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TB and HIV surveillance 
amid COVID‑19 pandemic

Sir,
Coronavirus	 disease	 2019	 (COVID‑19)	 has	 caused	 an	
unprecedented	 disruption	 of	 healthcare	 systems	 in	many	
countries.	This	might	 affect	 other	 public	 health	 programs	
that	 address	 critical	 infectious	 diseases	 such	 as	 human	
immunodeficiency	virus	 (HIV)/AIDS	and	 tuberculosis	 (TB).	
Currently,	COVID‑19	 testing	could	overshadow	global	HIV	
and	TB	 testing	 targets.[1]

Infection	 with	 SARS‑CoV‑2	 can	 impose	 a	 major	
health	 burden	 in	 patients	 who	 are	 already	 living	 with	
comorbidities	of	HIV.[2]	To	 reduce	 the	burden	of	COVID‑19	
infection	 in	HIV	patients,	 the	 surveillance	 for	HIV	 should	
be	 increased,	 leading	 to	 identification	of	more	patients	with	
less	 severe	 comorbidities.
Latency	 in	 HIV	 testing	 could	 result	 in	 patients	 being	
diagnosed	with	higher	viral	 loads	 and	 lower	CD4	counts.[2]	
This	 immunocompromised	 state	 increases	 the	morbidity	
and	mortality	 risk	 of	 these	 individuals	 in	 the	 presence	 of	
COVID‑19	 co‑infection.[3]

Previous	 pandemics	 of	 viral	 infections	 such	 as	 Ebola	
and	 influenza	 caused	 major	 disruptions	 in	 prevention	
and	 diagnosis	 of	 endemic	 diseases	 such	 as	 TB.[4]	An	
international	 multicenter	 cohort	 study	 showed	 that	
COVID‑19	 often	 results	 in	 a	 higher	 rate	 of	 hospital	
admission	 and	death	 among	patients	with	 active	 and	 latent	
TB.[5]

Immunocompromised	 patients	 living	 with	 HIV	 often	
have	 a	 greater	 risk	 of	 co‑infection	with	TB.	Developing	
countries	 were	 already	 struggling	 to	 fund	HIV	 and	TB	
surveillance	 programs	 to	 identify	 and	 treat	 patients	
with	HIV	 and	TB	 at	 an	 earlier	 stage.[6]	 It	 is	 anticipated	
that	majority	 of	 low‑income	 countries	 will	 face	 greater	
economic	 challenges	 in	 the	 era	 of	 COVID‑19,	 due	 to	
negative	 economic	 impacts	 of	 nationwide	 lockdown	
restrictions.
One	 of	 the	 strategies	 to	 prepare	 the	 public	 and	 the	
healthcare	 system	 to	 face	 the	 COVID‑19	 pandemic	 is	
to	 improve	 the	 surveillance	 of	 HIV	 and	TB.	 Increased	
surveillance	of	HIV	and	TB	 in	 the	 current	 situation	would	
not	 only	 benefit	 the	 society	 as	 a	 result	 of	 reduced	 burden	
of	 these	 endemic	 infectious	 diseases	 but	 also	 would	
certainly	 alleviate	 the	 pressure	 on	 already	 overwhelmed	
healthcare	 systems	 in	 developing	 countries.
Public	 healthcare	 systems	 and	 governments	 in	 developing	
countries	may	 benefit	 from	 implementing	 cost‑effective	
targeted	 population	 approaches	 to	 identify	 high‑risk	
groups,	 screen,	 and	 diagnose	 patients	 at	 an	 early	 stage.	
Particularly,	 it	 is	 important	 to	 screen	 individuals	 from	
high‑risk	 groups	 such	 as	men	who	 have	 sex	with	men,	
sex	 workers,	 intravenous	 drug	 user,	 and	 immigrants	
from	 areas	 with	 a	 high	 prevalence	 of	 TB.	 In	 addition,	

public	 health	 campaigns	 may	 be	 used	 to	 educate	 the	
general	 public,	 and	 continued	 professional	 development	
programs	 would	 help	 in	 raising	 awareness	 among	
the	 healthcare	 workers.	 COVID‑19	 is	 recognized	 as	
a	 multisystemic	 infection.[7]	 Immunocompromised	
patients	with	 comorbidities	 often	 have	 a	 greater	 risk	 of	
developing	 COVID‑19	 complications	 and	 admission	 to	
intensive	 care	 unit.[8]

