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[ INTRODUCTION

Mpox, formerly known as monkeypox, is a zoonotic viral infection caused by the Mpox virus, which is like the virus causing smallpox. People living
with HIV (PLWH) are at increased risk for severe outcomes from mpox due to their compromised immune systems. This vulnerability is particularly
significant for those with low CD4 cell counts or untreated HIV. The interplay between Mpox and HIV necessitates careful monitoring and
management, as co-infection can complicate the clinical course and therapeutic strategies. Early diagnosis and tailored treatment are crucial to
mitigate the impact of Mpox on this vulnerable population

| CASE-STUDY

A 32-year-old MSM with a history of multiple unprotected sexual and untreated HIV infection, presented with a severe Monkeypox virus infection. He
was referred to our unit by a local STI unit with a positive rectal swab for Mpox (Clade II) in January 2024. His clinical manifestations included fever,
lymphadenopathy, and rash (about 25-30 lesions). Laboratory evaluations showed detectable HIV RNA, low CD4 counts, and high inflammatory
markers (Table 1). Molecular diagnostics revealed the presence of M. hominis and U. urealyticum on the rectal swab, as well as HSV-1; M. hominis
was also detected in urine and in the oropharyngeal swab. He tested negative for N. gonorrhea and C. trachomatis. The results for TPHA and VDRL
were 1:5120 and <1:2, respectively. Several HPV lesions were identified on the perianal skin and the rectal swab was positive for genotypes
16,39,52,66. The patient experienced severe, intractable pain, which necessitated the initiation of opioid therapy. He began treatment with
tecovirimat, ganciclovir, doxycycline, and antiretroviral therapy with BIC/TAF/FTC (Table 1). Imaging studies, including a CT scan, identified
pseudonodular pulmonary lesions (Fig. 1B), and colonoscopy revealed severe proctitis without lesions in the sigma and colon (Fig. 1A). Although no
respiratory tract lesions were found during bronchoscopy, a molecular test on the bronchoalveolar lavage fluid was positive for Mpox. He receiving
tecovirimat for an extended duration of about 8 weeks, it was well tolerated with no signs of renal or liver toxicity observed. Despite the long and
off-label treatment with tecovirimat Mpox persisted in all significant sites. Over the course of treatment, there was a noted progressive reduction in
HIV following antiretroviral therapy and from the week 7 on going, HIV-RNA was undetectable. From approximately week 12, there were no longer
any skin lesions attributable to Mpox. Microbiological examinations revealed reactivation of CMV infection with the presence of the virus in multiple
sites (blood, rectal and oral swab) in the absence of organ localization (table 1). In addition to the infectious problems that were difficult to manage,
there was the pain component which required an increase in antalgic therapy and, above all, in the psychiatric management of the patient. The

patient remained hospitalized.
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Table 1. Assessment of the temporal trend of biochemical, virological status and therapy.
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The horizontal black lines represent the various therapies used, the moment they were started, concluded, or if they are still ongoing.



