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Case Report

Systemic lupus or HIV: The wolf also shall dwell with the
lamb
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Abstract

Background: Systemic lupus erythematosus (SLE) is rarely reported in association with HIV infection. The coincidence of autoimmune diseases in the setting of
immunocompetence loss during HIV infection may seem paradoxical.

Case Report: A 35-year-old woman presented with a 9-month history of diffuse progressive colicky abdominal pain, weight loss, and watery diarrhoea. Colonoscopic
biopsy revealed nonspecific proctocolitis. Steroids plus mesalazine were initiated with no improvement. Few months later, she suffered from alopecia, arthritis of
the small joints, photosensitivity associated with fever and abnormal behaviour in the form of aggression, depressed mood, diminished interest in daily activities as
well as a decline in her self-care, memory impairment and deficits in attention. On physical examination patient was pale, emaciated, malar rash and oral candidiasis
were noted higher cerebral functions examination revealed impaired sustained attention recent memory and restricted affect. Neurological examination revealed with
bilateral upper limb tremors, paraparesis symmetrical rigidity, and exaggerated deep tendon reflexes. Plantar reflexes were bilaterally extensor.

Blood tests revealed pancytopenia, with reticulocytosis, positive coomb’s test and ESR 100mm/h. ANA test was positive homogenous with titre 1/320. Anti-ds DNA
was negative and Hepatic and renal parameters were normal. HIV by ELISA and Western Blot was positive. Her CD4 count was 44/mm?. Viral load by PCR was
HIV RNA 68,962, other virology screen was negative copies/ml). Magnetic resonance imaging of the brain revealed diffuse cortical atrophy, thick sheets of abnormal
MR signals were seen within the paraventricular white matter and subcortical level, with capacious ventricular system.

Conclusion: HIV could be a great mimicker and we suggest screening for HIV more often than is generally done now in the context of evaluation of suspected

autoimmune disease.

Introduction

Human immunodeficiency virus (HIV) infection and systemic
lupus erythematosus (SLE) have a large number of clinical features
in common (fever, lymphadenopathy, rash, renal, neurologic, and
hematologic involvement, etc.). Differentiating the 2 diseases has been
difficult at times since weak positive antinuclear antibodies (ANA) have
been found in patients with HIV, and false-positive HIV test results in
patients with SLE [1].

It has been recently suggested that the increased production of
autoantibodies in SLE patients could be the factor saving from the
development of AIDS. However, a rare coexistence of HIV infection and
SLE can occur. Raising the awareness of physicians dealing with HIV-
infected patients of this possible correlation appears to be significant
issue, because of the fact that both clinical and laboratory findings in
HIV infection and SLE are similar.

Case Report

A 35-year-old married woman gave a history of diffuse colicky
abdominal pain of 9 months duration with progressive. It was associated
with watery diarrhoea (about 4 motions per day), with no blood or
mucous. Progressive weight loss was also noted. Colonoscopy and
biopsy revealed nonspecific proctocolitis. Steroids (prednisone tablets
30 mg/day) plus mesalazine tablets (2 g/day) were initiated however
pain and diarrhoea did not improved.

Six months later, she suffered from alopecia, arthritis of the small
joints, photosensitivity associated with fever (38°C all day). 400 mg/day
Hydroxychloroquine was added by her treating physician.
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Four months ago, the patient reported symptoms of abnormal
behaviour in the form of aggression, depressed mood, diminished
interest in daily activities as well as a decline in her self-care. The patient
showed increasing forgetfulness and memory impairment and deficits
in attention. She displayed hand tremors and inability to walk in the
past few weeks (paresis).

On examination, she appeared emaciated and pale, with malar
rash and oral candidiasis. The patient was conscious, with impaired
sustained attention and recent memory. She scored 19 of 30 on the
Mini-Mental Status Examination.

She had restricted affect with bilateral upper limb action tremors,
symmetrical rigidity, and exaggerated deep tendon reflexes. Plantar
reflexes were bilaterally extensor.

