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• HIV/AIDS has been shown to affect hepatic parenchyma and
biliary tree leading to inflammation and biliary strictures.
• With the advent of highly active antiretroviral therapy
(HAART), it is rarely encountered, except in cases of
resistance ormedication non-compliance.1

• A 48-year-old man with history of HIV and poor compliance
with HAART presented with abdominal pain, nausea and
diarrhea.

• Physical exam showed scleral icterus and mild abdominal
tenderness,with labs showing:

• MRCP revealed intrahepatic biliary ductal dilatation of both
lobes of liver and mild dilatation of the proximal
extrahepatic CBD (9 mm) without cholelithiasis, biliary
sludge or ductal stone suggesting nonspecific cholestasis.

• ERCP was performed which revealed papillary stenosis and
moderately enlarged CBD (12 mm). Irregularities were
noted in bilateral intrahepatic branches but not in ducts. A
pancreatic and biliary sphincterotomywas performed.

• With minimal decrease in T.bili. and ALP, repeat MRCP was
performed 3 months later showing persistent intrahepatic
biliary ductal dilatation with normal CBD.

• Repeat ERCP showed patent prior sphincterotomy and the
biliary tree was swept with nothing found.

• Further workup revealed a CD4 count of 17 and serology
positive for cryptosporidium antigen. A diagnosis of HIV-
cholangiopathy was made and the patient was restarted on
HAART and nitazoxanide with gradual decline in T.bili and
ALP.

• HIV/AIDS-cholangiopathy is a rarely encountered biliary
syndrome, usually manifesting in severely
immunosuppressedAIDS patients.

• Several opportunistic pathogens have been implicated in
its pathogenesis with Cryptosporidium parvum being the
most common associated pathogen. C. parvum
predominantly affects the biliary tract leading to apoptotic
cell death of the cholangiocytes. 1

• Biliary involvement has been described in four
cholangiographic patterns – papillary stenosis,
extrahepatic strictures, intra and extrahepatic sclerosing
lesions, and acalculous cholecystitis.2

• Diagnosis can be established usually by MRCP or ERCP
which shows papillary stenosis with intrahepatic ductal
dilatation.Alternatingmultifocal intrahepatic strictures can
also be seen giving a beaded appearance.2

• The cornerstone of management involves the management
of opportunistic infections and initiation of HAART.
Prognosis is usually poor due to advanced stages of
immunosuppression and opportunistic infections.3
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