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Uncommon manifestation 
of discoid lupus 

erythematosus in a human 
immunodeficiency virus 

patient
Sir,
Coexistence of both human immunodeficiency virus  (HIV) 
and discoid lupus erythematosus  (DLE) is rare with 
only few cases reported in the literature.[1‑4] The exact 
prevalence has not been studied; however, one study 
from a medical center in the USA has found it to be 
around 0.02%.[5] HIV and DLE are both characterized 
by dysregulation of immune system. In HIV patients, the 
restoration of immunity with highly active antiretroviral 
therapy  (HAART) may lead to the development 
of autoimmune disease due to increase in circulating 
CD4 number. This is a part of immune reconstitution 
syndrome.[5] We report the case of a HIV‑infected 
individual who developed DLE during HAART and 
responded quickly to hydroxychloroquine.
A 61‑year‑old married heterosexual male, detected as HIV 
positive in 2019,  (CD4 count 481  cells/mm,3 HIV RNA 
9503  IU) on HAART regime of Tenofovir, Lamivudine and 
Efavirenz presented to our outpatient department with a history 
of red raised, asymptomatic skin lesions over the forehead, lips, 
ears, and upper chest for 2 months. Lesions started as small 
papule and gradually increased in size and number, to involve 
all sites, with dry scaly surface. He complained of similar 
lesions on the face few years back before being diagnosed 
with HIV which self‑resolved within few months, without any 
treatment, after being diagnosed with HIV. He had not visited 
any dermatologist for the same as the lesions subsided on its 

own. On enquiry he revealed a history of multiple unprotected 
exposure 5 years back. There was no history of intravenous 
drug abuse or any blood transfusion. He had not presented 
with any other sexually transmitted infections.
His general physical examination and systemic 
examinations were normal. Cutaneous examination revealed 
multiple, erythematous to brown papules measuring 
0.5  cm  ×  1  cm with dry surface covered with fine 
white adherent scales, distributed over the forehead, 
lips  [Figure  1], chest and ear. The carpet tac sign was 
positive. On investigation, routine blood and urine 
investigations were within the normal limits. Antinuclear 
antibodies   were positive  (1:72) and ds DNA was 
negative. Currently, CD4 count was  within normal limits 
(WNL)  and HIV RNA was not detectable. Skin biopsy 
taken from the lesion was consistent with the diagnosis 
of DLE  [Figure  2]. After complete ophthalmological 
examination, he was started on tablet hydroxychloroquine 
200 mg twice daily. Within 4 weeks, all the lesions healed 
with postinflammatory hyperpigmentation  [Figure 3]. He is 
on regular follow‑up.
Few reasons which have been proposed for this rare 
co‑occurrence of DLE with HIV are different demographic 
profile in both, with HIV commonly being seen in 
homosexual men and intravenous drug abusers, while DLE 
is commonly seen in adult women.[5] Another reason is that 
in HIV, may be due to depletion of CD4+  T‑cells, lupus 
lesions tend to subside. As in our case, the lesions patient 
developed first subsided on being diagnosed with HIV. 
Later when the patient had undetectable HIV viral loads and 
normal CD4+ T‑cell counts on HAART, he developed DLE 
lesions, suggesting how improved immunity played a role in 
the development of DLE lesions despite infection with HIV. 
In general, HIV‑related immunosuppression improves systemic 
lupus erythematosus  (SLE) symptoms and antiretroviral 
therapy may lead to an autoimmune disease flare subsequent 
to the increase of circulating CD4+  cell number.[3] There 
are many case reports of HIV patients diagnosed with 
SLE as part of an immune reconstitution syndrome that 

Figure 1: Erythematous scaly plaques on the face

Figure 2: Hyperkeratosis and follicular plugging. Vacuolar degeneration 
of basement membrane. Dense superficial and deep lymphocytic infiltrate 

around adnexae and vessels. Dilated blood vessels in dermis (H and E, ×10)
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occurs after initiating HAART but very few with DLE.
[2] SLE has been suggested to be protective against HIV 
because of lupus‑related increased antibody production and 
possible anti‑retroviral effect of immunosuppressive agents.
[2] This particular coexistence of both the diseases is rare 
and peculiar. It can be considered as a new manifestation 
of immune reconstitution inflammatory syndrome. Further 
research needs to be done on the role of immunity in 
diagnosing and treating these patients. Patients of HIV 
presenting with DLE should be screened for the diagnosis of 
systemic autoimmune conditions.
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Letter in response to 
“Etiology of cervicitis: Are 
there new agents in play?” 

Sir,
Bansal et  al.[1] in their article on “Etiology of cervicitis: 
Are there new agents in play?”  (Indian Journal of Sexually 
Transmitted Disease and AIDS, 2022) have thoroughly 
analyzed the etiological profile of patients with cervicitis, 

who presented to their sexually transmitted infection  (STI) 
clinic. Etiological diagnosis of cervicitis and other STI 
syndromes has been a long‑felt need to effectively treat 
STIs and prevent their complications.
However, there are some issues that need attention:
The title of the study is “etiology of cervicitis” and the 
same is mentioned in the study design also, so the patient 
selection should have been limited to only those with 
cervicitis. However, the authors have also recruited patients 
who presented with cervicovaginal discharge and it is not 
clear whether they excluded patients with only vaginal 
discharge or included them in the analysis because patients 

Figure 3: Healed lesions with postinflammatory hyperpigmentation
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