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Sir,
The recent report on dyslipidemia among 
HIV-infected patients is very interesting.[1] 
Muhammad et al., concluded that “HIV-infected 
patients on HAART demonstrated higher prevalence 
of high TC while HAART naïve subject showed higher 
prevalence of low HDL.[1]” Indeed, the problem of 
dyslipidemia is well-known among the HIV-infected 
patients. There are many reports worldwide. For its 
exact pathophysiology, “HIV-related dyslipidemia 
is multifactorial.[2]” The important points for the 
general practitioners include (a) seeking for possible 
dyslipidemia and other metabolic disorders among 
HIV-infected cases is suggested, (b) closed monitoring 
of dyslipidemia and other metabolic disorders during 
the use of HAART is required and (c) continuous 
updating the knowledge according to the new clinical 
practice guideline to manage dyslipidemia and other 
metabolic disorders among HIV infected.[3]
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Sir,
Nigeria has the 13th  highest tuberculosis  (TB) 
burden in the world with a prevalence of 
171 per 100,000 in 2011[1] It is also estimated 
that 8–16% of cases have multidrug resistant 
TB  (MDR‑TB).[2,3] The case detection rate in 
Nigeria is estimated at 45%.[1] The majority of 
patients remain undiagnosed for many reasons, 
but most striking is the lack of diagnostic and 
laboratory capacity, particularly unavailability of 
culture testing for these patients. Strikingly, the 
World Health Organization (WHO) reports that 
there is one laboratory performing TB culture 

for every 25 million population in Nigeria, well 
below the recommended minimum of one culture 
laboratory per 5 million population.[4] In our 
setting, which is a teaching hospital serving a 
large urban deprived area and is also the largest 
center through which the National Tuberculosis 
and Leprosy Control Program delivers the directly 
observed treatment, short‑course (DOTS) strategy 
in Lagos state, diagnosis of TB relies heavily on 
microscopy, which even in the best of hands is 
only 50% sensitive.[5] This creates a challenge for 
diagnosing smear‑negative TB, which is partly 
driven by the HIV/AIDS epidemic in sub‑Saharan 
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