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ABSTRACT
Background: The aim of the present study is to analyze
the impact of high activity antiretroviral therapy (HAART)
in the renal lesions observed in autopsies of HIV patients.
Subjets and methods: Clinical records and renal pathologic samples from 100 HIV patients, dead from 1984 to 2006,
were reviewed, 61 before 1997 (group I) and 39 after.
Among them, 24 did not receive HAART (group II) and 15
did (group III). Clinical and analytical data premortem were
obtained. Renal samples were stained with hematoxilineosin, PAS, Masson thricromic and silver-meteramine. Final
pathologic diagnosis was recorded along with the findings
at glomerular, tubular and interstitial levels. HIVAN was defined by the presence of focal or segmental glomerulosclerosis with glomerular collapse and tubule-interstitial microcystic lesions. Results: The main causes of dead were
infections 68%, tumors 14%, and others 18%, especially liver diseases. Renal failure was present in 42% at the time of
the dead. A predominance of tubular lesions exists in the
three study groups. The main diagnosis were acute tubular
necrosis (ATN) and septic nephritis. Four cases of HIVAN
were found. In subjects under HAART more interstitial lesions have been observed. There were also more cases of
acute tubular necrosis but these differences were not statiscally significant. Conclusions: Renal lesions were frequent in HIV patients independent of the presence or the
absence of HAART.
Key words: HIVAN. Renal lesion. Autopsic cohort. HIV.

Evolución temporal de la afectación renal en una serie
necrópsica de pacientes VIH de las eras pre y TARGA
RESUMEN
Fundamento: El objetivo del estudio es analizar la evolución
de las lesiones anatomopatológicas renales en VIH que hubiesen recibido o no medicación antirretroviral de alta actividad
(TARGA). Sujetos y métodos: Se revisaron las historias clínicas
de 100 pacientes fallecidos entre 1984 y 2006, con registros clínico-analíticos y muestras anatomopatológicas. Sesenta y uno
habían fallecido antes de 1997 (grupo I) y 39 pacientes después, de los cuales 24 no habían recibido TARGA (grupo II) y
15 sí (grupo III). Las muestras renales se tiñeron con hematoxilina-eosina, PAS, tricrómico de Masson y plata-meteramina. Se
registraron para todos los pacientes los diagnósticos anatomopatológicos finales, así como las lesiones a cada uno de los tres
niveles: glomérulo, túbulo e intersticio. Se definió NAVIH
como la presencia de glomerulosclerosis segmentaria y focal,
con colapso glomerular y lesiones microquísticas túbulo-intersticiales. Resultados: Las principales causas de muerte fueron
infecciones (68%) o tumores (14%), y el resto (18%) fueron
otras causas, especialmente hepatopatías. Un 42% de los individuos presentaban insuficiencia renal en el momento del fallecimiento. En los tres grupos de estudio predominaban las lesiones tubulares, seguidas de las lesiones intersticiales y de las
glomerulares. Cuando se compararon aquellos sujetos en tratamiento con TARGA con aquellos sin tratamiento, encontramos un porcentaje significativamente mayor de lesiones en el
intersticio en el grupo con TARGA. En este grupo hubo también más casos de necrosis tubular aguda NTA, si bien estas diferencias no fueron estadísticamente significativas. Conclusiones: Las lesiones renales son frecuentes en pacientes afectos de
VIH en el momento de la muerte, independientemente del período de estudio considerado y del tratamiento recibido.
Palabras clave: NAVIH. Lesión renal. Serie autópsica. VIH.
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Renal disease in patients with human immunodeficiency
virus (HIV) includes not only HIV-related kidney disease but
also immune complex disease, nephrotoxicity associated with
medicines and nephrotoxicity linked with comorbidities, such
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as diabetes, hypertension and coinfection with hepatitis B and
C.1-5 While its relevance is not indicated in clinical studies,
given that it is presented together with other processes, its
rate of recurrence is high in autopsy findings, ranging
between 30% and 80%, with a predominance of
tubulointerstitial lesions.6-16 In Spain, the two studies
conducted so far included only patients in the period prior to
receiving a highly active antiretroviral therapy (pre-HAART).
Although these studies displayed different rates of disease
(53.8 and 93.4%, respectively), they both showed a
predominance of tubulointerstitial lesions.12,17
The introduction of the highly active antiretroviral therapy
(HAART) has succeeded in increasing the survival rate of
patients with HIV. This has led to the emergence of new
diseases and complications, related to both HIV infection
and treatment,18-21 in addition to a change in the causes of
death. The aim of this study is to make a temporal evaluation
of renal disease in the autopsies of patients with HIV,
including patients in pre- and post-HAART.

