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ABSTRACT 
 

HIV Human immunodeficiency virus a subclass of retroviruses that 

causes the infection and supplementary AIDS. Acquired immunodeficiency 

syndrome AIDS is a syndrome alters the immune system and its illness 

makes human prone to the opportunistic infections and Cancer. HIV 

Infection can occur by Sexual contact, blood transfusion and contaminated 

or pre sterilized needles. HIV is basically Asymptomatic before it reached to 

the most critical stage of HIV infection i.e. AIDS. Studies represent that HIV 

may raise from apes to human in late 1800s. Without treatment a person 

can survive around 8 to 11 years depending upon the type of HIV subtypes. 

 

INTRODUCTION 

 
HIV is present within the body fluids as both virus that infect the immune cells and as a free virus particle. It 

infects vital cells that are present in the human immune system such as Macrophages, helper T cell and dendritic 

cells. This infection leads to the lower level of CD4+ T cells through various mechanisms including Apoptosis, 

pyroptosis, Viral killing infected cells.Lower level of CD4+ T causes the loss of Cell Mediated immunity and weakens 

the immunity in such a way that it is much more prone to opportunistic infections [1-7].  

Co-infection occurs when a person is infected with one or more disease or viruses at the same time. In case 

of HIV affected peoples it is difficult to make their treatments because their immune system enables to fight 

against infection. These co-infections and opportunistic infections take the advantage of weak immune system that 

leads to cancer. As co-infection of HIV is most frequent i.e. Tuberculosis, Hepatitis C and B. Together these co 

infections is one of the leading cause of death among people. So in terms of treatment some unique strategies are 

adopted to facilitate the medication and to make the medication effective. There is a chances of co-existence of 

inflammatory bowel disease with HIV but it is seems rare. There are many of the opportunistic infections that mimic 

IBD and which lead to the misdiagnosis of disease [8-10]. The treatment which is used in IBD is can cause an 

increase rate of other infections and lymphoma as well. 

 

HIV SUBTYPES 

HIV type 1 HIV-1 and HIV type 2 HIV-2.As HIV type 1 HIV-1 this subtype is related with viruses found in apes gorilla 

and chimpanzee in western Africa. HIV type 2 HIV-2 related with viruses found in old world monkey. 

It is the most common and highly pathogenic strain of virus. HIV 1 is further subdivided into HIV-1 groups: M main, 

O outlier, and N non-M/non-O. These groups represents the autonomous transmission of SIV Simian 

immunodeficiency virus around 90% HIV-1 are classified into M main is distributed worldwide. As group O infections 

are mostly endemic and it represents 1-5% of all HIV-1 Infections [11-15]. Group N is identified in a small no. of 

individuals. HIV-1 group M main, Is Further subdivided into the ten clades that are related with the groups of 

genetically related viruses. These subtypes also follow the geographic pattern. 

 

TYPES OF CO-INFECTION 
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Tuberculosis: In poor nations, TB is one of the most common opportunistic infection associated with HIV and it is 

one of the leading causes of death among people with AIDS. 

According to WHO, around 33 million peoples including adults and children’s are infected with HIV 

worldwide, in which approx. 25% of which is co-infected with tuberculosis. Tuberculosis is globally the main cause of 

death among HIV-positive people. In case of co-infection with tuberculosis is similar to diagnosis of HIV in the whole 

population. The main difference lies terms of clinical symptoms, in case HIV-positive people tuberculosis can 

develop more frequently [16-20]. Including lungs and throughout the body.  

Globally TB is one of the opportunistic infection For HIV infections. This infection is due to infection due to 

Mycobacterium tuberculosis, a pathogen that affects humans. Tuberculosis affects lungs but it also affects parts of 

body as well. This infection does not cause any symptom asymptomatic. TB and HIV infections are accordingly 

bound together from the early year’s scenario. These can effects all type of diseases that can be correlate from its 

pathogenesis, medical representations and analysis of treatment. Moreover an increasing proportion of TB among 

the people living with HIV is a multidrug resistant MDR complicating management [21-25]. In recent years, a number 

of advances have been made in demonstrate the epidemiology of HIV co-infection which includes methods to 

diagnose and cure for HIV related TB. So that it can lower the rate of mortality in case of TB/HIV co infected 

patients. The risk of developing HIV tuberculosis co-infection TB is estimated between 26 and 31 times More in HIV 

positive people than among those which does not have HIV infection. In 2014, around 9.6 million cases of TB were 

obtained, in which a 1.2 million were infected with HIV infection as well. WHO approve 12 TB/HIV synergetic 

activities, which include Three I's for TB/HIV. The most current HIV co-infections occur in Brazil is: tuberculosis, 

hepatitis B and C [26-32]. These diseases are the main cause of death among people infected with HIV. Ensuring 

adherence for the treatment of HIV co-infection it is essential key step to being treated by health professionals and 

receiving appropriate information on concern and adverse reaction, counseling and proper Guidance in terms of 

medication stressing the importance of adherence, Supervised treatment in cases of HIV co-infection. 

