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    Dear Editor,


    A 56-year-old female presented with complaints of fever and cough for 3 months. There was no hemoptysis, weight loss, or dyspnea. She was diagnosed with hypersensitivity pneumonitis for 5 years on clinicoradiological features [Figure - 1]a and [Figure - 1]b following which initiated on oral corticosteroids (prednisolone 40 mg for 1 year, tapered to 20 mg once a day for the last 4 years). On examination, she was tachypneic (respiratory rate - 20/min), had 97% saturation on room air and digital clubbing was present. Chest auscultation revealed bilateral inspiratory crackles.
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        	Figure 1: (a and b) Contrast-enhanced computed tomography chest of year 2017, lung window-axial images depict intralobular septal thickening in bilateral lungs (arrows) with areas of fibrosis (block arrow) having upper lobar predominance. (c and d) Contrast-enhanced computed tomography chest of year 2021 (current), lung window-axial images show predominantly parahilar reticular opacities (arrow) with traction bronchiectasis (block arrow) and new-onset areas of ground-glass opacities (asterisk) in bilateral lungs with sparing of lung periphery
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    A contrast-enhanced computed tomography chest was done [Figure - 1]c and [Figure - 1]d, which revealed new-onset bilateral ground-glass opacities. Induced sputum for acid-fast bacilli, cartridge-based nucleic acid amplification test, and mycobacteria growth indicator tube culture for tuberculosis were negative. Gram stain, pyogenic culture, and fungal cultures were also negative. The autoimmune profile including antinuclear antibodies and human immunodeficiency virus (HIV) serology was negative. In view of persistent fever, on investigation induced sputum culture for atypical organisms revealed a positive stain (with modified toluidine blue) for pneumocystis pneumonia (PCP). The patient was treated with trimethoprim-sulfamethoxazole in therapeutic doses for 14 days and showed clinical recovery. As the patient was not in respiratory failure, steroids were not given in therapeutic doses for PCP pneumonia.


    The current patient was taking oral steroids for the past 5 years. Thus, even non-HIV-infected patients who are on long-term immunosuppressant drugs are at risk of PCP.[bookmark: ft1][1] Even though guidelines for the management of HIV and even vasculitis on cyclophosphamide advise using PCP prophylaxis, the same with long-term use of steroids is not defined.[bookmark: ft2][2]


    PCP typically presents with bilateral ground-glass opacities and if untreated, it can also progress to acute respiratory distress syndrome.[bookmark: ft3][3] Typically, HIV patients with PCP have ground-glass opacities, whereas non-HIV (on immunosuppressants and malignancy patients) may present with ground-glass opacities along with consolidation.[bookmark: ft4][4] Thus, clinicoradiological correlation and eventually pathological or microbiological evaluation help in achieving an appropriate diagnosis.


    To conclude, a high index of suspicion should be kept for diagnosing PCP in an HIV-negative patient, especially if there are other risk factors for immunosuppression, including long-term steroids, early diagnosis can lead to favorable recovery.
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  Figure 1: (a and b) Contrast-enhanced computed tomography chest of year 2017, lung window-axial images depict intralobular septal thickening in bilateral lungs (arrows) with areas of fibrosis (block arrow) having upper lobar predominance. (c and d) Contrast-enhanced computed tomography chest of year 2021 (current), lung window-axial images show predominantly parahilar reticular opacities (arrow) with traction bronchiectasis (block arrow) and new-onset areas of ground-glass opacities (asterisk) in bilateral lungs with sparing of lung periphery
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