MATERIALS AND METHODS
This is a retrospective study of 100 autopsies of patients with
HIV, who died between 1984 and 2006 in a tertiary hospital
in Valencia.
The deceased were temporarily grouped according to the
year of death: 61 (group I), who died before 1997 (preHAART period), and 39 (group II), who died after 1997. In
the latter group, the patients were further classified
according to whether or not they had received HAART: 24
had not been treated with HAART (group II) and 15 had
(group III), depending on the availability of such treatment
at that time.
The patients of group I, that is, those who passed away prior
to 1997 (pre-HAART period), correspond to the study of an
autopsy cohort published by our team, which had been
previously carried out in our hospital.17 We have therefore
used the same methodology for the analysis of the patients in
groups II and III (HAART period) in order to make
comparisons and to be able to get an overview of the
progression of renal disease in patients with HIV in both preand HAART periods.
Therefore, following the same methodology as in the
previous study,17 we collected retrospectively from patient
records the following data: age at the time of diagnosis of
HIV infection, age at the time of death, causes of death,
route of infection, antiretroviral therapy and renal function
assessed by the levels of creatinine on admission and at the
time of death. We considered as kidney failure serum
creatinine levels greater than 1.3 or 1.2 mg/dl for men and
women respectively, and as HAART therapy the treatment
Nefrologia 2010;30(4):420-6
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that combined at least three or more drugs. We identified
three main causes of death: infection, neoplasia and others,
including liver disease.
For the study of autopsy kidney specimens, we followed the
same methodology described in the previous study.17 Kidney
samples were placed in 4% neutral formaldehyde, embedded
in paraffin and stained with haematoxylin-eosin, PAS,
Masson’s trichromic staining and silver-methenamine. We
considered separately the lesions to different kidney
structures: glomerular, tubular and interstitial. We later made
a renal anatomopathological diagnosis based on the findings
at various levels and the clinical information. We considered
as septic nephritis the acute suppurative interstitial
inflammation caused by infection. In these cases, there is a
limited leukocyte infiltration to the interstitial tissue. This
corresponds to the initial stages of acute pyelonephritis,
where scattered foci of interstitial suppurative inflammation
can be found, either as independent focal abscesses or as
wedge-shaped suppurative areas that tend to coalesce. HIVassociated nephropathy (HIVAN) was defined as the
presence of collapsing focal segmental glomerulosclerosis,
associated with the presence of tubular microcystic
dilatations.22

Statistical analysis
The numeric variables are expressed as the mean and the
standard deviation. The prevalence of each of the
anatomopathological lesions is expressed in both absolute
numbers and percentages. To compare the variables between
groups, we applied the ANOVA test for quantitative
variables and the chi-square test for qualitative variables,
using the statistical program SPSS version 12 for Windows
(SPSS Inc. Headquarters, 233 S. Wacker Drive, 11th floor,
Chicago, Illinois).

RESULTS
General characteristics
Table 1 shows the clinical characteristics of the sample. Our
population consists of only white HIV patients in stages C2
and C3 (95%). There is a predominance of male patients in
the three groups (78%), with an average age of 36.5 years. In
this regard, it should be noted that the patients in group III,
who had received HAART, were older at the time of death
(an average of 41.9 years compared with 36.9 years, p =
0.003) and that the illness had evolved over a longer period
of time (an average of 5 years compared with 3.1, p <
0.001). The most common route of infection (59%) in the
three groups was PDU (Parenteral Drug User). Moreover,
the most common cause of death in patients without HAART
was infection (groups I and II). On the other hand, the most
421
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Table 1. Sample characteristics
1984-1997
(n = 61)

