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Lung cancer in a young patient with HIV
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Abstract

Pulmonary infections and neoplasms are the most common chest manifestations in patients infected with the human immuno-
deficiency virus. A case of a young patient with a history of being a smoker and drug addict is presented, who presented with 
a wet cough, yellowish sputum, hemoptysis, easy fatigue, loss of appetite and weight loss, who was referred with a possible 
diagnosis of tuberculosis but after admission. he was diagnosed with HIV and advanced lung cancer. The diagnosis was made 
by fine needle puncture after which he presented a hemothorax as a complication, which caused his death.
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Introduction
Lung cancer is the most common malignant tumor worldwide, 
affecting more than 3 million people [1], it is the leading cause 
of cancer death [2], possibly because 70% of cases are diag-
nosed at an early stage. advanced, unresectable [1,3].

Some lifestyle habits such as alcohol consumption, tobacco 
use, physical inactivity and unhealthy eating; are major risk 
factors for cancer worldwide [3]. 
Every day 4,000 people become infected with HIV [4]. During 
the year 2020, it was estimated that there were 37.3 million 
people in the world living with this disease [5]. If current trends 
continue, 1.2 million people will become infected with HIV by 
2025[4]. In 2021, 650,000 people died of AIDS-related causes, 
one every minute [3]. 

Lung infections and neoplasms are the most common chest 
manifestations in patients infected with the human immunode-
ficiency virus (HIV) [6]. Bacterial lung diseases are the leading 
cause of lung pathology in patients with HIV [7] and within 
neoplasms, Kaposi's sarcoma (SK) and Non-Hodgkin Lympho-
mas (NHL) are the most frequent lung neoplasms [6].

The clinical manifestations caused by lung cancer and pul-
monary infections can be similar, so the diagnosis is based on 
the definitive result of the pathology, since although the tomo-
graphic findings can be highly suggestive of malignancy, there 

are reports of diseases they can be mimics, which can lead to 
inappropriate treatments and adverse events [2]. 
Such is the case that is presented below, which was a young 
man, referred for a possible pulmonary tuberculosis, who was 
diagnosed with lung cancer.

Case Presentation
A 42-year-old male patient with a history of being a smok-
er since he was 17 years old and of intravenous heroin use, 
who was referred to rule out pulmonary tuberculosis since for 
a month he has been presenting with a wet cough, with yel-
lowish sputum, sometimes with blood streaks, easy tiredness, 
loss of appetite, loss of 10 kilograms of weight in that period, 
evening fever of 37.5°C and 38°C. On physical examination, 
mucosal skin pallor was observed, on respiratory ausculta-
tion, decreased vesicular murmur in the right hemithorax, with 
crackling rales in that hemithorax.

Complementary Exams:
HGB 9 g/dl
Leukogram: 11x109/l Gram 78%   Lymph 34%
LDH 480 U/l
CPR 240 mg/l
Liver function: normal
Kidney function: normal
HIV: Positive.
Spit for Tuberculosis: Negative
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Figure 1: Torax X Ray: A relatively homogeneous mass in 
upper right lung.

Torax X Ray: A relatively homogeneous mass observed in the 
upper lobe of the right lung causing the attraction of mediasti-

nal structures, associated with a small amount oh right pleural 
effusion (Figure 1).

MDCT scans were performed before and after intravenous 
contrast administration
Mass lesion is seen in the right lung, obliterating the right up-
per lobe bronchus. The lesion measures about 17 x 12 x 12 
cm. The mass lesion extends to the mediastinum, causing en-
casement of the right pulmonary artery, and the right superior 
pulmonary vein. Patchy opacities in the right lung upper lobe, 
surrounding the tumors, may be due to pulmonary consolida-
tion, or congestion due to lymphatic obstruction. Pleural effu-
sion is seen in the right. 
The mediastinum is centered and of normal width. There are 
multiple mass lesions in the superior and middle mediastinum 
compatible with lymph nodes. The largest is in the subcarinal 
region, measuring about 25 mm, compatible with lymph nodes 
metastases. Lung bullae are seenat both sites. Poorly enhanc-
ing nodular lesions are seen in the left lobe of the liver, compat-
ible with hepatic metastases. Bony structures appear normal. 
No evidence of bone metastases seen. Features suggestive of 
bronchogenic tumor in the right hemothorax, with associated 
pleural effusion, Mediastinal lymph nodal and hepatic metasta-
ses likely (Figure 2A-2F).

