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Coinfection of centra nervous system by MAC and CMV in aHIV-infected patient
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Introduction: Mycobacterium avium complex (MAC) and Cytomegalovirus (CMV) are common opportunistic pathogens in Human immunodeficiency
virus (HIV)-infected patients, but central nervous system (CNS) involvement is rare. We report a case of HIV-infected patient who developed poly-
radiculitis and meningitis due to simultaneous MAC and CMV infection. Case description: A 44 year-old bisexua HIV-infected man on antiretroviral
therapy (ART) for 3 weeks presented paresthesia and progressive bilateral weakness of lower extremities, urinary retention and feca incontinence that
started six days ago. He had aready been diagnosed with disseminated MAC infection and had taken clarithromycin for 2 weeks. His initid CD4+ cell
count was 3/ul and plasma HIV vira load was 34,635 copies/ml. The spine MRI showed enhancement of filum terminale and meningeal enhancement
from T11 level to sacral area. CSF profile showed WBC, 980 cells/m; protein, 778.5 mg/dl; and glucose, 24 mg/dl. CMV PCR was positive and MAC was
isolated from CSF. Ethambutol and rifabutin and ganciclovir were added for MAC meningitis and CMV infection, respectively. In addition, methyl-
prednisolone was given a 1 mg/kg in consideration of the possibility of MAC-related immune reconstitution inflanmatory syndrome (IRIS). Follow-up
MRI after 3 weeks showed a dight decrease in enhancement of the lesion. His paraplegia recovered enough to walk with assistance after 5 months.
However, intrgperitoneal lymphoma was diagnosed and chemotherapy was started. Discusson. CNS MAC infection israre and prognosisis poor. MAC-re-
lated IRIS is usualy sdlf-limiting, but is hard to distinguish from active infection. Most previous cases of MAC-related IRIS occurred 5 to 10 months after
the commencement of ART. Polyradiculopathy dueto CMV infection is aso rare and only afew cases are reported. No coinfection of MAC-CMV in CNS
has been reported yet. Conclusion: In HIV-infected patients, neurological symptoms at spinal cord level may be asign of opportunistic infection by multi-
ple microorganisms and IRIS can develop during ART. Rapid diagnosis and treatment should be warranted to minimize neurological damage and improve
the prognosis.
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HFRS combined with community-acquired Pseudomonas aeruginosa bacteremiain previoudy hedthy adult
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Hemorrhagic fever with renal syndrome (HFRS) has become an important public hedlth issue because of the increasing incidence and should not be ex-
cluded in patients who have no travel history to risk area, especialy from October to December in Korea. Pseudomonas aeruginosa is a well-known noso-
comial pathogen in patients with underlying diseases. However, it can aso affect healthy people in communities. Here, we report the first case of HFRS and
community-acquired P. aeruginosa bacteremia in previously healthy adult. A 65-year-old man came to the emergency room (ER) on December 20, 2017
due to temporary loss of consciousness. Also, he complained fever, chills, myagiafor severa days. He was a pharmacist living in Seoul and had no recent
travel history. At ER, blood pressure was 107/65 mmHg, heart rate was 80 beats/min, and temperature was 39.1°C. He was mild confused. Forty-two hours
after admission, sudden hypotension developed with mental deterioration. Chest X-ray revedled bilateral infiltrates suggesting pulmonary hemorrhage and
edema. Encephalitis was suspected due to seizure episode and generalized ow waves on e ectroencepha ography. Laboratory findings showed rend in-
sufficiency, thrombocytopenia and elevation of aspartate aminotransferase and alanine aminotransferase. P. aeruginosa were cultured in the blood collected
at the time of shock. Antibody against Hantavirus was seroconverted on follow-up by indirect immunofluorescent assay on the 21th hospita day (HD).
Antibiotics (piperacillintazobactam and amikacin), anti-convulsants and supportive care including rena replacement therapy, mechanica ventilation were
provided as shown in figure. After the 18th HD, the patient recovered from oliguria and developed polyuria from the 32th HD. His mentd status gradually
recovered to almost normal (GCS score 14) on the 20th HD and he was discharged at the 45th HD. His kidney function became normalized three months
after the onset.
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