Age (years)
Gender (M/F)
Time elapsed since a HIV diagnosis (years)
De novo HIV diagnosis (n/%)
Infection route (n/%):
- PDU
- Heterosexuality
- Homosexuality
- Blood transfusion
- Unknown
Causes of death (n/%):
- Infections
- Neoplasias
- Liver diseases and others
Creatinine levels on admission (mg/dl)
Final creatinine (mg/dl)
Kidney failure (n/%)

1997-2006
(n = 39)

36.9 (8.4)
51/10
3.1 (2.9)
18/29.5

No HAART
(n = 24)
38.9 (6.4)a (0.014)
19/5
4.2 (4.7)
8/36.4

HAART
(n = 15)
41.9 (13.3)a (0.003)
10/5
5.0 (3.9)a (0.000)
0/0a,b (0.013) (0.005)

34/58.6
7/12.5
8/13.1
4/6.6
5/8.2

16/66.7
1/4.2
1/4.2
0/0
6/25a (0.038)

9/60.0
3/20
2/13.3
0/0
1/6.6

47/77.0
6/9.8
7/11.5
1.00 (0.3)
1.40 (1.0)
27/44.3

16/66.7
4/16.7
4/16.7
0.89 (0.25)a (0.001)
1.37 (1.20)
10/45.5

5/33.3a,b (0.042) (0.001)
4/26.6
6/40a (0.009)
0.97 (0.33)
2.10 (2.5)a (0.033)
5/35.7

Values expressed as mean (standard deviation), except where indicated
M: men; F: women; PDU: parenteral drug user; HIV: human immunodeficiency virus
a
Significant differences (p < 0.05) between group I (1984-1997) and the rest of the groups
b
Significant differences (p < 0.05) between groups II and III

common causes of death in those who received HAART (group
III) were liver diseases and others (40% compared with 11.5%, p
= 0.009), although there was a higher rate of neoplastic disease
as a cause of death (26.6% compared with 9.8%). Finally, the
mean values of creatinine at the time of death were significantly
higher in group III (2.10 compared to 1.40, p = 0.033), although
there was no difference in the percentage of patients with kidney
failure in any of the three groups.

Concerning glomerular lesions, the results were very
different. In the first group, the findings indicate mesangial
disease (defined as mesangial cell proliferation or matrix
increase, without alterations in the capillary wall, or
epithelial cell proliferation or subendothelial or
extramembranous deposits). It was present in almost one
third of the samples. However, in the other groups there was
a clear predominance of one glomerular lesion over the
others.

Renal disease

When comparing the patients in group III with the rest, there
were no significant differences in the prevalence of
glomerular and tubular lesions. On the other hand, there
were significant differences concerning interstitial lesions.
There was a considerably higher percentage of lesions at this
level in the patients treated with HAART (93.3% compared
to 60.7%, p = 0.015), with a higher incidence rate of
mononuclear infiltration, calcifications and other lesions.

Table 2 shows the morphological alterations found in the
histopathological examination of the kidney during autopsy.
In all three groups, there is a predominance of tubular
lesions, followed by interstitial and glomerular lesions.
The percentage of tubular lesions was very high in all three
groups (96.7%, 91.6% and 93.2% respectively), while the
most common lesion in all the groups was acute tubular
necrosis (42.6%, 62.5% and 60%, respectively), followed by
abscesses (8.2%, 12.5% and 6.6%, respectively).
The main interstitial lesion in the three groups was
mononuclear infiltrate, followed by septic nephritis and the
presence of calcifications.
422

Diagnoses of renal lesions
The primary final diagnoses are shown in Table 3. In group I
(pre-HAART), there was a predominance of infections
(septic nephritis, which also includes abscesses, miliary
tuberculosis and fungal infiltration) and acute tubular
Nefrologia 2010;30(4):420-6
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Table 2. Description of renal lesions observed
1984-1997
(n = 61)

