L ettersto the Editor

Aphtous stomatitisin a patient
with Behcet'sdisease and HIV
was associated with an
increased HIV load

Sirs,

Rare cases of Behget's disease (BD) in
HIV-infected patients have been reported
(1-5). Oral aphthous also occur in HIV in-
fection. We describe a patient whose pattern
of BD crises suggests a clear-cut relation-
ship between the sudden appearance of oral
aphthae and polyarthralgia, and the virolo-
gical escape from antiretroviral therapy
control.

A 41-year-old homosexua man has been
followed in our clinic for asymptomatic
HIV infection since 1986 (CDC A). He had
aprior history of cured hepatitis B. This pa-
tient related in his clinical history beforethe
HIV seropositivity that he had experienced
5 to 6 annua crises of severe aphthous ul-
cers oral since childhood and 2 episodes of
genital and mouth ulcers highlighting aBD.
In 1992 he was treated with zidovudine and
zalcitabine and complained of moderate
headaches and the sudden appearance of
oral severe aphthous ulcers. At this time,
zal citabine was stopped.

Ophthalmological examination did not de-
tect uveitis. A pathergy test was negative. A
diagnosis of incomplete BD was made. The
CD4* T-cell count was 332/mm?® (22%).
Cerebrospinal fluid was normal. HLA-B51
was present. Colchicine and mouth washes
prescribed for 1 year were not completely
effective; thalidomide was added (100 mg/
day) and the mouth ulcers disappeared in
few days. During this time, the antiretrovi-
ral therapy was regularly modified, combin-
ing various nucleoside reverse transcriptase
inhibitors. When thalidomide was lowered
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Fig. 1. Behget's disease (BD) crises and varia-
tion of HIV load. Influence of antiretrovira the-
rapy on the sudden rise of vasculitis. AZT: zido-
vudine, d4T, stavudine, 3TC: lamivudine, ddl:
didanosine.

to 50 mg every two days (d) the oral ulcers
reappeared, and the dose was raised to 100
mg/d. In 1996 he experienced a BD crisis
with inflammatory polyarthralgias of the
shoulder and small and intermediate joints
(for which anon-steroidal anti-inflammato-
ry drug was unsuccessfully prescribed)
associated with an aphthous stomatitis (Fig.
1). Simultaneously, the HIV infection es-
caped hitherapy control with nucleosidein-
hibitors (viral load: 13,000 copies(c)/ml).

A triple therapy was initiated. Polyarthral-
giaand the mouth ul cers disappeared in few
days. In 1997, after 1-year thalidomide-free
period, polyarthralgia and giant ora apht-
hous ulcers reappeared. The HIV viral load
was high (10,200 c¢/ml). Thalidomide was
reintroduced but this time induced only a
partial regression of the joint pain and oral
ulcers. Saquinavir was replaced by indi-
navir. One month later the vira load fell to
below 500 ¢/ml and the clinical symptoms
of BD disappeared. In 1999 the joint pain
and mouth ulcers suddenly reappeared and
persisted despite thalidomide (100 mg/d).
HIV monitoring showed a dramatic rise
(38,035 c¢/ml). One month after starting a
new drugs regimen vira load was 313 co-
piesml, and the patient became completel y
asymptomatic.

BD isclinically defined as oral and bucco-
genital aphthosis associated with systemic
manifestations that satisfy certain interna-
tionally established criteria (6). Some rare
cases of vasculitis occurring during HIV in-
fection have been described. Many viruses
can cause vasculitis, e.g. hepatitis B and C
viruses (7), cytomegalovirus, parvovirus
B19 and HIV (8). HIV infection and diverse
viruses can be responsible for vasculitis
exacerbations. In certain cases of vasculitis
of vira origin, the antiviral treatment can
help to control the vascular disease (7, 9).
Three cases of BD in HIV-infected patients
were published before plasmaHIV-load de
termination was possible (1-3). Two princi-
ple hypothesis were evoked, such as a cellu-
lar immunodeficiency and a probable rela-
tionship between HIV infection and the
concomitantly observed BD or other vas-
culitides (2). The aphthous-like ulcerations
seen in association with HIV disease repre-
sent a challenging differential diagnosis
with other ‘non viral’ vasculitides (10).
Despite the use of thalidomide, our pa-
tient’s increased viral load was accompa-
nied by the sudden appearance of mouth
ulcers and diffuse polyarthralgia. Many
case reports and small series have suggested
that thalidomide is effective against apht-
hous ulcers in HIV-infected patients with-
out impairing immunocompetence (11).
Thalidomide's effects on immune function
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associate anti-inflammatory and immuno-
modulatory activities. In addition, the anti-
retroviral therapy-induced decrease in the
viral load was followed by attenuation of
the BD clinical symptoms and allowed the
discontinuation of specific BD therapy.
This observation suggests that HIV replica
tion may trigger a vasculitis crisis as has
been observed with other viruses.
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