 

Hepatitis C: Hepatitis C HCV is considered one of the biggest epidemics globally as it infects peoples more than 170 

million worldwide, according to the data of World Health Organization WHO. Around 30% of the people are also 

infected with HIV. Among those people who have HIV and Hepatitis C co-infection may also have a history of drug 

previous or current drug use, psychological and alcohol use, psychiatric disorders especially depression, which 

threaten the process of treatment and worsen side effects [33-36]. General Treatment consists of weekly injections of 

medications, Side effects include psychological symptoms and mental disturbances such as depression, anxiety, 

reduced concentration, irritability. 

It is more difficult to preserve the immune system during Hepatitis C infection and HIV as well. This can advance the 

progression to AIDS which leads to death. In chronic infections it can also result in progression to cirrhosis liver 

damage and liver cancer. Current scenario: World Health Organization WHO reported in 7 March 2016 It was 

estimated that around 2.3 million people living with HIV are also co infected with hepatitis C virus HCV globally Of 

these around 1.3 million, are people who inject drugs PWID [37-39]. The study also raise an issue that HIV-positive 

people are 6 times more likely than people to that of HIV uninfected are more prone to HCV infections pointing that 

it need improvement in the services of HIV and HCV. Globally HIV and HCV infections are major public health 

problems, which includes of transmission and co-infection of other disease as well. Globally, there are around 37 

million people infected with HIV, among those 115 million people are infected with chronic HCV infection [40-45]. In 

studies very little is known about the HIV/HCV transmission. WHO confide the study to inform an update of its 

guidelines on co-infections and commencement of antiretroviral therapy this is used to informed the screening and 

treatment of HIV co-infection including HCV in a global scenario. 

Hepatitis B: Hepatitis B co-infection among people with HIV-positive increases five to six times chances of 

developing cirrhosis and chronic state of liver. People who have HIV and Hepatitis B  

Co-infection must take precaution to prevent the transmission of viruses [40-45]. Treatment is similar to that of AIDS, 

involving antiviral medication. Reactions that may arise through taking this medication are the same as those 

experienced with Hepatitis B around 5 and 10% of people with HIV positive are also infected with hepatitis B virus 

which is often called co-infection. Without treatment there are fewer chances to clear hepatitis B infection if a 

person is acquired with HIV co-infection. People with HIV/hepatitis B co-infection can have faster liver damage and 

may not respond as well to hepatitis B treatment. As compared to other co-infection Hepatitis B does not assume to 

make HIV disease worse. 

For most of the people infected With HIV along with hepatitis B, treatments are generally effective and save as well. 

Generally, people with HIV and hepatitis B co-infection are recommended to take HIV treatment. Antiretroviral 

treatment is beneficial for the people having co-infection as viral load of HIV is undetectable and it will restore the 

immune function which results in to slower liver disease progression. In UK Current guidelines it is recommend that 

all people with HIV positive and HBV as co-infection should start HIV treatment using a process which contains 

tenofovir and lamivudine [46-52]. These drugs are active against both HIV and hepatitis B. Once HIV treatment is 

started, it is important. Treatment should not be stopped so that it will cause the liver damage. Some people with 
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HIV and hepatitis B co-infection may experience epidemic liver inflammation after the treatment of HIV. This is 

called immune reconstitution inflammation syndrome IRIS. It may happen when HIV treatment starts to replace 

immune system, which then shows a better response to the existing infections like hepatitis B. generally this type of 

responses are common among those people who start HIV treatment when their immune system is already 

weakened and lower level of CD4+ T cell count. There is no specific treatment is required for this, but it requires a 

continuous monitoring by Doctor [53-60]. People with HIV/HBV co-infection are prone to infections because during 

treatment antiretroviral drugs can also cause liver side-effects or chronic state of liver. In few cases HIV drugs can 

cause serious liver toxicity. Due to which , people with impaired liver functioning due to hepatitis B may not be able 

to process HIV medications properly. Few drugs require some dose adjustments, while others drugs should not be 

used by people with chronic liver disease. 

Cytomegalovirus: Early in HIV epidemic, In United States cytomegalovirus CMV was a major cause of mortality in 

patients affected with AIDS. Epidemiologic studies shows that through 1992 half of HIV-positive patients eventually 

developed CMV as a co-infection which includes central nervous system disease ,esophagitis and pneumonia .With 

the effective advent of treatments like antiretroviral treatment ART there has been a sudden decline in the 

occurrence of CMV infection in AIDS patients [61-65]. It is approximately 5-10% of previous estimation. Diagnosis is 

based on clinical evaluation but it often requires tissue biopsy viral inclusions evidences and inflammation. This is 

one of the common herpes viruses which do not affect the healthy immune system as it remains in dormant state. 

