
condition with IV acyclovir as quickly as possible to minimize the loss
of vision.

Several other secondary infections may cause ocular problems in
HIV-infected patients. P. jirovecii can cause a lesion of the choroid
that may be detected as an incidental finding on ophthalmologic
examination. These lesions are typically bilateral, are from half to
twice the disc diameter in size, and appear as slightly elevated
yellow-white plaques. They are usually asymptomatic and may be
confused with cotton-wool spots. Chorioretinitis due to toxoplasmosis
can be seen alone or, more commonly, in association with CNS
toxoplasmosis. KS may involve the eyelid or conjunctiva, while
lymphoma may involve the retina. Syphilis may lead to a uveitis that
is highly associated with the presence of neurosyphilis.

Additional Disseminated Infections and Wasting Syndrome
Infections with species of the small, gram-negative, Rickettsia-like
organism Bartonella (Chap. 167) are seen with increased frequency
in patients with HIV infection. While it is not considered an AIDS-
defining illness by the CDC, many experts view infection with
Bartonella as indicative of a severe defect in cell-mediated immunity.
It is usually seen in patients with CD4+ T-cell counts <100/μL and is
a significant cause of unexplained fever in patients with advanced
HIV infection. Among the clinical manifestations of Bartonella
infection are bacillary angiomatosis, cat-scratch disease, and trench
fever. Bacillary angiomatosis is usually due to infection with B.
henselae and is linked to exposure to flea-infested cats. It is
characterized by a vascular proliferation that leads to a variety of
skin lesions that have been confused with the skin lesions of KS. In
contrast to the lesions of KS, the lesions of bacillary angiomatosis
generally blanch, are painful, and typically occur in the setting of
systemic symptoms. Infection can extend to the lymph nodes, liver
(peliosis hepatis), spleen, bone, heart, CNS, respiratory tract, and GI
tract. Cat-scratch disease is also due to infection with B. henselae
and generally begins with a papule at the site of inoculation. This is
followed several weeks later by the development of regional
adenopathy and malaise. Infection with B. quintana is transmitted by
lice and has been associated with case reports of trench fever,


