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ABSTRACT

A patient with AIDS presented with
Reiter’ s syndrome. Arthritis and skin
lesions responded poorly to non-
steroidal anti-inflammatory drugs

and topical corticosteroid therapy.
Dramatic improvement was seen 2
weeks after acitretine was added.
When Reiter’ s syndrome recurred 11
months later despite treatment with
highly active anti-retroviral drugs and
an undetectable plasmatic viral load,
acitretin without NSAID or topical
treatment was again administered and
was rapidly effective.

Introduction

Spondyloarthropathic arthritis associated
with human immunodeficiency virus
(HIV) infection is frequently severe and
refractory to conventiona treatment with
nonsteroidal anti-inflammatory drugs
(NSAIDs) (1, 2). Phototherapy and po-

tentially immunosuppressive drugs such

as corticosteroids, methotrexate and cy-

closporine are not recommended. Anec-

dota reports and open studies suggest a
beneficial role for some of the disease-

modifying anti-rheumatic drugs such as
hydroxychloroquine (3), gold salts (4)

and in particular sulfasalazine (5-7). The
retinoids etretinate and acitretin are ef-

fective non-immunosuppressive drugs
for psoriasis. The efficacy of etretinate
for the treatment of the skin and joint

manifestations of HIV patients with Re-

iter's syndrome has been reported (8-10),

although 2 cases of exacerbation of ar-

thritis have also been described (2).

We report here the case of a patient with

HIV -associated spondyloarthropathic

arthritis and psoriasis, who was refrac-

tory to NSAID and highly active anti-

retroviral drugs, but whose Reiter’s syn-

drome was dramatically improved by a
low dose of acitretine.

Casereport

A 46-year-old homosexua man devel-
oped arthritis of the hips and ankles, back
pain and plantar fasciitis in February
1996. Examination showed hyperkera-
totic scaly lesions of one month’s dura-
tion on the palms and soles and on the
trunk. Dystrophic changes of the nails
were noted. AIDS had been diagnosed
10 months earlier (cryptococcal menin-
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gitis) and the patient was being treated
with itraconazole (400 mg/d), sulfameth-
oxazole-trimethoprim (one tablet a day),
zidovudine (500 mg/d) and didanosine
(400 mg/d).

The patient’s CD4 lymphocyte count
was 83/. A viral load measurement was
not performed. A urethral culture for
Chlamydiawas negative. Human lymph-
ocyte antigen (HLA) B27 was positive.
X-ray films of the sacroiliac joints and
[umbar spine showed bilateral grade Il
sacroiliitis and erosive disease of the up-
per corner of the L4 vertebra. Diclofenac
(150 mg/d) and indomethacin (150 mg/
d) were minimally effective. Treatment
of the cutaneous |esions with bethame-
thasone 0.1 % was of limited efficacy.
Oral acitretin (25 mg/d) was started and
two weeks later a dramatic improvement
in the arthritis was noted. NSAIDs were
stopped. At one month skin lesions could
no longer be seen. Acitretin was stopped
after 5 months, but a recurrence of the
Reiter’ s syndrome took place in Janu-
ary 1997. At that time, the patient had
been treated for 7 months with zidovu-
dine (500 mg/d), lamivudine (300 mg/
d) and ritonavir (1200 mg/d). His CD4
lymphocyte count was 318/pl and no
viral load was detectable. Acitretin at the
same dosage as before was started, with-
out concurrent NSAIDs, and resulted in
aprompt disappearance of the symptoms
after 4 weeks. Acitretin was stopped in
July 1997 and no recurrence had occur-
red 13 months later, when the patient’s
CD4 lymphocyte count was 460/l and
aplasmatic vira load still undetectable.

Discussion

HIV-associated arthritisis much rarer in
Europe and North Americathan in tro-
pical areas (11). Thereis adefinite need
for controlled trials of drugs without im-
munosuppressive properties for this con-
dition, especially in Africa. Anti-retro-
viral drugs are good candidates but zido-
vudine hasllittle effect on arthritis (12).
In our patients, zidovudine and didano-
sine failed to prevent the onset of arthri-
tis and subsequent anti-retroviral therapy
with a protease inhibitor, while efficient
in controlling HIV replication, did not
prevent the recurrence of the skin and
joint manifestations. This suggests that
HIV-associated arthritisis not directly re-
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lated to HIV or to co-infection dueto im-
munosuppression. Arthritis was observ-
ed when the patient was profoundly im-
munodepressed, but al so after “immuno-
restoration” was obtained.
Sulfasalazineis a good candidate for ar-
thritis, but is ineffective against the skin
manifestations. The retinoids etretinate
and acitretin, which are used to treat pso-
riasis, seem to be the best candidates.
Acitretin has a much shorter biological
half-life than etretinate, and becomes
undetectable in the blood 3 to 4 weeks
after discontinuing treatment (compared
to aslong as 2 years for etretinate). A
short pilot study recently showed ace-
tretin to be a safe and effective treatment
for HIV-associated psoriasis. The two
patients with arthritis included in this
study improved (13).

The case described here demonstrates
that alow dose of acitretin can be rap-
idly effectivein the treatment of HIV-
associated spondyloarthropathic arthri-
tis mimicking Reiter’s syndrome.
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