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Abstract

Human immunodeficiency virus (HIV) is an infectious disease that is rarely seen in ulcerative colitis patients.
Both diseases commonly involve the colon. It has been shown that treating these patients with anti-tumor
necrosis factor (anti-TNF) therapy leads to remission of both conditions. We hereby present the case of a
7-year-old boy who was initially managed as a case ulcerative colitis after undergoing extensive workup and
later on tested positive for HIV infection and was managed via mesalamine and highly active antiretroviral
therapy (HAART). Mesalamine therapy along with HAART can be used to treat ulcerative colitis patients
infected with HIV infection in resource limited countries.

Introduction

Ulcerative colitis is a type of inflammatory
bowel disease that can involve the large
intestine. It has several extra-intestinal
manifestations along with a number of
associated conditions (1). The human
immunodeficiency virus (HIV) infection
commonly affects the gastrointestinal (GI)
tract and GI symptoms are evident in half of
these patients (2).

Case Report
A 7-year-old boy presented to our
outpatients’ department having a history of
low-grade fever along with an increase in his
stool frequency since 2 weeks. He had a prior
history of chronic diarrhea two years ago,
for which he underwent upper and lower
gastrointestinal endoscopies multiple times.
The patient had a significant past medical
history of pulmonary tuberculosis, at the
age of 2.5 years, for which he was treated
for 10 months with anti-tuberculosis
therapy (ATT). His developing history
was unremarkable and he had achieved all
his milestones on time. His parents had a
consanguineous marriage. His last upper and
lower GI endoscopies were done two years
ago at a local tertiary care center, biopsies of
which had revealed the following findings; in
the esophagus a mild chronic inflammation
with superficial erosions was noted since
sloughed cells presented separately with
fungal spores and hyphae, which was

Key point

Our case report showed that HIV infection can be
seen in ulcerative colitis patients and timely treatment
of both leads to improvement in symptoms. Our case
highlights the successful use of the first line agents
for ulcerative colitis when seen with HIV infection.

suggestive of probably candidiasis. In the
duodenum, moderate chronic duodenitis
was seen along with partial villous atrophy.
In the descending and sigmoid colon chronic
active inflammation with gland distortion,
patchy goblet cell depletion, few crypt abscess
formation and focal cryptitis were noted, all
of which were suggestive of ulcerative colitis.

The boy had been managed on the lines
of ulcerative colitis and was given oral anti-
fungal therapy for his candidiasis.

On admission, his loose stool was episodic,
small in amount, occurring 10 times per day,
associated with crampy abdominal pain and
tenesmus. They were found to be mixed
with blood as well as mucus. His fever was
of low grade, undocumented, not associated
with rigors or chills, having no specific time
of occurrence and was relieved by syrup
Paracetamol. For these complaints, he was
admitted to a nearby hospital, where he was
managed symptomatically and one packed
cell was transfused at that time.

On examination he appeared emaciated,
anemic, dehydrated, having clubbed
fingernails. Poor oral hygiene and dentition
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was noted along with a few herpetic lesions evident on his
lower lips.

Laboratory reports were normal apart from a low platelet
count (68x 109 fl), low albumin (2.6 g/dL) and a MCV of
53 fL. His ESR was raised 74 mm/h. His stool detail report
along with culture and sensitive were unremarkable while
cytomegalovirus (CMV) polymerase chain reaction (PCR),
tissue transglutaminase (TTG serology), antineutrophil
antibodies (ANCA) were all negative.

Based upon the Truelove and Witts criteria and a
pediatric ulcerative colitis activity index of 40, he was
diagnosed as a case of ( mild to moderate) ulcerative colitis,
with a disease extent up to the descending colon and was
started on mesalamine (Asacol) along with mesalamine
(Asacol) enema and sulphasalazine. Acyclovir was also
given for herpes labialis and was later discharged.

During this time, he was seen by ENT (ear, nose, and
throat) physician for an ulcer like lesion in his palate
which was diagnosed as mucormycosis (Figure 1). Due
to the lack of improvement in his symptoms, his HIV
serology was sent and it came out to be positive having a
CD4 count of 300 cells per cubic millimeter of blood. Later
on his parents were also tested and his mother was found
to be HIV positive.

He was started on highly active antiretroviral therapy
(HAART) (lamivudine, tenofovir, nevirapine) therapy,
pneumocystis carinii pneumonia, Mycobacterium avium
complex prophylaxis (azithromycin, trimethoprim/
sulfamethoxazole) IV (intravenous) amphotericin 50
mg OD (once every day), IV ganciclovir 50 mg OD and
hydrocortisone enema, Asacol enema for his ulcerative
colitis (due to the lack of available of anti-tumor necrosis
factor (TNF) therapy and its higher cost). He had
significant improvement in his symptoms within a month
and was kept on regular follow up for both conditions.

Discussion
HIV infection in a patient with ulcerative colitis is rarely
found and diagnosing both conditions can be difficult
since both commonly affect the colon (3). Immunological
factors are thought to play a role when both diseases occur
together (4) with the CD4 cells playing a minor role in
the pathogenesis of ulcerative colitis (5). Inflammatory
bowel disease (IBD) is manifested as having an aggressive
immune response while HIV results in a lessened immune
response in the gastrointestinal tract, leading it vulnerable
to opportunistic infections (6 ). HIV infection can either
improve the symptoms of an IBD patient or could cause
a relapse, with the occurrence of new disease when there
is a decline in CD4 count (4). A prospective study done
comparing 20 IBD patients having HIV with patients who
had IBD alone, found a relapse rate of 0.016 episodes per
year in the HIV group compared to 0.053 in the control
group (7).

Treatment with TNF alpha is safe for patients with
IBD having ulcerative colitis (5,6). As for the use of

Figure 1. The evidence of a large necrotic area around 2 cm in size which was
subsequently removed to reveal an ulcerated area suggestive of mucormycosis

immunomodulators, data is still in its early stages.6 Habib
et al demonstrated the use of infliximab in treating Crohn’s
disease in a patient with HIV infection who was not on
HAART therapy (8). Data on the use of azathioprine in
this patient population is limited (6).

Conclusion

This case showed that HIV infection could be seen in
ulcerative colitis patients and timely treatment of both
leads to improvement in symptoms. Our case highlights
the successful use of the first line agents for ulcerative
colitis when seen with HIV infection.
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