

	 Xavier TF, Kannan M, Auxilia A. Isolation and characterization of opportunistic bacterial [19]
and fungal pathogens from hospitalized HIV/AIDS patients of Namakkal District in Tamil 
Nadu. World Journal of Pharmacy and Pharmaceutical Sciences. 2015;4(07):742-50.

	 Patel SD, Kinariwala DM, Javadekar TB. Clinico-microbiological study of opportunistic [20]
infection in HIV seropositive patients. Indian J Sex Transm Dis. 2011;32(2):90–93.

	 Saggurti N, Verma RK, Jain A, RamaRao S, Kumar KA, Subbiah A, et al. HIV risk [21]
behaviours among contracted and non-contracted male migrant workers in India: 
potential role of labour contractors and contractual systems in HIV prevention. AIDS. 
2008;22(5):127-36.

	 NACO (2014) 'Annual Report 2013-14' [22]
	 Gupta P, Rawat J, Sindhwani G, Prasad R, Talekar M. HIV sero-prevalence and [23]

tuberculosis in Uttarakhand. Indian J Tuberc. 2006;53:96-100.
	 Bharathi M, Rani AU. Pathogenic fungal isolates in sputum of HIV positive patients [24]

Journal of AIDS and HIV Research. 2011;3(6):107-13.
	 Ochiabuto OMTB, Nwankwo A, Enweani B, Okoye JO, Nwankwo M, et al. Fungal [25]

isolation in HIV patients and CD4 count. International STD Research & Reviews. 
2014;2(2):111-22. 

	 Usman AD, Uba A. A survey of bacterial and fungal oppurtunistic infections among [26]
HIV clients in Kano Metropolis. Bayero Journal of Pure and Applied Sciences. 
2011;4(1):148-52.

	 Fauci SA, Lane CH. Human Immunodeficiency Virus Disease: AIDS and related [27]
disorders. In: Kasper LD, Braunwald E, Fauci SA, Hauser SL, Longo DL, Jameson 
LJ, editors. Harrison's Principles of Internal Medicine. 17th ed. New York: McGraw-Hill 
Medical Publishing Division; 2008. Pp. 1076-139.

	 Shah RR. Effects of CD4 count level on patterns of respiratory tract infections of HIV-[28]
infected patients in Western India. IAIM. 2015;2(9):51-60. 

	 Blanco JL, Garcia ME. Immune response to fungal infections. [29] Vet Immunol. 
Immunopathol. 2008;125:47–70.

	 Wallace JM, Lim R, Browdy BL, Hopewell PC, Glassroth J, Rosen MJ, et al. Risk [30]
factors and outcomes associated with identification of Aspergillus in respiratory 
specimens from persons with HIV disease. Pulmonary Complications of HIV Infection 
Study Group. Chest. 1998;114(1):131-37.

	 Mylonakis E, Barlam TF, Flanigan T, Rich JD. Pulmonary Aspergillosis and Invasive [31]
disease in AIDS: Review of 342 cases. Chest. 1998;114:251-62.

	 Segal BH, DeCarlo ES, Kwon-Chung KJ, Malech HL, Gallin JI, Holland SM. [32]
Aspergillus nidulans infection in chronic granulomatous disease. Medicine (Baltimore). 
1998;77:345-54.

	 Osazuwa F, Dirisu JO, Okuonghae PE, Ugbebo O. Screening for Cryptococcal [33]
Antigenemia in Anti-Retroviral Naïve AIDS Patients in Benin City, Nigeria Oman Med J. 
2012;27(3):228-31.

	 Saag MS, Graybill RJ, Larsen RA, Pappas PG, Perfect JR, Powderly WG, et al. Practice [34]
guidelines for the management of cryptococcal disease. CID. 2000;30:710-18.

	 Mocroft A, Sterne JA, Egger M, May M, Grabar S, Furrer H, et al. Variable impact on [35]
mortality of AIDS-defining events diagnosed during combination antiretroviral therapy: 
not all AIDS-defining conditions are created equal. Clin Infect Dis. 2009;48:1138-51.

	 Shailaja VV, Pai LA, Mathur DR, Lakshmi V. Prevalence of bacterial and fungal agents [36]
causing lower respiratory tract infections in patients with human immunodeficiency 
virus infection. Indian J Med Microbiol. 2004;22(1):28-33.

	 Shreevidya K, Dias M. Pulmonary bacterial and fungal infections in Human [37]
Immunodeficiency Virus patients: A study from India. Ann Trop Med Public Health. 
2012;5:80-84.

	 Rupali P, Abraham OC, Zachariah A, Subramanian S, Mathai D. Aetiology of prolonged [38]
fever in anti-retroviral naive human immunodeficiency virus-infected adults. Natl Med J 
India. 2003;16:193-99.