Glomerular lesions
- No lesions
- Diffuse mesangial proliferation
- Focal mesangial proliferation
- Abscesses
- Focal segmental sclerosis
- Diffuse sclerosis
- Others
Tubular lesions
- No lesions
- Acute tubular necrosis
- Cystic dilatation
- Abscesses
- Calcification
- Others
Interstitial lesions
- No lesions
- Mononuclear infiltrate
- Septic nephritis
- Calcification
- Neoplastic infiltration
- Others

1997-2006
(n = 39)
No HAART
(n = 24)

HAART
(n = 15)

27 (44.3)
10 (16.4)
7 (11.5)
4 (6.6)
2 (3.3)
2 (3.3)
9 (14.8)

10 (41.6)
1 (4.1)
2 (8.3)
3 (12.5)
2 (8.3)
2 (8.3)
4 (16.6)

8 (53.3)
1 (6.6)
1 (6.6)
1 (6.6)
2 (13.3)
1 (6.6)
1 (6.6)

2
26
10
5
1
17

(3.3)
(42.6)
(16.4)
(8.2)
(1.6)
(27.9)

2 (8.3)
15 (62.5)
0 (0)
3 (12.5)
0 (0)
4 (16.6)

1 (6.6)
9 (60)
2 (13.3)
1 (6.6)
0 (0)
2 (13.3)

24 (39.3)
24 (39.3)
9 (14.8)
2 (3.3)
1 (1.6)
1 (1.7)

11 (45.8)
5 (20.8)
4 (16.6)
1 (4.1)
1 (4.1)
2 (8.3)

1 (6.6)
6 (40)
2 (13.3)
2 (13.3)
0 (0)
4 (26.7)

DISCUSSION
necrosis was the second diagnosis in order of frequency.
However, in groups II and III, the primary final diagnosis
was Acute Tubular Necrosis (ATN), followed by septic
nephritis. Four cases were compatible with HIV-associated
nephropathy (HIVAN), two in group I, one in group II and
one in group III. It should be noted that none of the four
patients were black. In addition, the typical initial
progression of the renal function impairment with
proteinuria only took place in group III, having diagnosed
HIVAN by means of a renal biopsy. Only this patient
received antiretroviral treatment with zidovudine,
lamivudine and saquinavir, corticosteroids and angiotensinconverting enzyme inhibitors (ACE inhibitors), which
improved and stabilise the patient’s condition and prolonged
their survival. In the end, the patient required peritoneal
dialysis and died more than a year after the start of the
dialysis due to panlobular pneumonia. In the remaining
patients, the diagnosis was made following the results of the
renal autopsy samples.
The patients treated with HAART had a higher prevalence of
ATN, although the difference was not statistically significant
(21.2% in patients without treatment [groups I and II]
compared to 40% in patients treated with HAART [group
III] respectively; p = 0,116).
Nefrologia 2010;30(4):420-6

The results of this study confirm the high prevalence of renal
anatomopathological lesions in patients with HIV, regardless
of the study period considered and the treatment received.
Furthermore, they highlight their heterogeneity, being tubulointerstitial lesions more frequent than the glomerular ones.
The same distribution of lesions has already been described in
other previously published studies, corresponding mainly to
patients in pre-HAART who have not received antiretroviral
treatment.6-17 The high prevalence of PDU as an HIV
transmission route, the frequent coinfection with the hepatitis
C virus (HCV) – present in 73.7% of the total sample – and
the advanced stage of HIV infection could explain the high
prevalence of renal disease found in our study, which was
superior to that reported in other studies.7,13-15 However, this
histopathological damage is hard to identify in the analysis,
since the creatinine levels on admission had a mean of 1.00
(0.3), 0.89 (0.25) and 0.97 (0.33) in the three groups,
respectively. This was already described in the Spanish study
by Martinez et al.,12 in which only 10% of the patients had a
clinical correlation. Similarly, in the study by Wyatt et al.,30 in
which they used the glomerular filtration and proteinuria rates
(more specific than creatinine) to define chronic renal failure,
more than half the renal pathology observed could have been
overlooked.
423
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Table 3. Diagnoses of renal lesions
1984-1997
(n = 61)

