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Abstract

This report describes a case of a postoperative gastric cancer patient with AIDS whose window period is extremely
longer than normal. The patient suffered from recurrent pulmonary infection after operation. Multiple and Broad-
spectrum antibiotic was employed but the curative effect was not satisfying. Occurrence of anemia made the disease
much more complicated, and the patient was finally diagnosed AIDS. We analyze the factors that may prolong the
window period. Because the postoperative gastric cancer patient are susceptible to infection, which caused by poor
nutrition status and immune compromise, it is easy to overlook the possibility of AIDS. And we found TCM treatment

of AIDS has been an unexpected result in this patient.
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Introduction

“Acute window period” of 3 to 6 weeks have been widely accepted.
Nevertheless, in rare cases, patients do not develop HIV antibodies
despite demonstrable infection. In 2005, a case report, was published
describing a patient with common variable immunodeficiency who
lacked HIV antibodies over a 10-month period but had repeatedly
detectable HIV-1 viral loads as high as 300 000 copies per milliliter
[1]. HIV antibody test may not be sufficient to diagnose all subjects
with HIV infection.

Gastric cancer is an important public health challenge as the fourth
most common cancer and the second cause of cancer mortality
worldwide [2]. Surgical resection is the mainstay of treatment for
gastric cancer [3]. While Patients with HIV infections more often
present with a specific malignancy, such as Kaposi’s sarcoma and
non-Hodgkin lymphomas [4]. Herein, we describe a case of an
extended window period HIV-1 infection patient who presented
with gastric cancer.

To our knowledge, this patient is the first report of an extended
window period HIV-1 infected patient who presented with gastric
cancer. Two clinical questions are raised: the well-known “window
period” applies to “special patients”, for example a patient with
severe immunodeficiency; and plasma RNA test should be installed
for diagnosis of some rare seronegative HIV infections with
presentation of severe immunodeficiency.

Case Report

A 60-year-old male presented with Paroxysmal left upper abdominal
pain, aggravated after eating, with acid reflux, nausea, and vomiting
in February 2014. He had accessed to prostitutes several times in
2013. Esophago-gastro-enoscopy revealed a 4.0x5.5cm mass at the
posterior wall of the middle and lower part of gastric body along the
greater curvature, from which biopsies showed adenocancer. HP (-).
Scans of CT showed significantly increasing uptake at the described
location. No evidence of metastases was appreciated. Infection
markers including HIV antibody, Syphilis were negative. On March
3, 2014. Billroth I gastrectomy and D2 lymphadenectomy were
performed. Postoperative pathologic diagnosis was ulcerative type
moderately-poorly differentiated adenocancer, Tumor infiltrating
muscular layer of stomach, Lymph node negative (0/18). No
blood transfusion was performed during the operation. No other
interventions were undertaken. On the fifth postoperative day, the
patient had a fever, and the maximum temperature was up to 39.6 °C.
The symptoms were stepping with cough, spitting yellow thick
phlegm, and the patient was diagnosed with pulmonary infection. The
patient was given treatment such as anti-infection and rehydration,
which alleviated the symptoms. But the patient admitted hospital
many times because of pulmonary infection repeatedly. In March
2016, the patient coughed and spitted yellow thick phlegm again,
with dizzy, feeble, and palpebral conjunctiva were pale. Blood
data were as follows: CD4*, 28%; CD8", 70%; CD4* /CDS&", 0.4,
HB 66g/1, HIV-1 antibody (+), HIV viral load was > 124 copies/
ml. The patient insists on traditional Chinese medicine, and other
therapy including highly active anti-retroviral therapy (HAART)
was adopted recently. On March 28, 2017,the last Lymphocyte
detection manifested CD4", 36%; CD8", 45%; CD4"/CD8", 0.8.and
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the HIV viral load was <40 copies/ml. The patient’s course after
taking Chinese medicine is shown in Fig. 1.
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Discussion

This report describes a case of an extended window period HIV
infection patient who presented with gastric cancer. Although the
cancer and surgery leading severe immunodeficiency made the
diagnosis more difficult.

When the diagnosis of HIV infection and AIDS was eventually
made, the patient eventually admitted that he acquired HIV via
sexual contacts before May 2013, but the infection markers were
still negative in May 2014. His window period lasted at least one
year, which greatly exceed the generally acknowledged of window
period. There are several possibilities for repeatedly negative
of HIV antibody results in these HIV-infected patients. Some
recognizable reasons, such as early antiretroviral therapy, or B-cell
functional defects, could not explain the case in our patient [5,6].
The possibility of infection with a rare strain (such as HIV Group
N or M) undetectable by ELISA screening test also seems unlikely
because of the rarity and geographic distribution of these strains [7].
The most likely cause of negative HI'V antibodies tests in our patient
was the poor nutrition status and immuno compromise. Though
the exact cause of HIV seronegativity remains unclear, most such
cases, tend to present with severe immunodeficiency associated
with opportunistic infections and wasting syndrome, delayed
diagnosis of HIV infection, as well as rapid disease progression.
This phenomenon is worth further investigations [8-11].

Reviewed 26 cases of seronegative HIV-1 infection reported
worldwide over the years, they all had a rapid disease progression and
poor prognosis [7,8]. None of these 26 patients presented with gastric
cancer as seen in our case. Therefore this case was a substantial
clinical challenge for his physicians. And the major purpose of
using traditional Chinese medicine is anti-cancer. Surprisingly, the
patient gain additional benefits from TCM. His CD4" /CD8", the
characteristic laboratory indexes had been improved. The index
restored to normal since HAART have been added from December
2016. Despite the mechanism is still not clear, TCM is still an
effective treatment that we can use.

In summary, we reported here a rare case of an extended window
period HIV infection patient who presented with not AIDS-defining
neoplasms whose diagnosis of HIV infection was delayed for at least
one year due to the first negative HIV antibodies tests. Our report
raises two clinical questions and proposed an adjuvant treatment
of AIDS that effective for the patient. Clinicians caring for patients
with opportunistic infections or not AIDS-defining neoplasms or

severe immunodeficiency and poor nutrition status, but for whom
screening HIV results are negative first, should be screening HIV
antibody test repeatedly. Meanwhile the window period for these
patients is subject to further observation. After diagnosed, if the
patient is not willing to take or physical state cannot tolerate HAART,
TCM is another way.
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