If in Case of HIV it weakens the immunity in such a way that it is much more prone to opportunistic infections then 

the virus resurfaces and it may cause to, digestive tract, lungs, eyes and other organs as well. Detection of CMV 

inclusions, antigens, or nucleic acids in situ is preferred methods for making a diagnosis of CMV end-organ disease. 

Generally anti-viral medications are preferred such as Ganciclovir, cidofovir and foscarnet are used in case of CMV 

infection  

Candidiasis: Candidiasis is among people suffering with HIV is common. It causes infection with a thick white 

coating on the mucous membranes mouth, tongue, vagina and esophagus which is often called as a candida 

esophagitis. People with HIV positive are prone to Candidiasis but it is more dangerous if the CD4 counts of less 

than 200 cells/mm3 [66-70] .If A persons is having HIV infection then Mucocutaneous candidiasis may occur in three 

forms: 1.Oropharyngeal, Esophageal, and vulvovaginal disease. Oropharyngeal candidiasis OPC was among the 

initial symptom of HIV-induced immunodeficiency to be recognized and it affects only the majority of persons having 

an untreated HIV infection. From several decades OPC will be one of the common seniteial infections for the 

opportunistic illnesses, as it indicates the advancement of HIV disease. Although it is not associated with severe 

morbidity, it is one of the clinically significant candiasis. Severe OPC may interfere with the administration of 

medications and it will spread to the esophagus. Esophageal candidiasis is one of the most common infections 

where antiretroviral therapy ART is given in combination which is a routine part of the standard care. Vulvovaginal 

candidiasis is a major concern for women suffering with HIV infection, as the relationship of vulvovaginal 

candidiasis with HIV infection remains unclear [71-75]. 

Cryptococcal meningitis: Meningitis is a life-threatening inflammation of the membranes and fluid which lines the 

brain and spinal cord meninges. It is one of the common central nervous system infections which are associated 

with HIV. It is mainly due to fungus which is present in soil. Cryptococcal meningitis affects around 10 percent of 

people suffering with AIDS [76-78]. The first symptoms of this infection are usually fatigue, fever, vomiting, nausea, 

and headache. Cryptococcal meningitis may cause a person to become confused and have memory loss. If it 

remains untreated, it may result into a coma and death. This may also lead to increased risk of stroke over time in 

patients less than 55 years of age. 

Cryptosporidiosis: Cryptosporidium is an intestinal protozoan parasite. Which causes intestinal diseases in 

humans? Mostly immune compromised patients like HIV are more prone to chronic and fatal diarrhea. While 

Cryptosporidium was discovered in 1907, it was not till 1976 that the It was first reported in human cases and in 

Early 1980s it became prevalent parasite which is widely recognized as a human pathogen [79-85]. As , reports shows 

that cryptosporidiosis is one of the original AIDS-defining illnesses and relates with the increase rate of morbidity.  

Type of Cancers 
Kaposi's sarcoma: is a kind of tumor of the blood vessel walls, this cancer is common in people which are infected 

with HIV. Kaposi's sarcoma usually appears as pink cutaneous lesions on the skin face and mouth. This cancer may 

affect the internal organs, which includes the lungs and digestive tract. 

Lymphomas: Is a type of cancer that appears in lymph nodes this effect the white blood cell. The most common 

symptoms includes the swelling of the lymph nodes in your neck, armpit. 

 

CONCLUSION 

 

From years, many of the worlds leading HIV/AIDS researchers, practitioners, and physicians will converge on 

the seventh International AIDS Society Conference which is based on Pathogenesis, Treatment, and its Prevention. 

The major content of this issue is to reflect the key issues related to HIV and its Co-infection. Which can be related 

by its articles, monitoring and its treatment so that we can cure the the HIV Co-infection. One of the key issues of 
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the discussion is co-infection [86-92]. HIV/AIDS not only enables opportunistic infection which rarely infect human 

beings to cause disease, it can also worsen the expression of other pathogens which includes tuberculosis, 

Hepatitis C, Hepatitis B, Cytomegalovirus, Candidiasis, Cryptococcal meningitis, Cryptosporidiosis. For example, 

tuberculosis is one of the active diseases in people which are infected with HIV, and infections with hepatitis B and 

hepatitis C viruses are one of the infections that may lead to severe liver damage. So the prevention is necessary 

for the people infected with HIV and its co-infection as well as it is essential to prevent the disease so that it will 

decrease the mortality rate. 

