Pityriasis lichenoides et varioliformis acuta as
presenting feature of acute human immunodeficiency
virus infection
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Description
We describe a case of a 38-year-old woman who
presented to the emergency department with a
2-day history of generalised cutaneous rash associated with fever, chills and odynophagia. The skin
examination revealed an eruption of erythematous
papules of various sizes and different stages of
evolution distributed over the trunk, extremities,
including palms and plants, and, less prominently,
the face (figure 1A). Some of the lesions showed
a vesicular centre, whereas others had a peripheral fine scale and tendency to healing (figure 1B).
Erosions were also evident. At the buccal mucosa
and tongue, multiple erythematous red patches
consistent with oropharyngeal candidiasis were
noticed.
Laboratory findings revealed a normal complete
blood count, renal and liver function; C reactive
protein was elevated. Syphilis screening was negative. HIV testing was performed, demonstrating a
positive fourth generation antigen/antibody test,
a negative ELISA and a viral load over 1.000.000
copies per millilitre. The patient was diagnosed
with acute HIV infection.
Since the diagnosis of exanthema of primary
HIV infection was unlikely, the patient underwent
a skin biopsy. The histopathological examination
exhibited multifocal parakeratosis (figure 2A), with
sparse vacuoles in the basal layer and scattered
apoptotic keratinocytes mainly in the lowest half of
the Malpighian layer (figure 2B). The upper dermis
showed perivascular lymphomononuclear infiltrate
(figure 2C).
The correlation between clinical and histological
findings was consistent with the diagnosis of pityriasis lichenoides et varioliformis acuta (PLEVA).
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Figure 1 Erythematous papules of various sizes and
different stages of evolution distributed over the trunk
and extremities (A). Some showed a vesicular centre,
whereas others had a peripheral fine scale and tendency
to healing (B).

Figure 2 Histopathology of the lesions: multifocal
parakeratosis (A); sparse vacuoles in the basal layer
and scattered apoptotic keratinocytes (B); perivascular
lymphomononuclear infiltrate in the dermis (C).

The patient started topical corticosteroid and
antiretroviral therapy 1 week later and the lesions
improved.
PLEVA is a rare disease manifested by crops of
erythematous papules, mostly affecting the trunk
and extremities. Vesicles, crusts or ulcers, which can
coexist in different lesions, commonly develop and
heal in a period of weeks.1 2
The exact aetiology of PLEVA is still unknown.
Some theories have been proposed to explain its
pathogenesis: a lymphoproliferative origin, an
immunocomplex-mediated response or an inflammatory reaction to infection.3 4 Multiple agents
have been described, including β-hemolytic streptococci, Staphylococcus aureus, Toxoplasma gondii,
parvovirus B19, Epstein-Barr virus, cytomegalovirus, varicella zoster virus, human herpesvirus 7
and HIV.5–7
Only a few cases of association between PLEVA
and HIV have been reported.7 8 This situation could
lead to a diagnostic challenge, with this dermatitis
being mistaken for more common ones usually associated with HIV, such as primary exanthem of acute
retroviral syndrome, herpes zoster or secondary
syphilis.
The majority of cases regarding PLEVA in the
setting of HIV occurred in the acute stages of the
infection. Considering this, some authors postulate that dermatitis may be a marker of early to
mid-stages of HIV disease.8
The described case corroborates this theory and
its relevance is relying on two main aspects. The
first encompasses the atypical cutaneous features,
which unveiled to be PLEVA. The second refers
to its association with HIV, that might help understand the pathogenesis of the disease and must be
considered in the daily practice. Regarding this,
the authors believe that HIV testing should be
performed in the setting of PLEVA, especially if
the patient exhibits other findings associated with
impaired immunity.
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Learning points
►► Pityriasis lichenoides et varioliformis acuta (PLEVA) is rare

dermatitis which can be mistaken for more common ones
usually associated with HIV, such as primary exanthem of
acute retroviral syndrome, herpes zoster or secondary syphilis.
►► PLEVA may be triggered by HIV and represent a marker of
early to mid-stages of the infection.
►► HIV testing should be performed in the setting of PLEVA,
especially if the patient exhibits other findings associated
with impaired immunity.
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