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Pearls and pitfalls: Two contrasting HIV diagnoses in the
COVID-19 era and the case for screening

The risk of coronavirus disease 2019 (COVID-19) to people living
with HIV (PLWH) remains poorly understood. There have been over
400 reported cases of COVID-19 and HIV coinfection reported
throughout Europe. The majority consist of those with an established
HIV diagnosis, receiving antiretroviral therapy (ART).

Two cases of previously undiagnosed HIV presenting to sec-
ondary care with respiratory symptoms are detailed in this series,
with a view to extrapolate lessons on blood-borne virus (BBV)
screening in the COVID-19 era.

The first patient, a fit and well white Scottish 38-year-old man,
with a body mass index (BMI) of 24.6, presented after 5 days of
dyspnea and a productive cough. His temperature was 38°C and
SpO2 was 89% on room-air. Investigations were remarkable for a
lymphocyte count of 0.7x10%/L, a C-reactive protein (CRP) of
242 mg/L and a chest radiograph demonstrating subtle bibasal
consolidation. Subsequently, severe acute respiratory syndrome
coronavirus 2 (SARS-CoV-2) was present on polymerase chain re-
action (PCR) from a viral swab. He rapidly deteriorated with pro-
gressive respiratory failure requiring intubation and ventilation.
Whilst intubated, a routine BBV screen on day four of admission
demonstrated HIV seropositivity. There were no discernible clinical
or lifestyle risk factors for this diagnosis of bar disease severity. At
diagnosis, the viral load was 6.35 log10 and CD4* was 220 cells/mm?.
ART (emtricitabine/tenofovir and dolutegravir) and cotrimoxazole,
for pneumocystis jiroveci pneumonia (PJP) prophylaxis (PCR nega-
tive), were commenced via nasogastric tube. He went on to make a
full recovery and was discharged on day 17 of admission.

The second patient was a white Scottish 51-year-old man with a
BMI of 23.6. He had a background of herpes zoster, weight loss, oral
candidiasis, and pernicious anemia. He presented with dyspnoea and
diarrhea. The examination was unremarkable save oral candidiasis.
He was afebrile, tachycardiac at 120 bpm, mildly dyspneic at 23 bpm,
and oxygen saturations were 96% on air. Bilateral consolidation on
chest radiograph was reported as indeterminate for COVID-19.
Blood investigations demonstrated a lymphocyte count of 0.4 x 10% a
CRP of 27 mg/L and p-dimer of 720 ng/mL. It was felt that COVID-19
was a likely diagnosis. A computed tomography pulmonary angio-
gram was performed, ruling out a pulmonary embolus but demon-
strating bilateral ground-glass changes that were reported as atypical
for COVID-19. Despite these findings and two negative swabs for
SARS-CoV2 PCR, COVID-19 remained the clinical diagnosis until day
6 of admission when a BBV screen confirmed HIV seropositivity with
a viral load of 5.28 log10 and CD4* 25 cells/mm?®. A subsequent

sputum sample was positive for PJP on PCR for which he was started
on treatment dose cotrimoxazole. He was started on ART (em-
tricitabine/tenofovir and raltegravir) before discharge. He was
discharged on day 19 with follow-up by infectious diseases.

The current scientific consensus is that PLWH receiving treat-
ment is at no greater risk of severe COVID-19."* However, the
evidence base in the published literature pertains to stable patients
with a suppressed viral load. To the best of our knowledge only seven
patients diagnosed with HIV at presentation with acute COVID-19
have been reported (see Table 1).>¢ There is an inference of higher
disease severity and younger age at presentation, however, con-
ventional risk factors such as obesity or respiratory disease impart
significant variability.’>*® Case 1 is the first to our knowledge
requiring intubation.

These cases confer salient lessons. First, HIV and COVID-19
coinfection was diagnosed in the absence of risk factors, prompted by
high disease severity in an atypically young and fit patient. On the
second case, a classic presentation of PJP, a COVID-19 mimic, was
initially missed in the context of the pandemic, due to similarities in
clinical presentation, radiographic changes, and blood parameters.

There are approximately 7500 patients living with undiagnosed
HIV in the UK.” They are considered immunosuppressed, under the
assumption that this may correlate with a severe COVID-19 phe-
notype.® Previous case series have observed a nonsignificant corre-
lation between a low CD4" count and increased disease severity
(Table 1), but this is inconsistent.” Without other risk factors for
COVID-19, the severe presentation in case one supports this asser-
tion. This also supports previous findings of a lower age requiring
hospitalization.”*®1* Larger studies in high-prevalence settings are
required to explore these associations further.

The British HIV Association recommends HIV screening for
community acquired pneumonia presentations.’ However, there is
currently no extension of this to patients with COVID-19. A sys-
tematic review published in July 2020 states that HIV testing should
be offered to anyone presenting with a clinical picture of viral
pneumonia.®

Active patient screening is required to extend our knowledge of
the role of HIV as a risk factor for COVID-19. Undiagnosed PLWH
represent a vulnerable patient group and advocating routine BBV
screening is essential for those requiring hospitalization with
COVID-19. The additional benefit of this would be prompting the
early diagnosis of mimics such as PJP, seen in the second case, which

conveys a high mortality and requires aggressive treatment.
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Capacity in virology laboratories may preclude mass testing,
however it should be advocated for in high-prevalence areas and in
younger patients with atypically severe presentations. There may be
a role for point of care HIV-antibody tests depending on local

epidemiology and resources.
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