AIDS is one of the epidemic infections; it has contributed to a global re-emergence in tuberculosis. It is 

estimated that around 34 million people infected with HIV today, is more a third which are also infected 

tuberculosis as well. Globally, tuberculosis is one of the co-infection that report for 25% of death rate which is due 

to AIDS. In Asia, the proportion is of mortality is around 40%. So it is no wondering that co-infection with and 

HIV/AIDS has received so much attention from the global health community [93-100]. Efforts and resources has been 

made so that there will be an improvement in terms of diagnostic and treatment approaches related with co-

infection, because these infection shows the close association with the HIV. So, for all co-infections have, received 

sufficient attention, which shows the substantial correlation with this disease. 

 

REFERENCES 

1. Avinash Adiga, et al. A Review of Inflammatory Bowel Disease in Patients with Human Immunodeficiency Virus 

Infection. J AIDS Clin 2016. 

2. Kotwal J, et al. Evaluation of Surrogate Markers for Prediction of CD4 Counts in People Living with Human 

Immunodeficiency Virus/ Acquired Immunodeficiency Syndrome. J AIDS Clin Res 2016; 7: 573.  

3. Acharya A, et al. Human Immunodeficiency Virus: Discovery to Drug Resistance - A Review Update. Biol Syst Open 

Access 2016; 5:154.  

4. Cutting S and Flaherty E Stroke in a Young Patient: a Sentinel Presentation of Neurosyphilis and Human 

Immunodeficiency Virus HIV. J Neuroinfect Dis 2016; 7:197. 

5. Arpan A, et al. Single Base Primer Extension Assay SNaPshot for Rapid Detection of Human Immunodeficiency 

Virus - 1 Drug Resistance Mutations. J Mol Biomark Diagn 2016; 7:271.  

6. Pardi GR, et al. Comparison of Cerebrovascular Risk between Elderly Human Immunodeficiency Virus-

seropositive Patients Treated with Highly Active Antiretroviral Therapy and Human Immunodeficiency Virus-

seronegative Patients. J AIDS Clin Res 2016; 7:538.  

7. Tesfaye G,et al. Hemostatic Profile and Associated Factors of Hemostatic Abnormality in Human 

Immunodeficiency Virus Infected Adults Attending Jimma University Specialized Hospital, Southwest Ethiopia: A 

Case-Control Study. J Blood Disord Transfus 2015; 6:330.  

8. Costaggiu D, et al. Determination of Neutral Lipid and Cluster Formation for Screening Neurocognitive 

Impairment in Human Immunodeficiency Virus Patients. J AIDS Clin Res 2015; 6:517.  

9. Okafor II, et al.Prevalence of Couple Human Immunodeficiency Virus HIV Discordance, and Prevention of New HIV 

Infection in the Negative Partner in Enugu, South-East Nigeria. Gynecol Obstet Sunnyvale 2015; 5:337.  

10. Kashyap B, et al. Antigenic Screening for Helicobacter pylori in Stool of Patients Infected with Human 

Immunodeficiency Virus from a Tertiary Care Hospital. J Emerg Infect Dis 2015; 1:101.  

11. Dehghanifirouzabadi A and Qobadi M Unknown Human Immunodeficiency Virus Status and Associated Risk 

Factors among Pregnant Women in the United States: Findings from the 2013 Behavior Risk Factors Surveillance 

System. J AIDS Clin Res 2015; 6:516.  

12. Cardenas-Garcia J, et al. Review of Radiologic Infectious and Non-infectious Pulmonary Complications in Human 

Immunodeficiency Virus Patients. J Pulm Respir Med 2015; 5:260.  

13. Nwuzo AC, et al. Genotypic Speciation of Four Plasmodium among Human Immunodeficiency Virus Positive 

Individuals Attending HIV Clinics in Abakaliki, South-Eastern Nigeria. Cell Dev Biol 2015; 4: 153.  

14. Chilemba E and Phiri C Benefits and Risks of Disclosing Human Immunodeficiency Virus Diagnosis to Perinatally 

Infected Children: A Critical Review of the Literature. J Nurs Care 2015; 4:260. 

15. Ingiliz P, et al. Efficacy and safety of adefovir dipivoxil plus pegylated interferon-alpha2a for the treatment of 

lamivudine-resistant hepatitis B virus infection in HIV-infected patients. Antivir Ther. 2008; 13: 895-900. 

16. Abiodun O, et al. Sexual and Reproductive Health Knowledge and Service Utilization among In-school Rural 

Adolescents in Nigeria. J AIDS Clin Res 2016; 7:576.  

