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Disclosures

• None

2



Case 1: 50s M with well controlled HIV presenting 
with fever and altered mental status

HIV History
• Diagnosed: mid 2000s, risk factor 

IVDU
• OIs: Remote dermatomal zoster 

around time of diagnosis
• CD4 nadir: >200
• ARV History: DTG + TAF/FTC, LPV/r 

+ TDF/FTC
• Resistance: None known

Medical/Social History
• HIV, virally suppressed for >5 years 

with most recent CD4 cell count 
926/30% 2.5 months prior to 
presentation
• Opioid use disorder (last use >10 

years ago)
• Intermittent/ongoing cocaine use
• Treated HCV
• Lives with wife (HIV negative) who 

is only sexual partner

3



50s M with well controlled HIV presenting 
with fever and altered mental status

Admission Labs:
• BUN 18, Creatinine 1.39
• ALT 86, AST 85, ALP 49, T bili 0.9
• WBC 7.3, HCT 43.9, PLT 33
• SARS-CoV-2 PCR negative

• Head CT: No acute process
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HIV-1 VL from admission 1,646,577 copies/mL 
with CD4 cell count 237/17%
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Retroviral Rebound Syndrome
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Viral loads over the last 8 years for patient
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Simultaneously: counterfeit HIV medications 
reported in NYC
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HIV related thrombocytopenia is associated 
with viral load
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Case 2: 40s M with HIV with cold like symptoms 
and right hand/left foot pain and weakness

HIV History
• Diagnosed: mid 1990s, risk factor 

MSM
• OIs: disseminated VZV about 4 years 

before current presentation
• CD4 nadir: <50 around 2010, but 

closer to 200 more recently
• ARV History: EVG/c/TAF/FTC (current), 

prior EVG/c/TDF/FTC, TDF/FTC + ATV/r
• Resistance: None known (though long 

history of intermittent adherence)

Medical/Social History
• HIV: most recent VL <40 with CD4 cell 

count 134/9% 1 month ago; 2 months 
ago VL was 82,925 copies/mL
• Genital HSV-2 (episodic valacyclovir)
• Syphilis
• Multiply recurrent 

chlamydia/gonorrhea of various sites
• Rectal abscess
• Lives alone, no IVDU
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40s M with HIV with cold like symptoms and 
right hand/left foot pain and weakness
• On exam, he has left ankle and right 

third finger proximal interphalangeal 
joint swollen and erythematous
• Joints are exquisitely tender to 

palpation with micromotion 
tenderness
• “Weakness” is secondary to pain
• MRI Left Foot: “diffuse marrow signal 

abnormality involving multiple tarsal 
bones and base of second and third 
metatarsal. Erosive changes along 
margins of navicular/medial 
cuneiform joint line. Small effusion.”
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40s M with HIV with cold like symptoms and 
right hand/left foot pain and weakness

Admission Labs:
• BUN 13, Creatinine 0.84
• ALT 18, AST 46, ALP 60, T bili 0.84
• WBC 2.3 (bands 10%), HCT 41.8, 

PLT 129
• ESR 108, CRP 13.5
• SARS-CoV-2 PCR negative
• Cryptococcal serum antigen 

negative

13



40s M with HIV with cold like symptoms and 
right hand/left foot pain and weakness

• Blood Cultures:
• Admission: 1/2 H flu
• Day 3: Negative
• Day 4: Negative

• No fluid was able to be extracted 
from hand or ankle despite 
attempts
• TTE normal
• Diagnosed with presumed 

disseminated H flu infection
• Treated with 4-week course of IV 

ceftriaxone -> PO levofloxacin with 
resolution of symptoms
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HIV and risk for invasive Haemophilus
influenza infection
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Emergence of invasive nontypeable H flu 
associated with septic arthritis in MSM 
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Case 3: 50s F with well controlled HIV presenting 
with 2 months of worsening cough and fever

HIV History
• Diagnosed: late 1990s, risk factor: 

husband with HIV
• OIs: none
• CD4 nadir: 300/24%
• ARV History: DTG/3TC/ABC
• EFV + 3TC/ABC
• Resistance: None known