No lesions/unclassifiable
Main lesions
- Acute tubular necrosis
- Septic nephritis /abscessa
- Focal mesangial proliferative glomerulonephritis
- Diffuse mesangial proliferative glomerulonephritis
- Focal/segmental/HIVAN glomerulosclerosis
- Diffuse glomerulosclerosis
- Nephrocalcinosis
- Membranous glomerulonephritis
Specific lesions
- Neoplastic infiltration
a

1997-2006
(n = 39)

4 (6.6)

No HAART
(n = 24)
1 (4.2)

HAART
(n = 15)
0 (0)

10 (16.4)
12 (19.6)
8 (13.1)
5 (8.2)
2 (3.3)
2 (3.3)
1 (1.6)
0 (0)

8 (33.3)
5 (20.9)
3 (12.5)
1 (4.2)
1 (4.2)
1 (4.2)
1 (4.2)
1 (4.2)

6 (40.0)
3 (20.0)
1 (6.7)
1 (6.7)
1 (6.7)
1 (6.7)
1 (6.7)
0 (0)

1 (1.6)

2 (8.4)

1 (6.7)

It includes miliary tuberculosis and fungal infiltration.

The creatinine values at the time of death were considerably
higher than the values shown on admission: 1.40 (0.1), 1.37
(1.20), 2.10, and (2.5) for each of the groups, respectively.
This meant that approximately 40% of the patients in each
group had acute kidney failure during hospital admission.
Thus, additional factors were involved other than direct
complications of HIV infection, such as the haemodynamic
status and the use of nephrotoxic medicines. In this regard, it
should be noted that the creatinine levels at the time of death
of the patients in group III (HAART) were significantly
higher than that of the other groups, even though the
incidence of acute kidney failure was similar in the three
groups.
It is difficult to make comparisons between different studies
because of differences in ethnic composition, HIV
transmission
routes
and
the
classification
of
anatomopathological lesions, in addition to the study period.
As in other autopsy cohorts, the main anatomopathological
diagnoses derived from tubulointerstitial lesions were ATN
and septic nephritis.
The disease is also very heterogeneous with regard to
glomerular changes. In the study of our pre-HAART
patients (group I), similar to the Italian study published
by Monga et al., 13 there was a predominance of the forms
of mesangial proliferative glomerulonephritis, which may
be related to the large amount of circulating antigens and
the formation of immune complexes that occur in these
patients. This is consistent with the study by Gutierrez et
al., 31 which highlights the growing incidence of
glomerular diseases associated with immune complexes,
compared with HIV-associated nephropathy (HIVAN).
However, in this study, among the glomerular diseases
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associated with immune complexes, we highlight the
frequent membranoproliferative glomerulonephritis (MPGN)
associated with HCV infection. This disorder is in contrast
with the results of our study, since, despite the high
prevalence of HBV and HCV coinfection found in our
samples, there was only one case of membranoproliferative
glomerulonephritis in group I and one case of membranous
glomerulonephritis in group II (in a patient coinfected with
both viruses). This low prevalence rate of glomerulonephritis
associated with viral liver diseases was also described in the
Spanish study by Martinez et al.12
In our study, the 4 patients with focal segmental
glomerulosclerosis met the criteria for HIVAN. 22 This
constitutes a higher incidence rate than in cases described
in previous studies, especially when all the patients were
Caucasian (there were no cases described in the Spanish
study by Martinez et al. 12 and in the Dutch study by Van
der Rejden; 8 while the rate was 0.4% in the Swiss study
by Hailemariam et al. 16 and 0.8% in the Italian study by
Monga et al. 13). However, in studies carried out in the
North American population, where there is a clear
predominance of African Americans, there is a HIVAN
incidence rate of up to 12% of the patients.6,7,9,10,23,30
Concerning treatment, some studies have shown a benefit
from the use of HAART, such as the study by Atta et al.,32
where patients with HIVAN who were treated with
HAART had a slower progression compared with those
who did not receive HAART. In contrast, there are also
studies in the literature that do not associate slower
progression to kidney failure with the use of HAART, as
is the case of the study by Szczech et al.33 ACE inhibitors
and ARA II (Angiotensin II Receptor Antagonists) have
Nefrologia 2010;30(4):420-6
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been shown to decrease proteinuria and progression to
kidney failure. In the study by Wei et al., 34 the patients
with HIVAN who received fosinopril had a stable renal
function, while those patients who were not treated with
fosinopril had to undergo haemodialysis. The results of
