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Authors aptly concluded that there is a “gap” in 
understanding of COPD. These disparities are due to, 
as per my understanding, inaccurate basic definition of 
this group of diseases. Present popular guidelines need 
to consider more elaborate multi-dimensional definition 
of the disease.
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emphysema as compared to females in this study. 
Emphysema is a disease characterized by breathlessness 
and less productive cough. In past, emphysema 
patients were referred to as “pink puffers.” Weight loss 
is the main feature of this group but weight loss was 
more common in females of the present study.

2. Anemia—more number of females had dirty chest 
which is, as you have describe aptly, a feature of chronic 
bronchitis. Chronic bronchitis is usually associated 
with polycythemia and CO2 retention. In this study, 
more women were anemic which does not go well with 
dirty lungs in chest X-ray pictures. Can you explain?

3. Type of lung cancers would have been additional 
information, as the underlying causes for COPD in 
males and females were different.

4. What is the rationale of evaluating effects of gender 
on COPD? Is it going to drastically change the concept 
of COPD affecting treatment outcomesor prevent any 
major catastrophe related to disease?

I think that the older definition of disease is not just 
words on a page, it describes the syndrome precisely. If 
description of “newer entity” that has been originated from 
the “older one” deviates drastically away from the later, 
we are probably confusing the issue.
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Author’s Reply

This may reflect differences in mucus hypersecretion, 
the sociological aspect of females not liking to admit to 
having sputum or swallowing of the sputum by them while 
working in kitchen/home. According to the National Family 
Health Survey-III (NFHS-3) more than one-third of Indian 
females have a body mass index (BMI) below normal.[4]  
COPD induces a catabolic state[5] and exaggerates this 
malnourishment. Also more than half of the Indian females 
have reported to be anemic. [4] Possible explanations being, 
low dietary intake, poor availability of iron and chronic blood 
loss due to hook worm infestation and malaria. The anemia 
found in female COPD patients is the result of the underlying 
malnourishment. Other causes could be increased blood loss 
during menstruation/child birth or due use of oral steroids 
(due to misdiagnosis as asthma). Among the patients with lung 
cancers, squamous cell histology was found in 57.6% males 
and 44.4% females, whereas adenocarcinoma was found in 
35.6% males and 33.3% females.

Similar to our study, a recent review article[6] also 
highlights concerns about the gender differences in 
COPD and the need for further research into it. COPD in 

Sir,

We thank the reader for interest in the article and 
observations.[1] In the era of evidence-based medicine 
changing concepts require backing of well-structured 
studies and chronic obstructive pulmonary disease (COPD) 
is no different. As you rightly pointed out that older concepts 
in COPD have described the disease well, but emerging 
data suggests that there are various clinical phenotypes of 
COPD[2] throwing light on the heterogeneity of the disease. 
As with other diseases, gender adds to the heterogeneity of 
the disease. Structural organization, hormonal influences, 
and inflammatory responses do vary with gender. Also, the 
current COPD management focuses on symptom control 
and trying to halt the downhill course of the disease. Trying 
to understand the gender characteristics, treatment can be 
tailored-made to achieve these goals.

As regards to your observations, females in our study 
had more chronic bronchitis feature on chest radiograph 
but had more incidence of dry cough, which was similar 
to the observation made by Cydulka and colleagues.[3] 
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females may represent a separate phenotype and urges 
us to think beyond the classical division of the disease 
into emphysema and chronic bronchitis. Future may hold 
specific phenotype-based therapy for COPD and clear 
knowledge will help deliver better quality of life to the 
patients and reduce COPD-related mortality.
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•  Would the combination of ATT and HAART do more 
good than harm?

•  Should there be criteria regarding patient selection for 
ATT when already on HAART?

•  Should HAART regimens be modified to remove drugs 
known to be hepatotoxic?

Concerns also exist regarding the initiation of HAART in a 
HIV-positive patient diagnosed with disseminated TB. TB 
is a disease characterized as a granulomatous inflammatory 
condition, with the participation of macrophages, 
T-lymphocytes, B-lymphocytes, etc. in the pathogenesis 
of the “tubercular granuloma.” Since HAART is known 
to induce immune reconstitution,[2,3] the effects on the 
pathophysiology of TB could be comparable to a “double 
edged sword.”
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Sir,

We congratulate the authors Jaryal et al.[1] for their 
exemplary work of research which was published in the 
article titled “Manifestations of tuberculosis in HIV/AIDS 
patients and its relationship with CD4 count” published 
in Lung India, vol. 28, issue 4.

We would like to suggest that future studies would be more 
complete if due consideration is given to another extra 
criterion, i.e. the use of highly active antiretroviral therapy 
(HAART). Future analysis should preferably include 
the incidence and presentation patterns of pulmonary 
tuberculosis (PTB) and extrapulmonary tuberculosis 
(EPTB) among Human immunodeficiency virus (HIV)-
positive patients stratified into groups taking HAART and 
not taking HAART. Such an analysis, if done, could answer 
a few queries, such as:
•  Whether HAART initiation  reduces  the  risk of central 

nervous system (CNS) involvement from tuberculosis 
(TB)?

•  Whether HAART initiation reduce the ratio of EPTB: 
PTB among HIV-positive patients?

A point of concern that we noted was regarding the 
authors’ conclusion that “early diagnosis of TB and prompt 
institution of anti-tubercular treatment (ATT) reduces 
mortality and morbidity significantly.” We would like to 
state that the initiation of ATT among patients on HAART 
could be akin to entering “uncharted waters”, there could 
be combined toxicities of HAART and ATT:[2-5]

HAART and ATT in the HIV‑positive patient with 
tuberculosis
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