Medical/Social History
• HIV: most recent VL undetectable 

with CD4 cell count 542/37% 4 
months prior to presentation
• “Recurrent pneumonia” (treated 3 

months and 2 months prior to 
presentation)
• Grave’s disease (treated)
• Born in the Dominican Republic, 

moved to US about 35 years ago 
and returns annually
• Never smoker
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Diagnosed with RLL pneumonia and treated with 
levofloxacin 2 months before presentation
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Had relatively new LTBI based on newly positive TB 
IGRA, and had not yet been treated
• TB IGRA (QuantiFERON Gold Plus)
• 10 years ago: negative
• 9 years ago: negative
• 8 years ago: negative
• 7 years ago: negative
• 6 years ago: negative
• 5 years ago: negative
• 4 years ago: negative
• 3 years ago: negative
• 2 years ago: negative

• 1.5 years ago:
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New cavitary pneumonia
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Confirmed pulmonary TB

• Sputum cultures are AFB smear 
positive and MTB DNA positive 
by Gene Xpert probe

• Pan-susceptible MTB confirmed 
by DOH
• Started RIPE and changed ART to 

DTG 50 mg BID + TDF/FTC
• Eventually in follow up with DOH 

changed to DTG/3TC + DTG
• Doing well on treatment, with 

plan to complete 9 months of 
treatment
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Among 116,742 contacts of 2609 TB cases from 1-
12/2015 with ~3 years follow up, 499 developed 
active TB (81.0% in the first 2 years)

(Note no information in study about HIV status)
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Returning to the QFT-Plus (TB interferon 
gamma release assay)

https://www.quantiferon.com/us/wp-content/uploads/sites/13/2017/10/PROM-11186-001_1107785_BRO_QFT-Plus_GeneralSales_0717_US.pdf
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QFT Gold Plus: TB2 allows for assessment of CD8 
cell host response, believed to be higher in more 
recent exposure or in active disease

Contact screening study for 119 TB contacts with QFT-Plus
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“Although QFT-Plus was launched with the promise of improved performance over 
QFT-GIT through the addition of the CD8 T-cell response, studies directly comparing 
QFT-Plus with QFT-GIT in TB patients, high-risk groups, and low-risk populations have 
not revealed any significant improvement in its performance.”
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Case 4: 20s M with recently diagnosed HIV, now 
with 2 months of fever/weight loss, fatigue, 
diarrhea, right neck swelling
HIV History
• Diagnosed: 4 months before 

presentation and had 
Pneumocystis pneumonia, risk 
factor: MSM
• OIs: Pneumocystis pneumonia at 

time of diagnosis
• CD4 nadir: 83 (percentage 

unknown) at time of diagnosis
• ARV History: BIC/TAF/FTC since 

diagnosis
• Resistance: None

Medical/Social History
• No known prior significant medical 

history
• Discovered to have horseshoe 

kidney on imaging studies
• Born in Central America, in New 

York City >10 years
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CD4 cell count now 252/27%, VL 395 (down 
from 780,000 at time of diagnosis)
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Small roughly 1 cm ring enhancing liver lesions 
seen and mesenteric lymphadenopathy, including 
a 2.2 cm node with central necrosis
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Undergoes FNA of right neck node

• Blood cultures negative
• AFB blood cultures negative

• ALT 11, AST <20, ALP 53, T bili 0.4
• WBC 7.0, Hgb 9.9, HCT 29.8, PLT 302
• LDH 218
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In a prospective RCT of 203 patients between 12/1994 and 
2/1998, C/E/R superior to dual regimen; proportion with 
complete microbiologic response at 12 weeks similar

30



Of 127 w complete or partial response, 15 had relapse. Relapse 
rates: for C/E (7%) and C/E/R (6%) vs 24% C/R
66 of 160 died during study, 25 deaths C/E, 25 deaths C/R, 16 
deaths C/E/R. Adjusted for PI use, C/E/R had reduced rate of 
death compared to either other regimen
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39 subjects had baseline blood cultures negative 
for MAC and were not included in the analysis
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Fever and lower hemoglobin associated with 
dMAC when comparing PWH to matched controls
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Management: suspected dMAC with IRIS

• Inpatient: Started on azithromycin, ethambutol, rifabutin in hospital, 
and ART changed to DTG + TDF/FTC
• Outpatient: transitioned to azithromycin, ethambutol and back to 