17. Chamcha V Probiotics Based Approaches to Target Mucosal Compartments: Potential Novel Approaches to HIV 

Vaccine Development. J AIDS Clin Res 2016; 7:e119.  

18. Katsounas A, et al. Differential Specificity of Interferon-alpha Inducible Gene Expression in Association with 

Human Immunodeficiency Virus and Hepatitis C Virus Levels and Declines in vivo. J AIDS Clin Res 2015; 6:410.  

19. Ortiz A Exercise for Adults Living with Human Immunodeficiency Virus Infection in the Era of Highly Active 

Antiretroviral Therapy. Int J Phys Med Rehabil 2014; 2:213.  

20. Khan M, et al. Human Immunodeficiency Virus and Multiple Sclerosis Risk: Probing for a Connection. J Mult 

Scler 2015; 2:1000141.  



 
 
 

22 RRJMB | Special Issue | Reviews on Microbiology | 

August, 2016 

e-ISSN: 2320-3528 

p-ISSN: 2347-2286 

21. Barnawal SP, et al. Human Immunodeficiency Virus and Hepatitis B Virus Dual Infection in Nepal. J Infect Dis 

Ther 2014; 2:142.  

22. Zaheer HA, et al. Prevalence and Trends of Hepatitis B, Hepatitis C and Human Immunodeficiency Viruses 

among Blood Donors in Islamabad, Pakistan 2005-2013. J Blood Disord Transfus 2014 5:217.  

22. Owolabi LF, Ibrahim A, Musa BM, Gwaram BA, Dutse AI, et al. 2014 Prevalence and Burden of Human 

Immunodeficiency Virus and Hepatitis B Virus Co-infection in Nigeria: A Systematic Review and Meta-Analysis. J 

AIDS Clin Res 5:308.  

23. Montesano C, et al. Impact of Human Leukocyte Antigen Polymorphisms in Human Immunodeficiency Virus 

Progression in a Paediatric Cohort Infected with a Mono-phyletic Human Immunodeficiency Virus-1 Strain. J AIDS 

Clin Res 2014; 5:282.  

24. Anochie PI, et al. Tuberculosis and Human Immunodeficiency Virus Co-Infection in Rural Eastern Nigeria. J Med 

Diagn Meth 2013; 2:118.  

25. Soula F, et al.Physical Activity Participation and Cardiovascular Fitness in People Living with Human 

Immunodeficiency Virus: A One- Year Longitudinal Study. J AIDS Clinic Res 2013;S9:002.  

26. Atrio J, et al. Contraceptive use in Adolescents with Perinatally and Behaviorally Acquired Human 

Immunodeficiency Virus Infection Seen in a Public Los Angeles County Clinic. J AIDS Clin Res 2013; 4: 244.  

27. Krol M, et al. Increased Exhaled Hydrogen Peroxide in Human Immunodeficiency Virus-Infected Patients without 

Clinical Signs and Symptoms of Opportunistic Lung Disease. J AIDS Clinic Res 2012;3:183.  

28. Bismara BA, et al. Antiretroviral Drug Resistance in Brazilian Children Infected by Human Immunodeficiency 

Virus Type 1. J Antivir Antiretrovir 2012; 4: 066-074.  

29. Neurath AR, et al. Prevention of Human Immunodeficiency Virus Type 1 Transmission by Pharmaceuticals 

Targeted to Host Proteins Required for Virus Infection? Consideration of Farnesyl Thiosalicylic Acid, a Ras Inhibitor. J 

Antivir Antiretrovir 2009; 1: 072-075.  

30. Pavlova-McCalla E, et al.  Socioeconomic Status and Survival of People with Human Immunodeficiency Virus 

Infection before and after the Introduction of Highly Active Antiretroviral Therapy: A Systematic Literature Review. J 

AIDS Clinic Res 2012; 3:163.  

31. Ramana KV, et al. Abnormal Levels of γ-Glutamyl Transpeptidase GGTP, ALT, AST in Human Immunodeficiency 

Virus-1HIV-1 Infection. Biochem Physiol 2012; 1:101.  

32. Purohit R et al. Effect of Flap Mutation I54L/M in Inhibition of Human Immunodeficiency Virus Type 1 Protease: 

Relationship to Drug Resistance. J Comput Sci Syst Biol 2010; 3:080-085.  

33. Moanna A, et al. Primary Human Immunodeficiency Virus Infection and Rhabdomyolysis. J AIDS Clinic Res 

2011; 2:119.  

34. Oud L Human Immunodeficiency Virus Infection Associated with Necrotizing Fasciitis: A Cohort Study of Texas 

Population, 2001-2010. J Infect Dis Ther 2014; 2:157. 