the study by Smith et al., 35 where corticosteroids were
administered to 20 patients with HIVAN, show that 17 of
them improved considerably, although relapse occurred
after discontinuation of the therapy. In addition, 6 patients
developed infectious complications. In this context, this
means that currently this treatment is contraindicated or at
least questioned. In our case, of the 4 patients with
HIVAN only one presented the typical progression with
proteinuria and renal function impairment. This patient
received HAART (zidovudine, lamivudine and
saquinavir), corticosteroids and ACE inhibitors, resulting
in a slowing of the progression to the terminal stage of the
disease.
Nephrocalcinosis, a common finding in patients with HIV
that has been associated with treating patients with
amphotericin B 24 and with the infection caused by
Pneumocystis jirovecii, 25 was rare in our study, with rates
ranging between 1.6% and 6.7 %.
The results of this study provide important and unique
information about the spectrum of kidney disease in
patients with HIV, since they have not been selected for
the presence of kidney disease. In addition, this study
constitutes one of the most extensive renal
anatomopathological studies published so far, which
includes patients treated with HAART and those untreated.
The study’s limitations include a lack of information about
abnormalities in the urinalysis in most patients, as well as
the fact that renal function was assessed according to
creatinine levels, following the same methodology of the
previous study.17 It should be noted that it was not possible
to carry out an immunofluorescence study, while the
diagnosis was made only by means of direct view, using
optical microscopy together with the previously described
staining methods. This has prevented the best
classification of glomerulonephritis, especially mesangial,
found in our study. However, the advantage of autopsy
studies is that more tissue is available than on guided
biopsies, which allow for the diagnosis of early-stage
kidney diseases. It should be remembered that, as
previously noted in our study, there is a predominance of
tubulointerstitial disease.
According to our results, there are some possible
differences between patients treated with HAART and
those untreated, especially with regard to a possible
increased interstitial disease. Similarly, the number of
cases of acute tubular necrosis could be higher in these
patients, which may be related to renal damage attributed
to other causes, especially the patients’ haemodynamic
Nefrologia 2010;30(4):420-6
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status and the nephrotoxic medicines administered prior
to death.
Finally, it is important to note that there is a significant
change in the causes of death in patients with HIV, with a
decrease in opportunist and non-opportunist infections and
an increase of deaths caused by liver diseases and
neoplasias. In addition, the average age at the time of death
is significantly higher in the current stage. These results are
consistent with our previous study on the progression of the
causes of death in patients with HIV and with other studies
published in different countries.26-29
According to our data, we can say that people with HIV have
a high susceptibility to the development of renal damage,
especially tubulointerstitial, which is favoured both by
general factors and virus-specific factors. In this study, we
outline some possible differences between patients treated
with HAART and those untreated, particularly in relation to
a possible increased interstitial disease in those treated with
HAART. This could be influenced by the advanced age of
the patients in group III, and the fact that they have a longer
survival and a slower time of progression of HIV. On the
other hand, the number of cases of acute tubular necrosis
could be higher in these patients, where – in addition to
HAART, the age at the time of death and the time of
progression of HIV – we should consider other causes, in
particular the patients’ haemodynamic situation and the
nephrotoxic medicines administered prior to death. The
special characteristics of the patients who were included in
this study, their critical status at the time of death, the
volume depletion and the use of potentially nephrotoxic
medicines could constitute factors that would favour tubular
damage. This is why anatomopathological studies need to be
carried out in patients treated with HAART who are in a
stable condition, so as to assess the real impact of these
treatments on the occurrence of renal lesions.