BIC/TAF/FTC
• Considered addition of prednisone
• Completed 6 months of dMAC therapy and doing well
• CD4 cell count 474/23%
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Case 5: 50s woman on PrEP presenting with 
new headache and rash on arm
• Reports good adherence to PrEP

with few missed doses
• Also reports last HIV test and 

provider visit was >7 months 
prior to presentation
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Case 5: 50s woman on PrEP presenting with 
new headache and rash on arm

HIV History
• Diagnosed: 2021, risk factor: male 

sexual partners
• OIs: presumptive zoster
• CD4 nadir: unknown (new diagnosis)
• ARV History: None
• Resistance: Unknown, though concern 

for high level NRTI resistance given 
reported TDF/FTC use around time of 
seroconversion

Medical/Social History
• Treated for pulmonary TB for 6 

months in another part of the US 25 
years before presentation
• Obesity, BMI >35
• On PrEP for >5 years
• Syphilis (treated)
• Notes rash recurs on left arm roughly 

each year for ~8 years
• Lives alone in NYC. Reports male and 

female sexual partners. Remote prior 
smoking history.
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50s woman on PrEP presenting with new 
headache and rash on arm
• Work up reveals:
• CBC with diff, BMP, LFTs: within 

normal limits
• HIV-1 VL 886,911 copies/mL
• CD4 cell count 201/12%
• CMV IgG positive
• Genotype: pending

• Patient with chronic 
(unchanged) cough. Primary 
team sends off sputum which 
eventually returns:
• Pneumocystis PCR POSITIVE

• Serum beta-d-glucan <31
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Clinical Questions:

1) What is the cause of the rash?
2) Does the patient have Pneumocystis pneumonia?
3) What ART regimen would you start the patient on?
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1) What is the cause of the rash?
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Recurrence is rare and more likely in different 
dermatomes

• “The intervals between the prior and 
recurrent episodes among 1125 cases 
ranged from 2 months to 73 years 
with a mean period of 
13.71 ± 10.96 years, peaked at 3–
11 years, and then decreased 
gradually with time ”
• Episodes within 8 years occurred 

more frequently in a different 
dermatome (361 of 942, 38.3%) than 
in the same dermatome (53 of 183, 
29.0%) (P = .016), indicating that 
recurrence was more likely to occur in 
a different dermatome than in the 
same dermatome during that period
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Cause of rash was confirmed to be HSV-2. Patient 
placed on PO valacyclovir, with plan for 
suppression given frequency of recurrences
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2) Does the patient have Pneumocystis 
pneumonia?
• In a study from Nice University 

Hospital, France, a quantitative 
Pneumocystis PCR was used to 
help distinguish colonization from 
infection
• Diagnosis of PCP made by a panel 

of pulmonologist and ID physicians
• No patient with PCP had a negative 

qPCR
• Note this was used on BAL samples
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In a study of 282 patients with HIV, those with PCP 
had median beta-D-glucan 408 versus 37 pg/mL in 
those without
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On review with radiologists: CT scans dating back 
7 years had been stable with chronic right lung 
scarring, bronchiectasis and diffuse air trapping
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I’m not sure if patient had mild PCP or was 
colonized
• Pneumocystis PCR returned about day 5 after starting ART and 

placing patient on daily TMP-SMX
• The patient was improving and continued to report baseline 

respiratory status
• I recommended continuing the prophylactic dose of TMP-SMX at least 

through viral suppression since CD4 cell % was 12 (and we did not 
treat)
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3) What ART regimen would you start the patient 
on? What is the risk of drug resistance when HIV 
seroconversion happens on PrEP?
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In these studies, there were 699 participants with 
seroconversion after receiving PrEP or placebo; 
drug resistance rare
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Among those with high adherence, M184V 
common, K65R/TAMs possible
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Our patient’s Genotype showed M184V
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3) What ART regimen would you start the 
patient on?

• Of 15 cases of emergent DTG 
resistance reviewed, 10 had 
suboptimal levels and/or poor 
adherence and 3 had multiple 
OIs
• 4 treatment-naïve & 5 treatment 

experienced patients had a 
baseline VL >100,000 copies/mL
• Low CD4 cell count seen in some 

cases
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ART regimen: BIC/TAF/FTC + DRV/c until 
suppression
• She has now been transitioned to BIC/TAF/FTC (after achieving viral 

suppression)
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Thank you!

• Feel free to contact me: emeyerowit@montefiore.org
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