35. Lifson AR, et al. Use of Community Health Support Workers for Persons Living With Human Immunodeficiency 

Virus in Rural Ethiopia: Lessons Learned. J AIDS Clin Res  2014; 5:324.  

36. Patekar D, et al. Prevalence of Viral Coinfections with EBV and CMV and Its Correlation with CD4 Count In HIV- 1 

Serpositive Patients. J AIDS Clin Res 2015;  6:520.  

37. Sangarei, et al. Coinfection HIV and Malaria in Department of Paediatrics of the University Hospital Souro 

Sanou. J Hematol Thrombo Dis 2015 ; 3:213.  

38. Lenjisa JL,et al. Mortality of Adults on Antiretroviral Therapy with and without TB co-infection in Jimma University 

Hospital, Ethiopia: Retrospective Cohort Study. J AIDS Clin Res 2014 ; 5:350.  

39. de Azevedo RG, et al. HIV/HCV Coinfection: Considerations about Treatment. J Med Microb Diagn2014; 3:148.  

40. Toru Shizuma Efficacy of Treatments for Patients with Chronic Liver Disease due to Coinfection with Hepatitis B 

and C Viruses. J Gastroint Dig Syst 2014; 4:181.  

41. Tobias C, et al. Making the connection: the importance of engagement and retention in HIV medical care. AIDS 

Patient Care STDS 21 Suppl 2007; 1:S3–S8. 

42. Moanna A, et al. Primary Human Immunodeficiency Virus Infection and Rhabdomyolysis. J AIDS Clinic Res 

2011; 2:119.  

43. Montesano C, et al. Impact of Human Leukocyte Antigen Polymorphisms in Human Immunodeficiency Virus 

Progression in a Paediatric Cohort Infected with a Mono-phyletic Human Immunodeficiency Virus-1 Strain. J AIDS 

Clin Res 2014; 5:282.  

44. Ibeh IN, et al. Evaluation of the Anti-Human Immunodeficiency Virus Hiv Properties Of Dxl Decoction X-Liquid-

Bioclean Ii. J Clinic Toxicol 2013; S12:004.  

45. Aleme H, et al. Sereoprevalence of Immunoglobulin-G and of Immunoglobulin-M Anti-Toxoplasma 

gondii Antibodies in Human Immunodeficiency Virus Infection/Acquired Immunodeficiency Syndrome Patients at 

Tikur Anbessa Specialized Hospital, Addis Ababa, Ethiopia. J Infect Dis Ther 2013; 1:119. 

46. Adams J, et al. Plasma Cell Myeloma with Unusual Expression of CD19, CD10, CD45 and Surface Light Chain in 

a Human Immunodeficiency Virus Positive Patient. J Leuk Los Angel 2013; 1: 126.  

47. Oud L Human Immunodeficiency Virus Infection Associated with Necrotizing Fasciitis: A Cohort Study of Texas 

Population, 2001-2010. J Infect Dis Ther 2:157 



 
 
 

23 RRJMB | Special Issue | Reviews on Microbiology | 

August, 2016 

e-ISSN: 2320-3528 

p-ISSN: 2347-2286 

48. Belay E, et al. Lipid Profile Derangements among Human Immunodeficiency Virus Infected Adults Receiving 

First Line Anti-Retroviral Therapy in Tikur Anbesa Specialized Hospital, Addis Ababa, Ethiopia: Comparative Cross-

Sectional Study. J AIDS Clin Res 2014; 5:328.  

49. Mekki MS, et al. Abdominal Aortic Calcification in Patient’s Infected by the Human Immunodeficiency Virus. J 

AIDS Clin Res 2014; 5:351.  

50. Purohit R, et al. Effect of Flap Mutation I54L/M in Inhibition of Human Immunodeficiency Virus Type 1 Protease: 

Relationship to Drug Resistance. J Comput Sci Syst Biol 2010; 3:080-085.  

51. Ramana KV, et al. Biochemical Parameters in Human Immunodeficiency Virus Disease Progression. J Medical 

Microbiol Diagnosis 2012; 1:103  

52. Carpenter RJ, et al. Correlates of Depression among US Military Members Infected with the Human 

Immunodeficiency Virus. J AIDS Clinic Res.2012; 3:149.  

53. Paraskevas GP, et al. Normal Pressure Hydrocephalus in a Human Immunodeficiency Virus Type 2 Patient. J 

Clin Case Rep 2014; 4:376. 

54. Kouéta F,et al. Chest X-ray and Etiological Orientations of Respiratory Diseases in Children Infected with Human 

Immunodeficiency Virus in a Pediatric Hospital in Ouagadougou Burkina Faso. Clinics Mother Child Health2015; 

12:184.  

55. Verathamjamras C,et al. Search for Low Molecular Weight Compounds that Inhibit Human Immunodeficiency 

Virus Type 1 Replication. J Infect Dis Ther 2015; 3:218. 

