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irrespective of immune status. But on 
the other, anti-HBV treatment is not 
indicated in asymptomatic carriers 
and immune tolerant individuals. Use 
of HBV treatment for this period and 
withdrawal after delivery is not safe 
and life-threatening fl ares have been 
reported. To conclude, to replace HBIg 
plus vaccination with antiviral use 
before labour plus vaccination strategy 
is not evidence-based.   
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important.3 Interventions such as 
smoking cessation are often ignored, 
but will be of increasing relevance in 
view of not only the eff ect they might 
have on COPD progression, but also on 
cardiovascular disease and cancers. 
We declare no competing interests.

*James Brown, Colette Smith, 
Margaret Johnson, Marc Lipman, 
Ibrahim Abubakar
james.brown13@nhs.net

Royal Free London NHS Foundation Trust and UCL 
Respiratory, Division of Medicine (JB, ML), 
Department of Infection and Population Health (CS, 
IA) University College London, London, UK; and Royal 
Free London NHS Foundation Trust, London, UK (MJ)

 1 Smit M, Brinkman K, Geerlings S, et al. Future 
challenges for clinical care of an ageing 
population infected with HIV: a modelling 
study. Lancet Infect Dis 2015; 15: 810–18.

 2 Gershon AS, Warner L, Cascagnette P, Victor JC, 
To T. Lifetime risk of developing chronic 
obstructive pulmonary disease: a longitudinal 
population study. Lancet 2011; 378: 991–96.

 3 Drummond MB, Kirk GD. HIV-associated 
obstructive lung diseases: insights and 
implications for the clinician. Lancet Respir Med 
2014; 2: 583–92.

 4 Schouten J, Wit FW, Stolte IG, et al. 
Cross-sectional comparison of the prevalence of 
age-associated comorbidities and their risk 
factors between HIV-infected and uninfected 
individuals: the AGEhIV cohort study. 
Clin Infect Dis 2014; 59: 1787–97.

 5 Gingo MR, Balasubramani GK, Kingsley L, et al. 
The impact of HAART on the respiratory 
complications of HIV infection: longitudinal 
trends in the MACS and WIHS cohorts. 
PLoS One 2013; 8: e58812.

 6 Crothers K, Huang L, Goulet JL, et al. HIV 
infection and risk for incident pulmonary 
diseases in the combination antiretroviral 
therapy era. Am J Respir Crit Care Med 2011; 
183: 388–95.

 7 Vanfl eteren LE, Franssen FM, Wesseling G, 
Wouters EF. The prevalence of chronic 
obstructive pulmonary disease in Maastricht, 
the Netherlands. Respir Med 2012; 106: 871–74.

 8 Kedem E, Shahar E, Hassoun G, Pollack S. 
Iatrogenic Cushing’s syndrome due to 
coadministration of ritonavir and inhaled 
budesonide in an asthmatic human 
immunodefi ciency virus infected patient. 
J Asthma 2010; 47: 830–31.

Respiratory 
co-morbidities in people 
with HIV

The study by Mikaela Smit and 
colleagues is a valuable contribution to 
the understanding of non-com muni-
cable diseases in ageing populations 
with HIV.1 However, expansion of 
the non-communicable diseases 
studied could increase the ability of 
the model to accurately predict the 

future effect of non-communicable 
disease in this population. The 
researchers acknowledge the omission 
of neurocognitive disorders, but 
respiratory disease also merits 
attention. 

Respiratory diseases are key co-
morbidities in an ageing population 
and a leading source of health-care 
costs in elderly people, with a lifetime 
risk of about 25% of developing chronic 
obstructive pulmonary disease (COPD) 
in high-income countries.2 COPD is 
more prevalent in those with HIV than 
in the general population, and seems to 
be a result of HIV infection plus higher 
rates of smoking.3 

Smit and colleagues exclude 
respiratory disease from their model 
on the grounds that the higher rate of 
obstructive lung disease seen in HIV-
positive participants in the AGEhIV 
cohort was not signifi cant.4 However, 
obstructive lung disease was present 
in 30% of this population and was 
the second most common non-
communicable disease recorded after 
hypertension. 

A high incidence of lung disease 
has been reported in HIV-infected 
populations elsewhere. For instance, 
COPD was diagnosed in 8% of 
participants with HIV in the Multicentre 
AIDS Cohort study,5 15% in the 
Women’s Interagency Cohort Study,5 
and 16% of those in the Veterans Aging 
Cohort Study,6 all of which were higher 
than in the HIV-negative participants 
also investigated in these studies. 
Because COPD prevalence increases 
with age,7 this disease will probably 
become more important in older people 
with HIV, and its management adds 
to the complexities of care for these 
populations, in particular risking drug 
interactions between antiretroviral 
medications and oral and inhaled 
steroids.8

The higher frequency of tobacco 
smoking reported in many HIV-
positive populations (including the 
ATHENA cohort used by Smit and 
coworkers) means that smoking-
related disorders will be increasingly 

Assessing the quality of 
tuberculosis care in India 
In their pilot study, Jishnu Das 
and colleagues1 used standardised 
patients to assess the quality of 
tuberculosis care in Delhi, India, 
and reported a gap between private 
providers’ knowledge and practice.
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