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• Mr BD 33-year-old male admitted in our hospital on 8th June 2024
o Imparting past history :diagnosed HIV 1 in 2016, taken irregular ART for 3

years and stopped since 2019.

• Present complains since 20 days
o Low grade intermittent fever
o Difficulty in sitting, standing & walking : gradually increasing
o Increasing pain in extremities, started from lower extremities, now affecting

upper extremities.
o Admitted for above complaint in tertiary care hospital Udaipur from 4th June

to 7th June 2024. Did not improve.

• Discharge Diagnosis was:
o AFI with acute onset progressive paraparesis with sensory involvement.
o Inflammatory myopathy
o PLHA.



Investigation : 
Udaipur
• SGPT 285 (10-50)

• SGOT : 329 (10-50)

• CPK Total : 2027
• LDH : 641 (135-214)

• Absolute CD4 : 33
• NCV : Sensory Axonal 

Neuropathy.

Date 05/06/2024
Hb 12.1
TC 7500
PC 263000
ESR 97
CRP 52
LDH 641
CPK TOTAL 2027
Creatinine 0.5
Na 134.6
K 4.6
Urine Myoglobin
SGPT 285
SGOT 329
Alkpo4 117
Bilirubin 0.31
S. Protein 6.6/2.3/4.3
HBsAg NR
HCV NR
VDRL NR
S. Typhus NR
Dengue PCR/ NS1 NR
B12 2000



Udaipur Ahmedabad
Date 05/06/2024 : 08/06/2024
Hb 12.1
TC 7500
PC 263000
CD4 33
ESR 97
CRP 52
LDH 641 1033.57 (125-200)
CPK TOTAL 2027 3709.46 (30-200)
Creatinine 0.5
Na 134.6
K 4.6
Urine Myoglobin 800 (<65)
SGPT 285 264
SGOT 329
Alkpo4 117
Bilirubin 0.31
S. Protein 6.6/2.3/4.3
HBsAg NR
HCV NR
VDRL NR
S. Typhus NR
Dengue PCR/ NS1 NR

B12 2000

• Opinion :
• Neurologist & Immunologist
• ANA by If & Blot : Negative.

• MRI Brain: No evident acute infarct
or intracranial SOL.
• MRI spine: patchy hyperintense

cystic areas (T2 images) involving
multiple muscle of cervical,
thoracic, lumbar and pelvic regions-
suggest changes of myositis. MR
appearance could represent
changes of disseminated
cysticercoses infection.

Ahmedabad :  08-06-2024



Multiple hyperintense foci in sternocleidomastoid & paraspinal muscles



Multiple discrete hyperintense foci in paraspinal 
muscles & chest wall in cervico-dorsal region.



Multiple discrete hyperintense foci cysts in posterior 
paraspinal muscles (Coronal Plain) 



Case continued
09/06/24

• Considering parasitic 
infection, we ordered stool 
for OI.

• Stool Microscopy: Few 
Rhabditiform larvae of 
Strongyloides Stercoralis are 
seen.

• Hyperinfection syndrome of 
S. stercoralis



10/06/2024:

• Muscle biopsy  was performed 
from most tender area of neck

• HPE: The myofibers show 
presence of clusters of 
unstained ovoid yeast like 
body

GMS  StainHE  Stain

• Consistent with microsporidia. 
MICROSPORIDIAL MYOSITIS



Treatment

o Albendazole 400 mg 1 Bid
o  Ivermectin 200 mcg/Kg 
o Itraconazole 200 mg 1 Bid
o TMP SMX DS 1 Bid
o ART (DTG+3TC+DRV/r)
o Patient started improving clinically
o Was able to walk with support
o Biochemistry improved
o Patient was discharged on 9th day (16th June 2024)
o Follow up on 21th day



Date 05/06/2024 08/06/2024 11/06/24 16/06/24
LDH 641 1033.57 516

CPK TOTAL 2027 3709.46 2624.78 862

Creatinine 0.5 0.50 0.64

Urine Myoglobin 800 (<65) 615

SGPT 285 217 182

SGOT 329 478 233



Case continued
• Patient returned on unscheduled visit after 8th day of discharge (24th June 