56. Nkenfou CN, et al. Human Leucocyte Antigen Class I Diversity among Human Immunodeficiency Virus Exposed 

Negative and Positive Children in Cameroon. J AIDS Clin Res 2015; 6:439.  

57. Choudhury SA, et al. Seroprevalence of Antibodies to Measles, Mumps and Rubella MMR Vaccines in Previously 

Vaccinated Human Immunodeficiency Virus-Infected Children and their Control Counterparts. J Vaccines Vaccin 

2014; 5:255. 

58. de Almeida ERD, et al. PvuII Genetic Polymorphism of Low Density Lipoprotein Receptor in Human 

Immunodeficiency Virus Type 1-Infected Patients: Possible Association with Dyslipidemia. J AIDS Clin Res2014; 5: 

362.  

59. Adams J, et al. Plasma Cell Myeloma with Unusual Expression of CD19, CD10, CD45 and Surface Light Chain in 

a Human Immunodeficiency Virus Positive Patient. J Leuk Los Angel 2013; 1: 126. 

60. Soula F, et al. Physical Activity Participation and Cardiovascular Fitness in People Living with Human 

Immunodeficiency Virus: A One- Year Longitudinal Study. J AIDS Clinic Res 2013; S9:002.  

61. Woodiwiss AJ, et al. Carotid Intima-Media Thickness in African Patients with Critical Lower Limb Ischemia 

Infected with the Human Immunodeficiency Virus. J AIDS Clinic Res 2012; 3:167. 

62. Maluleke TX, et al. Perceptions of Professional Nurses in Rural Hospitals of the Limpopo Province Regarding 

Nursing Care of Patients with Human Immuno-deficiency Virus and Acquired Immunodeficiency Syndrome. J AIDS 

Clinic Res 2012; 3:176.  

63. Ramana KV, et al. Abnormal Levels of γ-Glutamyl Transpeptidase GGTP, ALT, AST in Human Immunodeficiency 

Virus-1HIV-1 Infection. Biochem Physiol 2012; 1:101.  

64. Lavandera JV, et al. Identification of CYP3A5 and CYP2B6 Polymorphisms in Porphyria Cutanea Tarda 

Associated to Human Immunodeficiency Virus. J Clin Exp Dermatol Res 2011; S2:006. 

65. Maulucci F, et al. Sustained Disease-Activity- Free Status in a Woman with Relapsing-Remitting Multiple 

Sclerosis Treated with Antiretroviral Therapy for Human Immunodeficiency Virus Type 1 Infection. J Mult Scler 

Foster City 2015; 2:152.  

66. Unnikrishnan B, et al.Educational Intervention to Improve Adherence to Anti Retro-viral Therapy ART among 

People Living with Human Immunodeficiency Virus PLHIV - A Randomized Controlled Trial. J Clin Trials 2015; 5:231.  

67. Kellerman SE, et al. Prevalence of chronic hepatitis B and incidence of acute hepatitis B infection in human 

immunodeficiency virus-infected subjects. J Infect Dis 2003; 188: 571–577. 

 68. Adekunle AE, et al.Baseline CD4+ T lymphocyte cell counts, hepatitis B and C viruses seropositivity in adults 

with Human Immunodeficiency Virus infection at a tertiary hospital in Nigeria. Pan Afr Med J2011; 9: 6.  

69.Adesina O, et al. Human immuno-deficiency virus and hepatitis B virus coinfection in pregnancy at the University 

College Hospital, Ibadan. Afr J Med Med Sci 2010; 39: 305–310. 

70. Thio CL, et al.HIV-1, hepatitis B virus, and risk of liver-related mortality in the Multicenter Cohort Study MACS. 

Lancet 2002; 360: 1921–1926. 

71. Nikolopoulos GK, et al. 2009 Impact of hepatitis B virus infection on the progression of AIDS and mortality in 

HIV-infected individuals: a cohort study and meta-analysis. Clin Infect Dis 2002; 48: 1763–1771. 

72. Pol S, et al. Retrospective analysis of the impact of HIV infection and alcohol use on chronic hepatitis C in a 



 
 
 

24 RRJMB | Special Issue | Reviews on Microbiology | 

August, 2016 

e-ISSN: 2320-3528 

p-ISSN: 2347-2286 

large cohort of drug users. J Hepatol 1998; 28: 945–950. 

73. Khakoo SI, et al. HLA and NK cell inhibitory receptor genes in resolving hepatitis C virus infection. Science 

2004; 305:872–874. 

74.Al-Harthi L, et al. Evaluating the impact of hepatitis C virus HCV on highly active antiretroviral therapy-mediated 

immune responses in HCV/HIV coinfected women: role of HCV on expression of primed/memory cells. JID 2006; 

193:1202–10. 