REFERENCES
1. Röling J, Schmid H, Fischereder M, Draenert R, Goebel FD. HIVassociated renal diseases and highly active antiretroviral therapyinduced nephropathy. Clin Infect Dis 2006;15;42(10):1488-95.
2. Fine DM, Atta MG. Kidney disease in the HIV-infected patient. AIDS
Patient Care STDS 2007;21(11):813-24.
3. De Silva TI, Post FA, Griffin MD, Dockrell DH. HIV-1 infection and
the kidney: an evolving challenge in HIV medicine. Mayo Clin Proc
2007;82(9):1103-16.
4. Berns JS, Kasbekar N. Highly active antiretroviral therapy and the
kidney: an update on antiretroviral medications for nephrologists.
Clin J Am Soc Nephrol 2006;1(1):117-29.
5. Valle R, Haragsim L. Nephrotoxicity as a complication of
antiretroviral therapy. Adv Chronic Kidney Dis 2006;13(3):314-9.
6. Pardo V, Meneses R, Ossa L, Jaffe DJ, Strauss J, Roth D, et al. AIDS
related glomerulopathy: occurrence in specific risk groups. Kidney
425

originals

M.C. Nicolau Laparra et al. Kidney disease in HIV patients in pre- and HAART periods

Int 1987;31:1167-73.
7. D’Agati V, Suh JI, Carbone L, Cheng JT, Appel GB. Pathology of
HIV-associated nephropathy: a detailed morphologic and
comparative study. Kidney Int 1989;35(6):1358-70.
8. Van der Reijden HJ, Schipper ME, Danner SA, Arisz L. Glomerular
lesions and opportunistic infections of the kidney in AIDS: an
autopsy study of 47 cases. Adv Exp Med Biol 1989;252:181-8.
9. Mazbar SA, Schoenfeld PY, Humphreys MH. Renal involvement in
patients infected with HIV: Experience at San Francisco General
Hospital. Kidney Int 1990;37:1325-32.
10. Seney FD, Burns DK, Silva FG. Acquired immunodeficiency
syndrome and the kidney. Am J Kidney Dis 1990;16:1-13.
11. Lopes GS, Marqués LPJ, Rioja LS, Basilio-de-Oliveira CA, Oliveira AV,
Nery AC, et al. Glomerular disease and human immunodeficiency
virus infection in Brazil. Am J Nephrol 1992;12:281-7.
12. Martínez PM, Pena JM, Arnalich F, García M, Adridano O, González
J, et al. Spectrum of the renal pathology in HIV infection:
description of 85 autopsies and clinico-pathologic correlation. Rev
Clin Esp 1996;196(9):577-83.
13. Monga G, Mazzucco G, Boldorini R, Cristina S, Giacalone A,
Fortunato M, et al. Renal changes in patients with acquired
immunodeficiency syndrome: a post-mortem study on an
unselected population in northwestern Italy. Mod Pathol
1997;10(3):159-67.
14. Madiwale C, Venkataseshan VS. Renal lesions in AIDS: a biopsy and
autopsy study. Indian J Pathol Microbiol 1999;42:45-54.
15. Nochy D, Glotz D, Goucha R, Pelletier L, Bariéty J. Renal
involvements in human immunodeficiency virus infection. Rev Prat
1994;44(11):1494-9.
16. Hailemariam S, Walder M, Burger HR, Cathomas G, Mihatsch M,
Binswanger U, et al. Renal pathology and premortem clinical
presentation of Caucasian patients with AIDS: an autopsy study
from the era prior to antiretroviral therapy. Swiss Med Wkly
2001;131(27-28):412-7.
17. Giner V, Esteban MJ, Fernández C, Galindo MJ, Oltra MR, Oliver V,
et al. Renal involvement in the human immunodeficiency virus
infection. Med Clin (Barc) 2004;122(16):601-4.
18. Santiago Pérez-Hoyos. Efecto del tratamiento antirretroviral de gran
eficacia en la infección por el VIH: papel de los estudios
epidemiológicos. Med Clin (Barc) 2006;127(5):175-6.
19. Escolano Hortelano CM, Ramos Rincón JM, Gutiérrez Rodero F,
Masía Canuto M, Hernández Aguado I, Benito Santaleocadia C, et
al. Cambios en el espectro de la morbilidad y la mortalidad de los
ingresos hospitalarios de los pacientes con infección por el virus de
la inmunodeficiencia humana durante la era del tratamiento
antirretroviral de gran actividad. Med Clin (Barc) 2004;122(1):1-5.
20. Castilla J, Sobrino P, Lorenzo JM, Moreno C, Izquierdo A, Lezaun
ME, et al. Situación actual y perspectivas futuras de la epidemia de
VIH y sida en España. An Sist Sanit Navar 2006;29(1):13-25.
21. Castilla J, De La Fuente L. Evolución del número de personas
infestadas por el VIH y de los casos de sida. España, 1980-1998.