Figure 2(A;B;C;D;E;F): MDCT scans.
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A puncture biopsy was decided to confirm the diagnosis (Fig-
ure 3).

Puncture biopsy: Moderately differentiated squamous cell 
carcinoma.

Diagnosis: Lung cancer with lymph node and liver metastases. 

HIV patient: Two days after the punch biopsy, the patient be-
gan with severe respiratory distress and collapsed in the hospi-
tal bathroom. A Pulmonary MD CT scan angiogram was per-
formed and he was admitted to the Intensive Care Unit (IUC).

Pulmonary MD CT scan angiogram: No evidence of pulmo-
nary embolism bilaterally. No pneumothorax is detected. Bi-
lateral apical bullous emphysema. Right lower lobe pneumonic 
opacification probably due to alveolar oedema, intra pulmo-
nary hemorrhage (?) As described Figure 4.

Figure 3: Puncture biopsy.

Figure 4: Pulmonary MD CT scan angiogram.

Two days later the patient died with pulmonary hemorrhage.

Discussion
Approximately 5 to 10% of patients with HIV require hospital-
ization in an intensive care unit (ICU), of which approximately 
40% are unaware that they are infected with this virus and it 
is estimated that 50% do not receive retroviral treatment. upon 
your admission [8]. The patient described above was unaware 
that he had HIV, never received retroviral treatment and while 
hospitalized his symptoms worsened requiring admission to 
the ICU. 

Bacterial pneumonia, especially that caused by pneumococcus, 
followed by pneumonia by Pneumocystis jiroveci and tubercu-
losis, is the most frequent cause of admission to health facilities 
in patients with HIV, with a higher incidence in the young male 
population [9]. In pulmonary tuberculosis, symptoms such as 
cough and expectoration are described, which can be accompa-
nied by mild hemoptysis [10], in lung cancer, persistent cough, 
chest pain, hemoptysis, dyspnea, rhonchi are also described as 
the most common symptoms. and wheezing, fatigue and dys-
phonia [11]. In this case, the patient was diagnosed with lung 
cancer, a pathology that is not very common in a young patient, 
who was initially mistaken for pulmonary tuberculosis, due to 
presenting symptoms compatible with this disease, such as wet 
cough, hemoptysis, and weight loss, together with a history of 
drug addiction.

Although of varied etiology, smoking is recognized as the main 
cause of lung cancer, accounting for 90% of all cases [11]. This 
patient had a history of being a smoker since he was 17 years 
old, so he had been smoking for around 25 years, a factor that 
could have contributed to the development of his disease. 

Lymphoma and Kaposi's sarcoma are the most frequent lung 
cancers in patients with HIV [6], however, in this patient a 
moderately differentiated Squamous Cell Carcinoma was di-
agnosed, a pathology that is not very frequent in this type of 
patient. 

Different modalities are available for the diagnosis of this dis-
ease: radiology, bronchoscopy, bronchial biopsy, sputum cy-
tology, bronchial brushing, bronchial lavage, and fine needle 
aspiration cytology [12]. In this case, the positive diagnosis 
was made by fine needle biopsy. 

Only 20% of cases have localized disease, 25% have it spread 
to regional lymph nodes, and 55% already suffer from distant 
metastases. Once diagnosed, they have a very poor progno-
sis, since only 15% of cases can be cured [13]. This patient 
came in an advanced stage of his disease, presenting lymph 
node and liver metastases. After the diagnosis was made, he 
suffered a hemorrhagic complication (hemothorax) that ended 
the patient's life.

Conclusion
Lung cancer is a diagnosis to be taken into account when faced 
with a patient with suggestive manifestations and a history of 
being a smoker, even if he is young. Although fine needle aspi-
ration biopsy is one of the procedures indicated for the accurate 
diagnosis of the disease, the possibility of complications in ad-
vanced stages of the disease should be assessed, especially in 
patients with comorbidities.
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