We investigated the patient to rule out an underlying connective
tissue disorder. Her ANA screen was positive homogenous, 1/320
titre, negative anti-double stranded DNA& normal C3&C4. Other
significant findings included an elevated erythrocyte sedimentation
rate (ESR 100 mm/h hour) and pancytopenia, with evidence suggestive
of a haemolytic anaemia with reticulocytosis, positive coomb’s test.
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Her hepatic and renal parameters were within normal limits. Virology
screen was negative. HIV by ELISA and Western Blot was positive.
Her CD4 count was 44/mm?, viral load by PCR was HIV RNA 68,962
copies/ml.

Magnetic resonance imaging of the brain revealed diffuse cortical
atrophy (Figures 1 and 2), thick sheets of abnormal MR signals were
seen within the paraventricular white matter reaching the subcortical
level. Capacious ventricular system and prominent cortical sulci,
Sylvian fissure and basal cisterns were also noted.

The CSF analysis revealed clear, cellular fluid with high normal
protein level and normal glucose. It was negative for acid-fast bacilli by
Ziehl-Neelsen stain.

Discussion

The association between autoimmune diseases and retroviral
infections has been studied extensively. It is well documented that
the presentation of HIV infection can mimic that of autoimmune
phenomena. Fever, lymphadenopathy, rash, renal dysfunction,
neurological and haematological disorders, sicca syndrome and
polyarthralgias have been described [2].

Photosensitivity is a frequently reported dermatological
manifestation of HIV infection and is generally considered to be a
manifestation of late HIV infection [3].

Opportunistic infections like candidiasis have also been reported
in SLE [4].

Figure 1. Diffuse cortical atrophy thick sheets of abnormal MR signals were seen within the
paraventricular white matter reaching the subcortical level

Figure 2. Capacious ventricular system and prominent cortical sulci, Sylvian fissure and
basal cisterns were also noted
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HIV infection may induce production of autoantibodies due
to the structural antigen similarity between viral proteins and
self-antigens. The molecular mimicry between HIV protein and
self-antigens could cause antibody cross-reactions and lead to
development of autoimmune disease [5].

CD4 T-cells and dendritic cells play an important role in the
pathogenesis of systemic lupus and they are depleted in HIV infection.
There are recorded cases of SLE in patient with CD4 count of 0 cells/pL
with improvement of rheumatic manifestations after antiviral therapy
suggesting that CD4 cells and plasmacytoid dendritic cells (pDCs) are
not the only factors in this immunological disease [6].

It has been recently suggested that the presence of autoimmune
diseases like SLE may in some way be protective for HIV through
production of self-reactive antibodies that recognize and neutralize
HIV-1[7].

In our patient, virtually all her symptoms would have been
consistent with both SLE and HIV infection. Photosensitivity, loss of
weight, alopecia arthritis and fatigue are well-known components of
lupus, as are the findings of a strongly positive ANA and pancytopenia.
The patient met five out of the eleven symptoms of the revised 2015
ACR/SLICC criteria for diagnosis of SLE, namely photosensitivity,
alopecia, haematological disorder, joint disease and antinuclear
antibody. However, as we have discussed, all of the above can be
explained on the basis of an underlying HIV infection. In our patient,
the rapid progressive cognitive and behavioral impairment that was
seen along with prominent extra pyramidal and pyramidal features with
MRI findings could not be explained by systemic lupus, HIV associated
dementia is typically rapidly progressive with a mean survival of about
6 months,with rapid course in those with CD4 counts of <100 progress
more rapidly [8]. Our patient CD4count was 44/mm?>.

Also in our patient hydroxychloroquine was initiated with no
improvement although, Piconi et al. [9], demonstrated its ability to
inhibit the post transcriptional production of HIV-1 in monocytes and
T cells so it could have a protective role of against HIV.

We would like to stress on the importance of doing a serological
screening to rule out HIV infection in cases of suspected autoimmune
disease. HIV has by now probably replaced syphilis as the “great
mimicker” and we suggest screening for HIV more often than is generally
done now in the context of evaluation of suspected autoimmune
disease. Similarly, it should be kept in mind that photosensitivity is a
definite, well-documented feature of HIV infection and may be the
initial manifestation of HIV disease. It typically occurs in patients
who have a CD4 T lymphocyte count < 50 cells/pl and worsens as the
immunodeficiency progresses [10].

Finally, the question of the validity of the diagnostic criteria of
lupus in the setting of HIV positivity would probably requires further
refinement in the future.
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