Med Clin (Barc) 2000;115 85-9.
22. Rao TK, Filippone FJ, Nicastrti AD, Landesman SH, Frank E, Chen
CK, et al. Associated focal and segmental glomerulosclerosis in the
acquired inmunodeficency syndrome. N Engl J Med
1984;310(11):669-73.
23. Shahinian V, Rajaraman S, Borucki M, Grady J, Hollander WM,
Ahuja TS. Prevalence of HIV-associated nephropathy in autopsies of
HIV-infected patients. Am J Kidney Dis 2000;35(5):884-8.
24. Bhathena DB, Bullock WE, Nuttall CE, Luke RG. The effects of
amphotericin B therapy on the intrarenal vasculature and renal
tubules in man. A study of biopsies by light, electron and
immunofluorescence microscopy. Clin Nephrol 1978;9(3):103-10.
25. Bargman JM, Wagner C, Cameron R. Renal cortical
nephrocalcinosis: a manifestation of extrapulmonary Pneumocystis
carinii infection in the acquired immunodeficiency syndrome. Am J
Kidney Dis 1991;17(6):712-5.
26. Martínez García F, Fabià Valls MJ, Alcácer García F, Galindo Puerto
MJ. Evolution of causes of death in HIV patients: have they
changed in the HAART era? Med Clin (Barc) 2007;128(18):716-7.
27. Krentz HB, Kliewer G, Gill MJ. Changing mortality rates and causes
of death for HIV-infected individuals living in Southern Alberta,
Canada from 1984 to 2003. HIV Med 2005;6(2):99-106.
28. Yang CH, Huang YF, Hsiao CF, Yeh YL, Liou HR, Hung CC, et al.
Trends of mortality and causes of death among HIV-infected
patients in Taiwan, 1984-2005. HIV Med 2008;11.
29. Palella FJ Jr, Baker RK, Moorman AC, Chmiel JS, Wood KC, Brooks
JT, et al.; HIV Outpatient Study Investigators. Mortality in the highly
active antiretroviral therapy era: changing causes of death and
disease in the HIV outpatient study. J Acquir Immune Defic Syndr
2006;43(1):27-34.
30. Wyatt CM, Morgello S, Katz-Malamed R, Wei C, Klotman ME,
Klotman PE, et al. The spectrum of kidney disease in patients with
AIDS in the era of antiretroviral therapy. Kidney Int 2009;75(4):42834.
31. Gutiérrez E, Morales E, Gutiérrez Martínez E, Manzanares MJ,
Rosello G, Mérida E, et al. Glomerulopathies associated to HIV
infection: a Spanish perspective. Nefrologia 2007;27(4):439-47.
32. Atta MG, Gallant JE, Rahman MH, Nagajothi N, Racusen LC, Scheel
PJ, et al. Antiretroviral therapy in the treatment of HIV-associated
nephropathy. Nephrol Dial Transplant 2006;21(10):2809-13.
33. Szczech LA, Gange SJ, Van der Horst C, Bartlett JA, Young M,
Cohen MH, et al. Predictors of proteinuria and renal failure among
women with HIV infection. Kidney Int 2002;61(1):195-202.
34. Wei A, Burns GC, Williams BA, Mohammed NB, Visintainer P, Sivak
SL. Long-term renal survival in HIV-associated nephropathy with
angiotensin-converting
enzyme
inhibition.
Kidney
Int
2003;64(4):1462-71.
35. Smith MC, Austen JL, Carey JT, Emancipator SN, Herbener T,
Gripshover B, et al. Prednisone improves renal function and
proteinuria in human immunodeficiency virus-associated
nephropathy. Am J Med 1996;101(1):41-8.

Received : 1 Jun. 2010 | Accepted for publication: 01 Jun. 2010
426

Nefrologia 2010;30(4):420-6

