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ABSTRACT

Article History:

During the first episode of heart failure, especially in young people, the real challenge after
symptomatic treatment is etiological research. HIV infection is known to bepredictive of cardiac
complications by several mechanisms. We report the case of a young person diagnosed with AIDS
after inaugural cardiacfailure on dilated cardiomyopathy.
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INTRODUCTION

DISCUSSION

Heart failure during HIV infection is so frequent and often
severe. Infection with the HIV virus can affect several heart
tunics: cardiomyopathies, pericarditis, endocarditis and
pulmonary hypertension. Compared to opportunistic infections,
cardiac damage and especially dilated cardiomyopathy during
HIV infection are rarely studied. We report the case of a young
man aged 39 years, who is present on dilated cardiomyopathy.

Cardiac involvement in HIV infection can be observed
especially at the stage C, according to the Atlanta CDC
classification (Longo-mbenza et al., 1997). The prevalence of
cardiomyopathies during HIV infection is poorly specified, it is
from 2.7% to 17% according to limited series (El Hattaoui
et al., 2008). The delay in diagnosis can be explained the fact
that this cardiac involvement during HIV infection can remain
asymptomatic for a long time, but it can also be translated into
a table of heart failure usually global (Rakotonirina et al., 2014;
Bouramoue and Ekoba, 1996). The mechanism is explained by
myocarditis due to viral infection with HIV or the co-infection
with other cardio tropicviruses in over 80 % cases
(Rakotonirina et al., 2014; Bouramoue and Ekoba, 1996).
Besides, there is the indirect mechanism comprising the
development of cardiac auto-antibodies, food deficiency, in
particular in thiamine and selenium, and the role of
antiretroviral therapy, nucleoside analogues (AZT) and certain
inhibitors of protease have also been mentioned. Dilated
cardiomyopathy in patientsHIV positive is serious and is
associated with poor prognosis for cardiomyopathy other
etiologies (Silver et al., 1984). It is explained by the fact that
this cardiomyopathy remains asymptomatic for a long time and
most patients are diagnosed with advanced stage of HIV
infection with CD4 count very low, less than 400 / mm3.
Cardiac Echocardiographyshould be systematic for all
patientsof HIV because it can detect early this cardiac
involvement by the evaluation of the function diastolic and
systolic blood pressure of the left ventricle, every year.

Clinical case
It is about Mr F.S: 39 years old, without known medical
history, under adverse socio-economic conditions. Admitted in
a table of inaugural overall heart failure. The ECG has
objectified a left bundle block (Figure 1). The
echocardiography showed dilated cardiomyopathy with severe
systolic dysfunction with pulmonary hypertension (Figures 2
and 3). Coronary angiography was normal. Cardiac MRI noted
an appearance of viral myocarditis (Figure 4). The biological
assessment highlighted a lymphopenia and HIV test was
positive. CD4 at 72 cells/mm3 and the viral load at 2100000
cu/ml. The remainder of the viral serologytesting and the blood
test were normal. After the control of 03 months, the patient
has moderately well evolved under VIH bi-therapy and
Ramipril.
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Fig. 4. Cardiac MRI showing a dilated LV and inflammatory wall
Fig. 1. ECG : Left Bundle block

The recommendations of the European Society of Cardiology
advocate Magnetic Resonance Imaging for the measurement of
volumes, mass and LV ejection fraction (Longo-mbenza et al.,
1997). HIV testing must be systematic in the face of all
unexplained dilated cardiomyopathy because it is still low
despite the increase in the global prevalence of this infection.
Conclusion
Expanded cardiomyopathies are increasingly secondary. AIDS
is one of the etiologies that are no longer exceptional. The
echocardiography and the cardiac MRI are of great use to the
diagnosis alongside the blood biological test.
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