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Fractures occurring in 
human immunodeficiency 
virus‑infected individuals 

observed in coastal 
Karnataka: A series of 

13 cases
Sir,
Human immunodeficiency virus  (HIV) till date has caused 
40.1 million deaths, and in 2021, 650,000 people died 
from HIV‑related causes.[1] HIV is no longer what it was 
two or three decades back becoming a manageable chronic 
health condition with increasing access to antiretroviral 
therapy  (ART). Opportunistic infections (OIs) which were 
common in HIV-infected individuals have decreased with 
the availability of ART and along with prophylaxis against 
OIs have resulted in an increase in life expectancy. The 
problem arising now are noncommunicable diseases with 
osteoporosis and fractures being one of the many known 
to occur in these individuals.[1‑4]

The present study was conducted retrospectively and 
included cases diagnosed with fractures in confirmed cases of 
HIV (diagnosed as per National AIDS Control Organization 
guidelines) who were admitted from August 01, 2013, to 
July 31, 2015, to a tertiary care hospital in coastal Karnataka, 
India.[5] Demographic details, clinical presentation, cause 
of fracture, bone involved, complications, co-infections, 
treatment and outcome were analyzed in this study.
During the study period, we encountered 13  cases with 
males being more commonly affected than females 

in a ratio of 10:3 and the age group most commonly 
affected being 40–50 years (n = 5). The status of HIV 
was known in four cases where two were on ART. 
Trauma was the main cause of fracture in all our 
cases. Fracture of long bones like radius, femur and 
tibia were the most common  to occur in our cases. 
Co‑infection of hepatitis B virus and development of 
osteomyelitis  (Staphylococcus  aureus was isolated by 
culture) were seen in two cases each. Majority of our 
cases showed improvement (n = 12) while one left against 
medical advice  and the outcome is unknown. All the 
13  cases are summarized in Table  1.
When we compare the general population to people living 
with HIV  (PLHIV), it was found that fractures occur 
approximately 10  years earlier in the latter.[2] Jespersen 
et  al. reported that the increased incidence of osteoporosis 
occurs in PLHIV, especially in 41–50 and  >51  years of 
age groups.[4]

The known risk factors for the occurrence of osteoporosis 
and fractures in PLHIV include age, ethnicity, past history 
of fractures, low body mass index, lifestyle, poor nutrition, 
hypogonadism, menopause, comorbidities, drugs, fall, HIV 
infecting immune and bone cell, direct effect of ART, 
gut microbial dysbiosis, bone mineral density changes 
and co‑infections with hepatitis C or B. ART regimen, 
especially tenofovir disoproxil fumarate, is known to 
contribute to bone loss.[2‑4]

We observed that fractures occurred more commonly in 
males of older age groups and involved predominantly 
long bones in PLHIV. To prevent fractures in PLHIV, 
bone fragility assessment of clinical risk factors along 
with the implementation of general preventive measures 
such as the promotion of physical activity and prevention 
of fall is recommended.[2,3] Furthermore, Vitamin D 
or calcium should be supplemented along with the 
initiation of ART and bisphosphonates can be used if 
anti‑osteoporotic drug is indicated.[2]
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Moth‑eaten alopecia: 
A clue to diagnosis of 
syphilis in a case of 

macular rash
Sir,
A 24‑year‑old unmarried yet sexually active male presented 
with low‑grade fever and malaise of 5  days duration 
and a faint non‑itchy rash on trunk and extremities 
of 2  days duration. The last sexual exposure was 
3  months ago with a female acquaintance in form of 
unprotected peno‑vaginal intercourse. The patient also 
provided a history of an ulcer over the glans penis 
roughly 2  months ago which healed on taking some 
oral tablets in the next 4  weeks. The vitals were within 
normal limits. The general physical examination revealed 
generalized non‑tender lymphadenopathy involving all 
major groups of peripheral lymph nodes  –  bilateral 
cervical, axillary, and inguinal  [Figure  1a]. There was a 
faint erythematous macular rash over the trunk as well 
as extremities  [Figure  1b]. Patchy hair loss was present 
over bilateral temporal aspect of the scalp suggestive 
of “moth‑eaten alopecia.” With this background, he 
was suspected to be a case of secondary syphilis 
and evaluated for it. His venereal disease research 
laboratory  (VDRL) test was strongly positive  (1:256); 
with Treponema pallidum hemagglutination  (TPHA) of 
1:640. Skin biopsy from one of the alopecic patches 

revealed perivascular infiltrates  [Figure  2a]. On higher 
magnification, these were identified as lymphoplasmacytic 
infiltrates with swelling of the endothelial cells  [Figure 2b]. 
Immunohistochemistry  (IHC) revealed CD38 
positivity confirming the presence of plasma cells 
consistent with secondary syphilis as the cause for the 
alopecia  [Figure  2c and d]. The patient was treated 
with single dose of 2.4 million units of intramuscular 
injection of benzathine penicillin. The rash resolved in a 
fortnight with fine scaling and lymphadenopathy resolved in 
4 weeks. The patient was counseled regarding the cause of 
alopecia and that hair is certain to regrow and was advised 
to follow‑up every 3 months.
Syphilis is truly a systemic disease mainly affecting 
the skin, central nervous system  (neurosyphilis), heart 
and major vessels  (cardiovascular syphilis), skeletal and 
subcutaneous tissue  (gumma), eyes  (ocular syphilis), and 

5.	 National AIDS Control Organization. Ministry of Health and Family 
Welfare, Government of India: National Guidelines for HIV Testing; 
2015. Available from: http://naco.gov.in/sites/default/files/National_
Guidelines_for_HIV_Testing_21Apr2016.pdf.  [Last accessed on 
2022 Oct 14].

Figure 1: (a) Shows involvement of temporal scalp in form of discrete oval 
2–4 mm sized alopecic patches. There is also an enlarged posterior cervical 

lymph node. (b) Involvement of trunk in form of faint erythematous 
macular rash
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