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ATT along with tapering doses of corticosteroid and HAART 
was instituted subsequently.[11] Thus, it will be difficult to 
conclude the role of a particular therapy in our case. The main 
limitation of this case report is that we could not provide a 
detailed overview of multimodal imaging, which would have 
added more insight into the case.

Conclusion
The index case emphasizes the risk of multiple opportunistic 
infections in an HIV patient. A multidisciplinary approach in the 
management is of utmost significance to control inflammation 
and achieve a substantial recovery in visual acuity.
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Commentry: Ocular coinfections 
in human immunodeficiency virus 
infection—What is so different?

Ocular tuberculosis  (TB) in AIDS is relatively rare and can 
occur even at CD4+ cell counts greater than 200 cells/µl. Study 
done by Rajesh Babu et al. found CD4 cell counts ranging from 
14 to 560 cells/µl with a mean of 160.85 cells/µl in 14 patients 
with ocular TB in AIDS. Bilateral presentation was present 
in 26.66%. Presentations of ocular TB included choroidal 
granulomas in 52.63%, subretinal abscess in 36.84%, worsening 
to panophthalmitis in three eyes, conjunctival tuberculosis, 
and panophthalmitis each in 5.26%. All cases had evidence of 
pulmonary TB. They found that patients who had poor visual 
outcome either because of severe intraocular disease despite 
treatment, or those whose eyes were eviscerated because 
of panophthalmitis, had a significant improvement in their 
systemic status. This may have implications for treatment of 
ocular TB. This may be related to the poor drug penetration 
into the blood aqueous and blood retinal barriers, resulting in 
decreased intraocular levels of the drug, indicating the need for 
higher dosages of Anti-tubercular therapy (ATT) for treating 
ocular TB as opposed to pulmonary TB, the precise cause for 
this phenomenon is not known.[1]

HIV/Multidrug Resistant Tuberculosis (MDR-TB) coinfected 
patients are at high risk for ocular inflammatory disease, mainly 

ocular TB. Routine ocular examination should be considered in 
HIV patients with or suspected MDR‑TB, especially those with 
extrapulmonary TB.[2] In a cross‑sectional study of 47 patients done 
by Salil Mehta et al. it was found that five eyes of five patients (10%) 
had choroidal tubercles, one eye of one patient (2%) had presumed 
tubercular chorioretinitis, and one eye of one patient (2%) had 
presumed active cytomegalovirus (CMV) retinitis.[2]

As per the National AIDS Control Organisation (NACO)
guidelines for treating HIV/TB coinfected patients prompt 
initiation of TB treatment shall be started followed by early 
initiation of antiretroviral therapy  (ART). Any new patient 
diagnosed with coinfection or who has taken ATT for less than 
1 month should receive 2H7R7Z7E7  +  4 H7R7E7. Whereas 
treatment regime for any patient who has received 1 month or 
more of ATT includes 2H7R7Z7E7S7 + 1H7R7Z7E7 + 5H7R7E7. 
Furthermore, the ART treatment for ART initiation/
continuation/modification in HIV/TB Coinfection, no specific 
changes have been made.[3]

British HIV Association (BHIVA) guidelines recommend 
use of Rifamycin‑based TB regimens to be used whenever 
possible. In regards to starting HAART during TB treatment, 
recommendations are to assess the drug interactions and 
physicians need to balance the risks when deciding to initiate 
HAART. They recommended, initiation of HAART at physicians 
discretion in patients with CD4 counts consistently >350 cells/µl; 
CD4 100–350 cells/µl: as soon as possible; CD4 <100 cells/µl: to 
start HAART as soon as practicable after starting TB therapy.[4]
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Ocular syphilis remains one of the common cause of 
bacterial infection in HIV‑positive patients.[5] Syphilis infection 
in HIV‑infected men has been associated with a significant 
increase in the HIV viral load and a significant decrease in the 
CD4 cell count. Kate Buchacz et al. conducted an analysis in 
52 HIV‑infected men with primary or secondary syphilis;  of 
which 30 (58%) were receiving antiretroviral therapy. Viral 
loads were found to be higher during active stage of syphilis 
compared with pre‑syphilis levels by a mean of 0.22 RNA 
log10 copies/ml (P = 0.02) and were lower by a mean of 0.10 
RNA log10 copies/ml (P = 0.52) after syphilis treatment. On 
the contrary, it was found that CD4 cell counts were lower 
during syphilis infection than before by a mean of −62 cells/
mm3  (P  =  0.04), and were higher by a mean of 33  cells/
mm3 (P = 0.23) after syphilis treatment.[6] They also concluded 
that increases in the HIV viral load and reductions in the CD4 
cell count were most substantial in men with secondary syphilis 
and those not receiving ART therapy. Syphilis may enhance 
HIV transmission via the syphilitic ulcers and by raising the 
HIV viral load.[7] Parthopratim Dutta Majumder et al. also stated 
in their study that primary syphilis facilitates HIV transmission 
and HIV may modify the natural course of syphilis, increasing 
the propensity of the disease to progress to neurosyphilis.[8] 
Since there is an overlap in risk behaviors of spread of HIV 
and syphilis, an integrated public health effort Is warranted 
to prevent new syphilis infections, and to identify and treat 
active syphilitic cases promptly.

Opportunistic ocular infections (OOIs) remain an important 
cause of blindness in the developing world among HIV‑infected 
patients. Improvements in modern combination antiretroviral 
therapy (cART) has led to a progressive decline in the incidence 
of OOIs and mortality among patients with AIDS. cART not 
only has decreased the incidence of CMV retinitis, but also 
halted the progression of such retinitis. Although the incidence 
of CMV retinitis has declined overall, the incidence of ocular 
syphilis has increased during the cART era.[9] Moreover, in 
patients with HIV and MDR-TB the immunosuppression 
add up, which  has resulted in high prevalence of presumed 
ocular TB in HIV/MDR-TB coinfected patients. Development 
of modern cART has changed the incidence of OOI and 
mortality rate in HIV‑infected patients, particularly in immune 
recovery individuals. Conversely, the incidence of ocular 
syphilis has continuously increase since cART era. Fortunately, 
visual outcome is promising if early detection is introduced. 
Reconstitution of the immune system with effective cART and 
increasing accessibility of screening examinations are the key 
parameters for success, which will help in preventing blindness 
in these groups of patients.
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