2024)
• Severe pain in all extremities 
• Dyspnoea
• Difficulty in deglutition 
• Blurred vision
• High fever
• All muscle of body were tender on touch
• Blood Test & MRI was requested



Date 05/06/2024 08/06/2024 11/06/24 16/06/24 24/6/24

LDH 641 1033.57 516

CPK TOTAL 2027 3709.46 2624.78 862 2678

Creatinine 0.5 0.50 0.64 0.46

K 4.6

Na 124

Urine Myoglobin 800 (<65) 615

SGPT 285 217 182 227

SGOT 329 478 233 289



• Blood Culture : 2 Sets : Negative
• USG ABD & soft  Part : WNL except accidental  finding of gluteal  

abscess (4cm x 4cm)
• USG guided PUS Aspirated
• Direct Microscopy :
• GPC, Few septate branching fungal hypae, AFB Negative
• Modified Trichrome Stain : Plenty of Microsporidia.

• Bacterial Culture grew : MRSA.



Tongue & Tonsillar fossa

Multiple discrete hyperintense foci are seen involving muscles.



Case continued

• Albendazole, TMP SMX, Itraconazole and ART were continued in same dose.

• Pyrimithamine 25 mg : 2 Bid day 1 F/B 1BID 

• Nitazoxanide 500 mg : 2 Bid 

• Inj. Doxycycline 100mg i/v Bid 

• Inj. Methylprednisolone 40 mg Bid 

• RT insertion, Foleys catheter & symptomatic management started



Date 05/06/2024 08/06/2024 11/06/24 16/06/24 24/6/24 30/6/24

LDH 641 1033.57 516

CPK TOTAL 2027 3709.46 2624.78 862 2678 11324

Creatinine 0.5 0.50 0.64 0.46 0.69

K 4.6 5.6

Na 128 132

Urine 
Myoglobin

800 (<65) 615 583

SGPT 285 217 182 227 547

SGOT 329 478 233 289 983



Case continued

• Patient further deteriorated 

• Shifted to ICU

• External ocular muscles were paralyzed with no movement of eye balls 

• Relative refused for ventilatory support

• Patient succumbed on 9th day of admission



Literature review : Microsporidia

o Intracellular spore forming organisms-ubiquitous in the environment
o Approximately 220 genera & 1700 species are described
o Previously considered protozoa, now reclassified as fungi
o Clinical manifestations are diverse and include intestinal, pulmonary, ocular, 

muscular & renal disease.
o Diarrhoea or kerotoconjunctivitis : most common presentation. 
o Disease in immunocompetent and immunocompromised host

o Many species have been reported to infect humans as OI’s in association 
with AIDS.



• Transmission
o Not fully understood
o Foodborne, waterborne, person to person, animal to person, Vector borne, airborne 

transmission may be possible
o Myositis is associated with pleistophora spp and Trachipleistophora hominis. (T. 

hominis)

• Diagnosis
o Microscopic or Genomic detection of spores in stool, body fluid or tissue specimen.

o Light microscopy with a modified trichrom stain is used for diagnosis



Modified trichrome stains : microsporidia 
spores pink against blue/ green background.



Copyrights apply



• Treatment
o Albendazole 400mg twice daily - Effective against most microsporidia 

species. Duration 3 weeks
o Other agents: Itraconazole, metronidazole, azithromycin, doxycycline, 

sparfloxacin, sulpha drugs, atovaquone, nitazoxanide, octreotide, 
paromomycin.

o Species specific diagnosis is useful for guiding treatment.
o E. bieneusi Infection: Fumagillin 60MG daily for 14 days
o Simultaneous ART is to be started









Take Home message 

• Rarely occurring OI in HIV – probably under reported

• High index of suspicion

• High mortality if diagnosis is delayed

• All patients of HIV having myositis : subjected for biopsy with special stains

• HIV patients having diarrhoea should be ordered for modified trichrome stains

• Whenever possible sequencing should be ordered.



• Could this be IRIS ?

• Should I have deferred ART ?

• Science of ART is DYNAMIC ?

• Fumagillin : your experience ? 
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