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delivered in our hospital. Remaining 64 deliveries 
included abortions, premature births, and home 
delivery. Out of 249 hospital deliveries, in 33 (13.25%) 
cases, there was intrauterine death of baby, and 
2 babies were brought late after delivery. Hence, 
nevirapine was not given in these 35 cases.

In 214 deliveries, 29 (11.64%) babies expired before 
discharge of the mother. Out of 185 live births, 
99 babies were brought for follow‑up and tested 
after 18  months to check their HIV status. Out of 
99 babies, 88  (88.88%) were negative for HIV at 
18  months of life. Only 11 (11.12%) babies born to 
HIV‑positive mothers were positive.

Dried blood spot  (DBS) test for diagnosis of HIV 
infection in babies from 6  weeks of life become 
available since 2009 to 2010; 40 babies were screened 
by DBS test at 6 weeks of their life. Two babies tested 
positive for HIV‑1 and the remaining 38 were negative.

In our setup, the risk of parent to child transmission 
is reduced to 0.32% from 1.05%, noted in 2002. 
Mother to child transmission rate was 11.12% in 
our setting. This was because of  opting for cesarean 
section, nevirapine therapy and top feeding preferred 
after counseling services, as noted previously.[4] 
Higher rate of 32.89% was noticed in Amritsar.[5] 
The intrauterine deaths were recorded in 13.25% 
HIV‑infected mothers.

ACKNOWLEDGMENT
We acknowledge Mr. Rajendra Aher (Laboratory technician), 
Dr.  Shubhangi Kulkarni, and Dr.  Hitesh Adchitre, 
SBHGMC, Dhule, for their help in data collection and 
analysis.

Mrudula N. Dravid, Arun Moray, Ravindra K. 
Khadse, Suwarna U. Phute

Department of Microbiology, Shri Bhausaheb Hire 
Government Medical College, Dhule, India

Address for correspondence: 

Dr. Mrudula N. Dravid, Department of Microbiology, 

Shri Bhausaheb Hire Government Medical College, 

Malegaon Road, Dhule ‑ 424 001, Maharashtra, India. 

E‑mail: mn_dravid@rediffmail.com

REFERENCES
1.	 UNAIDS 2008 Report on the global HIV/AIDS epidemic. Joint 

United nations programme on HIV/AIDS.  [cited 2008  July]. 
Available from: http//www.unaids.org [Last cited on 2008 Jul].

2.	 Agrawal S, Sawant S, Shastri J. Paediatrc HIC in Mumbai. Indian J 
Sex Transm Dis 2011;32:57‑8.

3.	 al‑Nozha MM, al Fra AR, al‑Naseer M, Ramia S. Horizontal versus 
vertical transmission of human immunodeficiency virus 1 (HIV‑1) 

experience from southwestern Saudi Arabia. Trop Gogr Med 
1995;47:293‑5.

4.	 Marfatia YS, Sharma A, Modi M. Overveiw of HIV/AIDS in India. 
Indian J Sex Transm Dis 2007;28:1‑5.

5.	 Jindal N, Agrawal A. Perinatal Transmission rate of HIV infection 
in Amritsar (Punjab). Int J Med Microbiol 2006;24:146‑53.

Access this article online
Quick Response Code: Website: 

www.ijstd.org

DOI: 

10.4103/0253-7184.112949

Behcet’s disease 
simulating secondary 

syphilis in an 
HIV‑infected patient

Sir,
Behcet’s disease is a systemic vasculitis of unknown 
origin. In predisposed patients, bacterial or viral 
infection could trigger cross‑reactive autoimmune 
responses resulting in Behcet’s disease.[1] Occurrence 
of Behcet’s disease in patients with human 
immunodeficiency virus  (HIV) infection may be 
atypical and pose a diagnostic challenge. We 
describe a case of Behcet’s disease occurring in HIV 
positive patient with false positive veneral disease 
research laboratory  (VDRL) test.

A 32‑year‑old married female presented with 
multiple skin colored to erythematous painful 
papules and plaques over neck and shoulder. 
She also had history of recurrent oral and genital 
erosions and ulcerations, four to five episodes in 
1‑year duration which used to heal in a span of 
2‑3  weeks with treatment, details of which could 
not be found. The patient was also having moderate 
grade fever and joint pains, with difficulty in 
continuing her daily routine activities. Her spouse 
expired due to high‑risk sexual behavior and chronic 
alcoholism.

On examination there were multiple erythematous, 
tender, infiltrated papulo‑nodules coalescing 
into plaque predominantly over neck and 
shoulder  [Figure  1]. Examination of the oral 
cavity showed multiple superficial erosions with 
surrounding rim of erythema over the hard palate 
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and gingiva. Genital examination revealed single 
erosion over labia along with multiple healed 
atrophic scars  [Figure  2]. There were no other 
cutaneous or systemic signs or symptoms. 
Examination of the abdomen, lungs, and 
cardiovascular and central nervous systems showed 
no abnormality and ophthalmic examination was 
normal.

