An Unusual Cause of Chest Pain: Mycobacterium Avium Complex and
the Immune Reconstitution Inflammatory Syndrome
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The HIV-associated immune reconstitution inflammatory syndrome usually manifests as new infections or worsening of pre-
existing infections during the first few months of initiating anti-retroviral therapy. It is commonly associated with local or

systemic inflammation, presumably due to rapid reconstitution of host immune system. Here we describe a unique case of
the immune reconstitution inflammatory syndrome presenting as acute pericarditis and pericardial effusion caused by
mycobacterium avium complex. We also demonstrate that judicious use of steroids, along with pathogen specific
antimicrobial therapy, can prevent local complications of the inflammatory response. Journal of Hospital Medicine

2011;6:309-311. © 2011 Society of Hospital Medicine.
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Although antiretroviral therapy for human immunodefi-
ciency virus (HIV)-infected patients reduces viral load dra-
matically and improves immune function, some patients ex-
perience a clinical deterioration within the first few months
of therapy because of an exuberant and dysregulated
immune response—the immune reconstitution inflamma-
tory syndrome (IRIS). The exaggerated immune response
associated with this syndrome can be stimulated by either
antigens from infectious agents (typically a mycobacterium
or cryptococcus) or from autoantigens, giving rise to a het-
erogeneous range of clinical manifestations.! IRIS may pres-
ent as an inflammatory reaction that unmasks a previously
untreated infection or as a paradoxical worsening of an
infection that is being treated appropriately. Although most
cases of IRIS are mild and self-limited, some patients
require aggressive treatment.’

Case Report

A 53-year-old man was evaluated for a 5-day history of inter-
mittent chest pain. He had been diagnosed with HIV/acquired
immune deficiency syndrome (AIDS) 11 years ago but he had
not been compliant with therapy. Seven years earlier he had
been treated for 9 months with isoniazid for a positive tuber-
culin skin test. Three months before admission, he developed
methicillin-resistant Staphylococcus aureus skin abscesses and
was found to have a CD4 count of 1/puL and a HIV viral load
of over 400,000 copies/mL. He finished a course of vancomy-
cin, and was started on lopinavir, ritonavir, abacavir, lamivu-
dine, and zidovudine. Five days before admission, he was eval-
uated in the emergency department for intermittent chest pain
and described using cocaine. There was only J-point elevation
on the electrocardiogram (Figure 1A), serial cardiac enzymes
were negative, and he was discharged home. However, despite
discontinuation of cocaine use, his chest pain worsened,
became pleuritic, and was associated with dyspnea, which

prompted this admission. Physical examination was remark-
able only for tachycardia, although the electrocardiogram now
revealed diffuse ST segment (ST) elevation and PR segment
(PR) depression, consistent with acute pericarditis (Figure 1B).
Serial cardiac enzymes, viral studies, and bacterial, fungal, and
mycobacterial blood cultures were negative. His CD4 count
was 16/uL, and the HIV viral load was 870 copies/mL.

The patient was treated with high-dose ibuprofen and col-
chicine, but mild chest pain and electrocardiogram changes
persisted, and he developed a friction rub. A chest computed
tomography (CT) scan was negative for pulmonary embolism
and revealed no significant intra-thoracic pathology, except
for a moderate pericardial effusion that was confirmed by
transthoracic echocardiogram (Figure 2A). There was no
echocardiographic evidence of tamponade. He underwent
thoracoscopic pericardial and mediastinal lymph node bi-
opsy, along with drainage of the pericardial effusion. Pericar-
dial biopsy showed acute on chronic inflammation consistent
with pericarditis (Figure 2B) and culture was positive for
Mycobacterium Avium Complex (MAC). He was treated with
clarithromycin, ethambutol, and prednisone, and his antire-
troviral medications were continued. At 2, 6, and 12 months
follow-up, he was asymptomatic, the electrocardiogram had
normalized (Figure 1C), and the echocardiogram showed no
effusion or evidence of pericardial constriction.

Discussion

This case demonstrates a unique manifestation of the IRIS
associated with MAC infection, which more typically
presents as peripheral, pulmonary, or intra-abdominal
lymphadenopathy.>® It usually responds to MAC therapy,
although intra-abdominal disease portends a poor progno-
sis.>* This patient has two significant risk factors for the de-
velopment of IRIS: low CD4 count at the time of antiretrovi-
ral therapy and rapid viral clearance.>® While his CD4 count
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FIGURE 1. A: 12-lead EKG at initial ER visit showing J-point elevations and early depolarization changes. B: 12-lead EKG at diagnosis
showing changes consistent with acute pericarditis. C: 12-lead EKG at 2-month follow-up showing resolution of changes of acute
pericarditis. EKG, electrocardiogram. [Color figure can be viewed in the online issue, which is available at wileyonlinelibrary.com.]

(A) B)

FIGURE 2. A: Echocardiographic evidence of a moderate pericardial effusion. B: Hematoxylin-eosin (H&E) stain of the
pericardial biopsy showing acute on chronic inflammation (x200). [Color figure can be viewed in the online issue, which is
available at wileyonlinelibrary.com.]



response is lower than expected for IRIS, previous studies
have shown that functional immune recovery usually pre-
cedes quantitative CD4 count recovery, and that IRIS could
happen at low CD4 count."” Finally, we believe that the use
of corticosteroids accounted for his rapid clinical improve-
ment and favorable long-term outcome, consistent with pre-
vious experience of corticosteroid use in MAC-associated
IRIS.>* To our knowledge, this is the first reported case of
MAC-associated IRIS presenting as isolated acute pericardi-
tis and pericardial effusion. In conclusion, our case illus-
trates that IRIS can present as an abnormal immune
response to an opportunistic infection in an unusual loca-
tion. Clinicians must be aware that after starting antiretrovi-
ral therapy, new symptoms, including chest pain, might rep-
resent 1 of the IRISs, and that corticosteroids might be
beneficial when inflammation is severe.
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