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Case Report 

COVID 19 with HIV Infection – Dual infection- Is it on your timeline 

already or still a long hauler? 
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Background 

The COVID 19 has been a severe pandemic all 

around the world. Nowadays the patient with co 

infection of HIV with SARS CoV 2 was rarely 

reported. Here we report a special case of HIV and 

SARS CoV 2 co infection which was accidentally 

diagnosed and had a very  fast deterioration in her 

clinical condition. COVID 19 is a novel corona 

virus disease with over 3,72,32,322 confirmed 

cases worldwide.
1
The knowledge regarding 

epidemiology and clinical presentation have been 

evolving gradually in the past months since the 

initial identification. In the general population, the 

reported case fatality rate is 3.4 % in different 

countries.
2
The concern over the increasing risk of 

severe COVID-19 disease with patients diagnosed 

with HIV may be based on the assumption that 

PLHIV are more likely to be immunosuppressed. 

HIV infection is associated with abnormal 

humoral and T-cell–mediated immune responses, 

resulting in increased susceptibility to numerous 

opportunistic infections.
3
Here we are reporting a 

case of HIV and SARS CoV 2 co infection who 

presented with a mild dyspnea and fever and later 

progressed to fast deterioration .Given the urgency 

of the COVID-19 pandemic and the rapidly 

changing information about the disease, a high 

degree of vigilance is needed on the course of 

infection among PLHIV. As there are 37.9 million 

PLHIV and 1.7 million new infections each year
4
, 

patients of COVID-19-HIV co-infection are likely 

to increase with varied level of clinical 

presentation and severity. 

 

Case Report 

A  39 years old female presented to emergency 

department with complaints of  high grade fever 

since 4 days accompanied by mild dyspnea, oral 

ulcers and asthenia and COVID 19 RTPCR  

positive report. She had no contact history to any 

COVID patient and no significant travel history. 

The initial physical examination revealed a body 

temperature of 101.4 F, oxygen SPO2 88–90% on 

room air, respiratory rate of 24 breaths/minute, 
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blood pressure of 138/80 mmHg, and pulse of 110 

bpm. Investigation were suggestive of marked 

pancytopenia. Patient was accidentally diagnosed 

to have HIV. On detailed history it was found that 

patient’s husband was living with HIV since 2 

years and had been on antiretroviral treatment. We 

started the patient on anti-SARS-CoV-2 treatment 

administered with broad spectrum antibiotics, 

anticoagulant, corticosteroids, antivirals. Chest x 

ray done on admission showed clear lung fields 

and no significant abnormalities. 

Patient was kept under observation in High 

dependency unit where patient’s fever started to 

resolve along with decreased tachypnea. She 

denied fever, shortness of breath, chest pain, only 

cough persisted. Patient’s xray was repeated to see 

any developing pneumonia but it remained clear. 

Suddenly on day 5
th

 patient started to complain 

dyspnea at rest and desaturation was noted 

followed by tachypnea and altered sensorium, 

patient had to be immediately shifted to ICU. All 

the baseline investigations were repeated and 

patient was kept on NIV support. 

On day 6
th

 the patient’s condition further 

deteriorated and the clotting factors were deranged 

beyond normal range, tachycardia, hypotension 

and patient was transfused 4 Fresh frozen plasma 

due to oral bleeding which was significant. 

On day 7
th

 x ray was suggestive of ARDS with 

severe metabolic acidosis in the blood gas 

analysis. Patient was intubated and treatment 

optimised to maximum support, but despite all the 

efforts to save the patient, patient succumbed to 

disease on ninth day. 

 

         
                                           DAY-1                           DAY-4                            DAY-5 

   
                                                          DAY-7                             DAY-8 

 
 DAY-1 DAY-4 DAY-5 DAY-7 DAY-8 

TEMP(F) 101.4 100 98.8 99.8 98.6 

SYMPTOMS Fever, cough, malaise, 

headache, oral ulcers 

Fever, cough, 

malaise, headache, 

oral ulcers 

Cough, 

malaise, 

Dyspnea (2-3) 

Cough, 

malaise, 

Dyspnea(3-4) 

Fever, cough, 

Dyspnea(4) 

BP(mmHg) 138/80 140/90 120/76 100/60 90/60 

RR(cpm) 24 22 24 30 38 

HR(bpm) 110 96 100 122 130 

O2 sat(%) 88-90 91-94 91-94 80-85 70 

CXR findings Normal Normal B/L basal 

infilterates 

ARDS B/L 

pneumonitis 

TLC 1980   4450 12480 

Lymphocytes 4   3 2 
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Platelets 0.70   0.80 0.98 

ABG Respiratory 

alkalosis(partially 

compensated) 

  Metabolic 

acidosis 

(partially 

compensated) 

Severe 

metabolic 

acidosis. 

LDH/CRP/PT/INR/ 

D-DIMER/ 

Ferritin/Fibrinogen/apt/

PCT 

398/28/16/1.18/ 

0.43/ 

/480/350/39/0.5 

 450/48/1.68/0.5

0 

540/370/ 

40/0.6 

30.1/2.34  

 

Discussion 

In our case, oral ulceration, pancytopenia and 

rapid clinical deterioration along with history of 

husband HIV positive and on treatment, raised the 

suspicion of HIV disease, which was later found 

to be positive. Our patient had Significant 

detioration which could be due to HIV along with 

severe immune suppression, covid sequalae likely 

pulmonary embolism, worsening sepsis with 

MODS  or any thrombotic complication. 

