by binding to and inhibiting the binding of this cytokine to
its receptors'’ 1%,

CASE REPORT

In April 2000, a 41-year-old, gaunt Hispanic man weighing 72,57 kg with
a 6 year history of HIV infection secondary to heterosexual contact
presented with severe distress and complained of severe fatigue, wasting.
and severe pain of 4 months’ duration in his back, knees, shoulders, elbows,
fingers, and toes. He had an intravenous (1V) portal through which he was
receiving antibiotic therapy for a presumptive diagnosis of osteomyelitis of
his right toe. Biopsies and cultures subsequently performed to confirm
osteomyelitis were negative. He had received numerous antibiotics,
including vancomycin, which caused renal insufficiency. A turbid aspirate
with increased white blood cells (WBC) was obtamed from his right knee,
but was negative to culture.

Radiographs of the right knee were unremarkable. He was unable to
transfer or raise his arms above his shoulders and used a walker for ambu-
lation. Synovitis of elbows, wrists, distal interphalangeal joints, knees,
ankles, and metatarsal joints was present. Swelling and erythema were
observed in several joints, particularly in the fingers and toes, associated

with diffuse, symmetrical pain. Limited extension of both elbows and
marked limitation of lumbar extension and restricted cervical movement
were noted. He could not straighten his lumbar spine and had marked pain
over both sacroiliac joints. He had severe onycholysis of all fingernails and
toenails (Figure 1). A scaly rash was present in his groin bilaterally and
around the head of the penis, and he experienced burning on urination.
Radiographs of his back and feet revealed no sacroiliac involvement. There
was some mild osteopenia of the distal staff tuft of the right great toe.

The treatment history included multiple NSAID and antibiotics to treat
his inflammatory arthritis and the presumptive diagnosis ol osteomyelitis.
He had started antiretroviral therapy (ritonavir 400 mg twice a day, lamivu-
dine 150 mg/day, zidovudine 300 mg/day. and saquinavir mesylate 400 mg
twice a day) in January 2000. with his HIV viral load being as high as
427,597 quantitative:ultrasensitive (Qn:US) copies/ml. It appeared that the
musculoskeletal and rash symptoms emerged when his HIV hiter was at this
level. On presentation, his HIV viral load had been reduced to 1600 Qn:US
copies/ml. He tested negative for rheumatoid factors and antinuclear anti-
bodies. Initial laboratory findings included hemoglobin (Hb)y 7.8 g/dl,
erythrocyte sedimentation rate (ESR) 152 mmv/h, red blood cell (RBC)
count 2.3 x 10 cells/ul, hematocrit 23.2%, WBC count 5700 cells/mm’,
and C-reactive protein (CRP) 65,7 mg/dl. His absolute CD4+ count at hase-

Figure 1. Fingers (A) and feet (B) showing
anycholysis, and sole of foot (C) showing scaly
rash prior to treatment. With permission from Dr.
A. Burdick, Department of Dermatology,
University of Miami, Miami, FL..
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