75. Reiberger T, et al. HIV-HCV coinfected patients with low CD4 nadirs are at risk for faster fibrosis progression and 

portal hypertension. Journal of Viral Hepatitis 2010; 17:400–409. 

76. DiMartino V, et al. The influence of human immunodeficiency virus coinfection on chronic hepatitis C in 

injection drug users: a long-term retrospective cohort study. Hepatology 2001; 34:1193–1199. 

77. OPerskalski E,et al. HIV/HCV co-infection: pathogenesis, clinical complications, treatment, and new therapeutic 

technologies. Current HIV/AIDS Rep 2011; 8:12–22. 

78. Kovacs A, et al. Activation of CD8 T cells predicts progression of HIV infection in women coinfected with HCV 

virus. JID 2010; 201:823–834. 

79. Long JL, et al. Incidence and outcomes of malignancy in the HAART era in an urban cohort of HIV-infected 

individuals. AIDS 2008; 22:489–496. 

80. Grulich AE, et al. Incidence of cancers in people with HIV/AIDS compared with immunosuppressed transplant 

recipients: a meta-analysis. Lancet 2007; 370:59–67 

81. Engels EA, et al. Cancer risk in people infected with human immunodeficiency virus in the United 

States. International Journal of Cancer 2008; 123:187–194.  

82. Silverberg MJ, et al. HIV infection and the risk of cancers with and without a known infectious cause. AIDS 

2009; 23:2337–2345. 

83. Angeletti PC, et al. The viral etiology of AIDS-associated malignancies.Advances in Pharmacology 2008; 

56:509–557. 

84. Engels EA, et al. Trends in cancer risk among people with AIDS in the United States 1980–2002. AIDS 2006; 

20:1645–1654. 

85. Carbone A, et al. HIV-associated Hodgkin lymphoma. Curr Opin HIV AIDS 2009; 4: 3–10. 

86. Silverberg MJ, et al. AIDS-defining and non-AIDS-defining malignancies: cancer occurrence in the antiretroviral 

therapy era. Current Opinion in Oncology 2007; 19:446–451. 

87. Grogg KL, et al. HIV infection and lymphoma. J Clin Pathol 2007; 60:1365–1372 

88. Simard EP, et al. Spectrum of cancer risk late after AIDS onset in the United States. Arch Intern Med 2010; 170 

:1337–1345.  

89. Shiels MS, et al. Age at cancer diagnosis among persons with AIDS in the United States. Ann Intern Med 2010; 

153:452–460. 

90. Spano JP, et al. AIDS-related malignancies: state of the art and therapeutic challenges. Journal of Clinical 

Oncology 2008; 26: 4834–4842. 

91. Heard I Prevention of cervical cancer in women with HIV. Current Opinion in HIV and AIDS 2009; 4: 68–73. 

92. Pasquale De Nardo, et al. Treatment of Recurrent Hepatocellular Carcinoma with Sorafenib in a HIV/HCV Co-

Infected patient in HAART: A Case Report Infect Agent Cancer 2012; 7: 15. 

93. McGinnis KA, et al. Hepatocellular carcinoma and non-Hodgkin's lymphoma: the roles of HIV, hepatitis C 

infection, and alcohol abuse.Journal of Clinical Oncology 2006; 24: 5005–5009. 

94. Massad LS, et al. Squamous cervical lesions in women with human immunodeficiency virus: long-term follow-

up. Obstetrics and Gynecology 2008; 111: 1388-1393. 

95. Goldie SJ, et al. The clinical effectiveness and cost-effectiveness of screening for anal squamous intraepithelial 

lesions in homosexual and bisexual HIV-positive men. Journal of the American Medical Association 1999; 

281:1822–1829. 

96. Ferlay J, et al. Estimates of worldwide burden of cancer in 2008: GLOBOCAN 2008. Int J Cancer2010. 

97. Rabkin CS, et al. Kaposi's sarcoma in pregnant women. Nature 1995; 377:21. author reply 22. 

98. Varmus H, et al. Integrating cancer control into global health. Sci Transl Med 2011; 3:101cm28. 

99. Sylla BS, et al. A million africans a year dying from cancer by 2030: What can cancer research and control offer 

to the continent?. Int J Cancer 2012; 130:245-50 



 
 
 

25 RRJMB | Special Issue | Reviews on Microbiology | 

August, 2016 

e-ISSN: 2320-3528 

p-ISSN: 2347-2286 

100. Stefan DC, et al. Infection with human immunodeficiency virus-1 HIV among children with cancer in South 

Africa. Pediatr Blood Cancer 2011; 56:77–79  