In	 conclusion,	 the	 implementation	 of	 public	 health	
strategies	 to	 reduce	 the	 burden	 of	 complications	 of	
COVID‑19	 in	patients	with	HIV	and	TB	would	be	essential	
in	 the	 current	 pandemic.	Furthermore,	 the	 costs	 of	 treating	
patients	with	 these	 complications	would	 be	 reduced	 for	
already	 stretched	healthcare	 systems.
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Lichenoid secondary 
syphilis as immune 

reconstitution 
inflammatory syndrome 

with mixed etiology 
genital ulcer in a human 

immunodeficiency 
virus‑positive patient

Sir,
Syphilis	 has	 earned	 the	 label	 of	 “a	 great	 imitator”	with	
its	 protean	 morphologies	 of	 skin	 lesions.	 Lichenoid	
secondary	 syphilis	 is	 a	 rare	 presentation,	 usually	 seen	 in	
human	 immunodeficiency	virus	 (HIV)‑seropositive	patients.	
Immune	 reconstitution	 inflammatory	 syndrome	 (IRIS)	 is	
defined	 as	 a	 paradoxical	worsening	 of	 a	 known	 condition	
or	 the	 onset	 of	 a	 new	 condition	 after	 the	 initiation	
of	 antiretroviral	 therapy	 (ART)	 due	 to	 restoration	 of	
immunity	 to	 specific	 infectious	or	noninfectious	antigens	 in	
HIV‑positive	 patients.[1]	We	 report	 a	 patient	 of	 generalized	
lichenoid	 secondary	 syphilis	 presenting	 as	 a	 result	 of	 the	
IRIS	 and	 a	 genital	 ulcer	 of	mixed	 etiology.
A	 32‑year‑old	 man	 	 presented	 with	 multiple	
hyperpigmented	 lesions	 all	 over	 the	 body	 for	 5	months	
and	 a	 painful,	 genital	 ulcer	 for	 1.5	months.	 He	 was	 a	
known	HIV‑positive	patient	on	ART	 (tenofovir,	 lamivudine,	
and	 efavirenz)	 for	 5	months.	The	 hyperpigmented	 lesions	
appeared	 2	weeks	 after	 the	 initiation	 of	ART.	The	 patient	
was	 not	 carrying	his	 records	of	CD4	count	 and	viral	 load.	
He	was	unmarried	 and	had	multiple	 female	 sexual	partners.	
However,	 he	denied	 any	 recent	 sexual	 exposure	 in	 the	past	
1½	years.	He	had	no	 systemic	 complaints.
On	 examination,	 there	were	multiple,	 discrete	 as	well	 as	
coalescent,	 round‑to‑oval‑shaped,	 violaceous‑to‑dark‑brown	
plaques	with	mild	 scaling	 on	 the	 surface	 over	 the	 face,	
trunk,	 and	 limbs.	 Similar	 plaques	were	 present	 over	 the	
palms	 and	 soles	with	 dusky	 erythema	 [Figure	 1a,	 and	 b].	

There	were	 few,	 small	 areas	 of	 nonscarring	 alopecia	 over	
the	 scalp.	He	 also	 had	 phimosis	 and	 a	 superficial,	 painful	
ulcer	 over	 the	 tip	 of	 the	 prepuce	 [Figure	 1c].	 He	 had	
generalized	 lymphadenopathy	 (cervical,	 epitrochlear,	 and	
inguinal).
Clinical	differential	diagnoses	of	 secondary	 syphilis	 such	as	
IRIS	 and	 lichenoid	 drug	 eruption	 secondary	 to	ART,	with	
genital	 herpes,	were	kept.
Tzanck	 smear	 showed	 multinucleated	 giant	 cells.	
Venereal	 disease	 research	 laboratory	 (VDRL)	 test	 was	
reactive	with	 high	 titers	 of	 1:1024.	Treponema pallidum	
hemagglutination	 assay	was	 positive.	The	 patient	 had	 no	
neurological	 symptoms.	 Quadruplex	 polymerase	 chain	
reaction	 (PCR)	 for	 detection	 of	T. pallidum,	Hemophilus 
ducreyi,	 HSV‑1,	 and	 HSV‑2	 from	 the	 genital	 ulcer,	
was	 positive	 for	 T. pallidum and	 HSV‑2.	 Skin	 biopsy	
revealed	 parakeratosis	 and	 apoptotic	 keratinocytes	 in	 the	
epidermis.	There	was	 vacuolar	 degeneration	 of	 the	 basal	
layer	 with	 a	 band‑like	 chronic	 inflammatory	 infiltrate	
in	 the	 upper	 dermis.	 The	 reticular	 dermis	 showed	 a	
peri‑appendageal	 infiltrate	 composed	 of	 lymphocytes	 and	
plasma	 cells	 [Figure	 2a	 and	 b].	 Thus,	 we	 arrived	 at	 a	
diagnosis	 of	 lichenoid	 secondary	 syphilis	 due	 to	 IRIS,	
along	with	 genital	 herpes.

Figure 1:	(a)	Lichenoid	plaques	with	mild	scaling	over	surface	present	
over	the	trunk.	(b)	Similar	lichenoid	scaly	plaques	present	over	the	palms	
with	dusky	erythema.	(c)	Superficial	ulcer	over	the	mucosal	surface	of	the	

prepuce	on	one	side
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