The differential diagnosis of Behcet’s disease, 
recurrent herpes simplex, and secondary syphilis 
were considered.

Histopathological examination of a biopsy from 
one of the lesion over the neck showed dense 
neutrophilic collections in the dermis and 
peri‑appendageal areas with mild papillary dermal 
edema and focal leucocytoclasia, suggestive of 
Behcet’s disease  [Figure  3]. In due course, she 
developed multiple papules at the sites of blood 
collection within 48 hours indicating positive 
pathergy test  [Figure  4]. On investigations 
erythrocyte sedimentation rate was raised with 

42  mm at the end of 1 hour. Her VDRL test was 
positive with 1:32 titer. However, trepenoma 
pallidum hemagglutination assay  (TPHA) test was 
negative. The ELISA test for HIV was positive. The 
CD4 count was 342  cells/cumm.

The history of recurrent oral ulcerations  (>5 episodes 
in 1  year), with recurrent genital ulcerations along 
with positive pathergy test fulfilled the International 
Study Group diagnostic criteria for Behcet’s Disease.[2]

Based on above history and investigations a diagnosis 
of Behcet’s disease in HIV patient was made.

Patient was treated with oral Dapsone 100  mg 
daily at night along with oral Colchicine 0.5  mg 
twice daily. Gradual resolution of skin lesions was 
seen with decrease in oral and genital ulcers over 
a period of 2  months. Patient was also referred 
for antiretroviral therapy  (ART) and further 
investigations and management to ART center in 

Figure 1: Multiple erythematous infiltrated papules and plaques over the 
neck

Figure 2: Single shallow erosion and few healed atrophic scars of 
previous lesions are seen over labia majora

Figure 3: Normal epidermis with dense neutrophil predominant infiltrate 
in dermis, mild papillary dermal edema, and focal leucocytoclasia 
with extravasation of RBCs is seen. No true vascultis was seen. 

(H and E, ×40, ×100, respectively)

Figure 4: Edematous papulonodular lesion developed at site of needle 
prick on forearm suggestive of positive pathergy test
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our institute. Unfortunately the patient was lost to 
follow‑up.

Biological false positive VDRL test are seen in 
various conditions like, lupus erythematosus, 
lepromatous leprosy, infectious mononucleosis, 
malaria, viral hepatitis, relapsing fever, tropical 
eosinophilia, narcotic abuse, old age, malignancies 
and Behcet’s disease with HIV infection as in our 
case.[3]

The occurrence of both Behcet’s disease and HIV 
infection may be coincidental, a Behcet’s‑like 
presentation of the complications of HIV disease, 
or HIV infection causing or predisposing to a 
Behcet’s‑like illness. HIV‑induced disturbances 
in the immune system may result in clinical or 
immunological findings usually associated with 
autoimmune diseases and increased susceptibility to 
certain viral infections.[4,5] Improvement of Behcet’s 
disease with zidovudine and with triple drug ART 
has been reported.[5,6] In our patient, good response 
to dapsone and colchicine was seen. However, 
patient was lost to follow‑up.

This case highlights both clinical resemblance to 
secondary syphilis and biological false positive 
VDRL test in a setting of HIV infection in a patient 
with Behcet’s disease, creating diagnostic dilemma. 
Whether HIV infection or Behcet’s disease is a 
cause of false positive VDRL can not be said in our 
case. Moreover, Behcet’s disease was a presenting 
manifestation of HIV infection in our case. Thus, 
Behcet’s disease may cause false positive VDRL; 
hence advised TPHA is advisable to confirm 
diagnosis of syphilis.
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Genital tract infection 
of women in Southern 

Orissa with special 
reference to pelvic 

inflammatory disease
Sir,
Genital tract infection  (GTI) includes vulvitis, 
vaginitis, and cervicitis, which subsequently 
ascends to the upper genital tract causing pelvic 
inflammatory disease  (PID).[1] Important causative 
organisms include Chlamydia trachomatis and 
Neisseria gonorrhoeae, Mycoplasma hominis, 
Ureaplasma urealyticum, Gardnerella vaginalis, 
and Escherichia coli. [2] Ninety sexually active 
females  (20-45 yr age group) with complaints of 
abnormal vaginal discharge, lower abdominal pain, 
dyspareunia, irregular vaginal bleeding were taken 
as cases and 30  females without such complaints 
were included as controls. Five endocervical swabs 
were collected from each patient and processed for 
direct microscopic examination and culture. Sample 
was examined for curdy discharge, pH, and amine 
test with 10% KOH. Swab in the tube containing 
normal saline was checked for motile trophozoites 
of Trichomonas vaginalis under the low power 
microscope. Gram staining was done and examined 
for presence of clue cell. Culture of each specimen 
was done for aerobic bacterial isolation, Mycoplasma 
spp., and budding yeast cell. Isolated Mycoplasma 
strains on pleuropneumonia‑like organism  (PPLO) 
agar were identified on the basis of typical colonial 
morphology and further confirmation was done 

Avinash
Rectangle


