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Introduction

Human immune virus (HIV) infection is associated with a spectrum
of rheumatological pathologies. We present this case report and
discuss the two diagnoses.

Case

A 38-year HIV positive male, with a background of heavy alcohol
use, presented with two weeks of pain and difficulty walking.
Examination revealed a bedridden male with synovitis of the Right
(R) shoulder, R knee and left (L) ankle, tender R sacroiliac joint
(S1J), and reduced L hip movements with severe pain. There was
no enthesitis, dactylitis or skin changes.

Investigation revealed raised inflammatory markers, negative blood
cultures, CD4 387 cells/mm? and negative Rheumatoid Factor. X-ray
of the hips was normal; ultrasound excluded psoas collections.
R knee fluid aspirate showed no crystals, and no organisms on
microscopy or culture. Magnetic Resonance Imaging (MRI)
showed R SIJ inflammation and L Hip Grade 1 osteonecrosis. R
S1J aspiration revealed no bacteria and negative tuberculosis (TB)
smear and culture. Bedrest, analgesia, bisphosphonate infusion, and
statin therapy together with intra-articular steroid injections resulted
in marked improvement in pain and gait, and this was sustained at
two months. Antiretroviral therapy was initiated.

Conclusion

This complex case of hip osteonecrosis together with an HIV-
associated reactive arthritis demonstrates the spectrum of
musculoskeletal complications of HIV infection, and the usefulness
of MRI imaging to elucidate pathology when conventional
radiography is normal.

Case Report

A 38 year old male recently diagnosed with human immune virus
(HIV), presented with two weeks of difficulty walking, and right
(R) shoulder, ankle, hip and lumbosacral pain. His background
history included pulmonary tuberculosis (TB) seven years earlier,
treated for 6 months with combination antiTB therapy; cigarette
smoking (10 pack-year history) and heavy alcohol use (>15 units
per week). He reported no redness of the eyes, no bowel symptoms,
no urinary symptoms or urethral discharge, no skin rashes, no sicca
or Raynaud’s phenomenon, no respiratory or cardiac symptoms
and no significant family history.

Examination revealed a middle age male with normal vital signs
but in significant pain. He was not pale, jaundiced or cyanosed,
and chest, cardiovascular, abdomen, skin, fundoscopy and urine
analysis were normal. There was synovitis of the right shoulder,
knee and ankle, with very painful and restricted movement of the
sacroiliac and hip joints. There was no rash, enthesitis or dactylitis.
This patient gave consent for his case and images to be discussed
and published in the scientific community.

Investigations

Blood investigations revealed a normocytic, normochromic
anemia (haemoglobin 11.5 g/dl), leukocytosis (11.44 x 10%/L),
platelet 380 X 10%/L, raised inflammatory markers with CRP 297
m/L and ESR 120 mm/h, CD4 count 387 cells/ mm3, normal uric
acid and negative for rheumatoid factor (RF), anti-citrullinated
protein antibody (ACPA). Human Leukocyte Antigen B27 (HLA
B27) was negative. Blood, stool and urine culture were negative
but specific tests for Chlamydia trachomatis were unfortunately
not performed. Fluid aspirated from the right knee showed no
bacterial or fungal growth and no crystals. Plain X-ray of the
hips and pelvis was normal, and ultrasound examination showed
no psoas abscess. Magnetic Resonance Imaging (MRI) of the
pelvis showed right sacroiliitis and left hip osteonecrosis (figure
1). Aspiration of the sacroiliac joint showed no bacteria and no
acid-fast bacilli, and cultures were negative.

Figure 1: Magnetic Resonance Imaging (MRI) of the hip and
pelvis

A: Fatty infiltration and oedema of left femoral head consistent
with grade 1 osteonecrosis
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B: Right sacroiliac joint oedema with fluid in joint space
representing unilateral sacroiliitis
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