Nowadays, the COVID-19 has been a worldwide 

pandemic disease. As an pandemic disease, viral 

shedding duration is the key to disease control. 

Some studies found asymptomatic people who 

were still carrying the virus after isolation for 14 

days
5
. There are recent evidences which raises 

concerns on using HCQs to treat the case 
6
. 

Further studies and data collection are needed for 

this. In our case, the patient had a history of fever 

and had findings of developing pneumonia. 

COVID-19 was diagnosed by the positive result of 

RT-PCR.  

Xu et al.
7
 concluded the risk factors of prolonged 

viral RNA shedding in COVID-19 patients: male 

sex, delayed admission to hospital after illness 

onset, and invasive mechanical ventilation. These 

risk factors cannot explain the prolonged duration 

of the patient in our report. Qin et al.
8
 reported 

that the total number of B cells, T cells, and NK 

cells decreased significantly in patients with 

COVID-19. And the sum of lymphocytes of the 

severe group dropped more significantly than the 

moderate group. So, the infection of SARS-CoV-2 

might be dramatically for the people living with 

HIV. On the one hand, the immune system might 

be impaired after the infection of SARS-CoV-2 by 

the depletion of T lymphocytes
8
. On the other 

hand,during the chronic phase of HIV infection, 

generalized immune activation, and systemic 

CD4+ T lymphocyte depletion occur
9
. 

Coinfection with HIV and SARS-CoV-2 does not 

appear to worsen COVID-19 infection outcomes. 

The greatest number of complicated COVID-19 

cases occurs in patients with chronic disease 

comorbidities, such as hypertension, diabetes, and 

cancer, in addition to those older than 60 years. 

However, the evidence is not sufficient to indicate 

whether mortality in patients with a severe 

immunosuppressed state is higher or lower
10

. For 

example, a study by Guo et al.
11 

in China 

concluded that the incidence of COVID-19 in 

people living with HIV is comparable to that of 

the general population. In addition, this study 

indicated that low CD4+ levels and high levels of 

viral load influence the lethal progression of 

COVID-19. For their part, Harter et al.
10 

 in 

Germany documented that of 32 patients with 

double infections of HIV and SARS-CoV-2, only 

9% died and 76% of these cases were reported as 

mild. Despite these findings, Vizcarra et al.
12 

 in 

Spain suggest that people living with HIV should 

not consider themselves protected from SARS 

infection-CoV-2 or having a lower risk of serious 

disease. In fact, there are not yet enough data to 

test or rule out this hypothesis.
13

 More recently, 

Gervasoni et al.
14 

 in Italy, found a 96% survival 

of HIV patients with SARS-CoV-2 coinfection. 

They argued that ART may have played a role in 

the positive evolution of COVID-19 in their 

patient study group. In fact, Del Amo et al.
15

 in 

Spain demonstrated that ART based on nucleotide 

reverse transcriptase inhibitors may protect 

patients from acquiring COVID-19. They noted 

that those HIV patients receiving tenofovir 

disoproxil fumarate (TDF)/emtricitabine (FTC) 

had a lower risk for COVID-19 and related 
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hospitalizations than those receiving other ART 

drugs. 

Why this case report? 

Our understanding of the risk of developing 

Severe COVID 19 in people living with HIV is 

still evolving. There are few case reports on Covid 

19 and HIV and few studies to accomplish the 

relation of the severity of this virus in people who 

are infected and how the disease behaves. 

 

Conclusion 

We found superimposed bacterial pneumonia with 

COVID-19 with HIV. These patients generally 

had poorer outcomes irrespective of controlled 

HIV or AIDS. Blanco et al.
16

, described a case of 

Pneumocystis jirovecii in a patient with AIDS and 

COVID-19 which responded well to antibiotics. 

They raised the issue of ensuring that pulmonary 

opportunistic infections are considered in the 

differential diagnoses of SARS-CoV-2 and HIV 

co-infection, particularly in AIDS patients. This 

was supported by Karmen-Tuohy et al.
17

, who 

found three patients with HIV and COVID-19 

developed superimposed non-AIDS related 

bacterial pneumonia, compared to only one HIV 

negative patient with COVID-19. All of the 

patients who developed a superimposed bacterial 

pneumonia died in this study, despite receiving 

antibiotic treatment. Whilst this is a small cohort 

of patients, it highlights potentially worse 

outcomes for patients who have a superimposed 

bacterial pneumonia with COVID-19. Patients 

with HIV show a higher incidence of bacterial 

pneumonia, which is inversely proportional to 

CD4 T-Cell count, when compared to the general 

population. Thus, superimposed bacterial 

pneumonia with COVID-19 is a significant 

consideration in PLHIV
18-22

. Our case report 

highlights the importance of identifying co-

infections, addressing co-morbidities, and 

ensuring a secure supply of ART for PLHIV 

during the COVID-19 pandemic. The 14 days 

isolation strategy might not be long enough for 

them. These patients need further evaluation along 

with stringent clinical support and monitoring to 

improve disease outcomes and quality of life. 
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