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Introduction

Psoriasis is a chronic inflammatory dermatosis as common in 
HIV-infected patients as it is in the general population. Its preva-
lence is 2 to 3% [1].

Psoriasis may be the way HIV infection is found. If combined, 
it is more severe clinically, its severity being correlated with the 
level of immunosuppression. In addition, several drugs, usually 
used in the treatment of psoriasis, can worsen immunosuppres-
sion in the HIV-infected patient and induce interactions with 
other drugs, although patients generally improve with well-con-
ducted antiviral therapy. We report two clinical cases in which 
psoriatic erythroderma revealed HIV infection.

Case 1

21-year-old patient with a history of unprotected sex; con-
sulted for a non-itchy erythemato-squamous rash, of the face 
and scalp with rapid extension to the whole body, progressing a 
few months previously. The examination noted damage to the 
scalp and skin damage estimated at 90% without damage to the 
mucous membranes and without other signs of appeal, particu-
larly articular or other. The diagnosis of psoriatic erythroderma 
was made and the pre-therapeutic biological assessment ob-
jectified a positive HIV serology. The patient was being treated 
with triple antiretroviral therapy and local corticosteroids and 
emollients for his psoriasis. The course was quickly favorable 
with complete remission with in a year.
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Figure 1: Generalize derythrodermic psoriasis.

Case 2

53-year-old patient, without notable pathological ATCD fol-
lowed for psoriasis with an evolution in relapse and remission 
for which he was put on topical corticosteroids and methotrex-
ate with cure then recurrence, consulted for generalization of 
his psoriasis. The examination noted damage to the scalp; skin 
involvement estimated at 80% with nail involvement.

The patient was hospitalized, a biological assessment was 
carried out objectifying a positive HIV serology. The patient re-
ceived triple antiretroviral therapy, the course was marked by 
complete remission.

Figure 2: Auspitzsign: A:Clinical image B: Dermoscopic image

Figure 3: Control at 2 weeks from the start of anti-retroviral treat-
ment and topical corticosteroids: Beginning of lesion desinfiltra-
tion.

Figure 4: Control 3 months after the start of anti-retroviral treat-
ment: Almost complete desinfiltration of psoriasis plaques with 
scarring pigmented macules.

Discussion

Human Immunodeficiency Virus (HIV) infection is a major 
global epidemic. It is estimated that in 2016, 36.7 million people 
world wide were infected with HIV [2], Psoriasis is a prevalent 
systemic immune-mediated disease with cutaneous manifesta-
tions. Psoriasis has an estimated global prevalence of 2–3% of 
the Western population [1,3]. The prevalence of psoriasis in HIV 
infection does not, however, have consensus in the published 
literature but, it can be stated that the prevalence of psoriasis 
in HIV infection is at least as high as in the general population, 
and that this infection may be an independent risk factor for 
psoriatic disease. Several studies have demonstrated a relation-
ship between the clinical severity of psoriasis and the decrease 
in CD4þ T-lymphocyte count in HIV infection [4,5].

Psoriasis in patients with HIV infection is characterized by a 
wider range of presentations, more exuberant lesions, refrac-
tory to therapy, and more frequent relapses [6]. In fact, it is 
sometimes the sudden change of pattern of disease in patients 
with psoriasis or a de novo diagnosis of this condition featuring 
atypical characteristics which raises the suspicion of HIV infec-
tion. It is not uncommon to see the coexistence of various forms 
of psoriasis in the same individual in HIV infection.

Psoriasis is considered to be the second leading cause of 

Figure 5: Pigmented scars with a one-year follow-up.
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erythroderma in HIV-infected patients, after adverse drug reac-
tions [7]. According to several studies including a South African 
study, the most common clinical form is erythrodermic [8].

Psoriasis in HIV-infected individuals is more refractory to 
therapy and has more frequent relapses than in noninfected 
patients [4,5,9]. HIV-associated psoriasis is a challenging and 
difficult-to-treat disease that is associated with substantial mor-
bidity and mortality. In the HIV-infected population, treatment 
options are more limited and have the potential to lead to se-
vere complications.

Treatments for patients with HIV-associated psoriasis, like all 
patients with psoriasis, should be based on disease severity and 
the risks and benefits of each medication should be considered 
carefully before initiation. Potential treatments include the 
first-line recommended agents such astopical therapy, photo-
therapy, and antiretrovirals, and, secondarily, theoral retinoids. 
For more severe, refractory disease, cautious treatment with 
systemic immuno suppressants such as CSA, MTX, hydroxyurea, 
and TNF-ainhibitors may also be considered [10]. Regardless of 
the therapy, patients with HIV-associated psoriasis should be 
followed up carefully for potential adverse events with regular 
monitoring of the CD4 counts and HIV viral loads, and regular 
consultation with an infectious disease specialist.

In our first patient, erytrodermal psoriasis was inaugural; 
antiretrovirals combined with topical corticosteroids and emol-
lients led to rapid and total whitening of the psoriasis. In the 
second patient, the revelation of his HIV infection is caused by 
the aggravation of his already known psoriasis.

Conclusion

Sudden presentation of generalized psoriasis in a patient 
with no history of psoriasis, or worsening of the clinical form 
of psoriasis (extension of lesions, severe form such as erythro-
derma with no obvious cause) in an affected patient psoriasis 
should prompt the clinician to suspect immunosuppression and 
request HIV serology and / or viral load.

Therefore, therapy for the HIV infected patient is more chal-
lenging, requiring both careful consideration of the potential 
risks and benefits of treatment and more fastidious monitoring 
for potential adverse events.

Restoring the immune system of HIV positive patients with 
psoriasis alone can reduce the psoriasis lesions as was the case 
in our two patients.
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