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Simultaneous onset of COVID-19 and autoimmune haemolytic
anaemia

In rare cases, autoimmune haemolytic anaemia (AIHA) can

complicate infections. We wish to report a case of simultane-

ous presentation of COVID-19 disease and warm AIHA.

A 46-year-old female with a medical history of congenital

thrombocytopenia not on therapy presented with dyspnoea

and cough to the Emergency Department. She was found to

have pneumonia after chest computed tomography revealed

a dense left upper lobe consolidation with minimal sur-

rounding ground glass opacities and no evidence of pul-

monary embolism (Fig 1). She had normal vital signs and

pulse oximetry on ambient air. She was initiated on azithro-

mycin 500 mg on day 1 then 250 mg daily and discharged

home.

Her symptoms worsened over three days with progressive

cough and dyspnoea. Her vital signs were a temperature of

40°C, pulse 130 bpm, respiratory rate 20 breaths per min,

blood pressure 123/83 mm Hg and SpO2 99% on ambient

air. Her exam was only notable for diminished left-sided

breath sounds. Laboratory studies gave haemoglobin 9�7 g/l,

white blood cells 9�85 9 103/ll with lymphopenia

(0�68 9 103/ll), and platelets 43 9 103/ll. Lactate dehydro-

genase (LDH) was 296 U/l. She was admitted to the hospital.

Her Coombs test was positive, with direct antibody testing

positive for IgG and C3. A test for antinuclear antibody

(ANA) was negative. On hospital day 3, she was found to be

positive for SARS-CoV-2 and started on hydroxychloroquine

400 mg bid on day 1, then 200 mg bid for four days because

of its theoretical antiviral activity. Influenza, respiratory syn-

cytial virus (RSV), viral respiratory polymerase chain reaction

(PCR) panel, blood cultures and urine antigens for Strepto-

coccus pneumoniae and legionella were negative.

Given her active COVID-19 disease she was started ini-

tially on intravenous immunoglobulin (IVIG) at 1 g/kg/day

rather than prednisone. Despite this, she required transfusion
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of three units of packed red blood cells, and after three days

was started on prednisone 60 mg/day. This led to stabiliza-

tion of her blood counts. She completed a five-day course of

hydroxychloroquine. During her hospital stay, her LDH rose

from 296 to 553 U/l, falling to 355 U/l at discharge, and

haptoglobin remained low. Her reticulocyte count was nor-

mal (95�4 9 103/ll) on admission and rose to 206 9 103/ll
at discharge. Her pneumonia improved and she was dis-

charged on a prednisone taper on hospital day 8. At follow-

up after one week, her haemoglobin was 11 g/l and LDH

was normal.

AIHA (autoimmune haemolytic anaemia) is the destruc-

tion of red cells by autoantibodies. While many cases are

idiopathic, others have been associated with certain drugs,

autoimmune disease or malignancies. Rare cases have been

reported with Epstein–Barr virus and cytomegalovirus.1

Patient had been started on azithromycin three days before

admission but this drug has not been associated with AIHA

and it would be unusual for it to present within such a short

timeframe. Upon presentation, our patient had a warm anti-

body (IgG) haemolytic anaemia along with COVID-19 dis-

ease. Because of concerns for causing immunosuppression

and worsening viral shedding, she was first started on intra-

venous immunoglobulin (IVIG), but did not have a

response, which is consistent with the literature showing a

poor response to IVIG in AIHA.2 Her blood count stabilized

with prednisone, which will be tapered. We suspect that as

her infection clears this will also resolve the AIHA.

While many haematological complications of COVID-19

infections have been reported, the finding of AIHA is novel.

Onset of AIHA needs to be considered in COVID-19 patients

who present with severe anaemia.
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Fig 1. Computed tomography of the lungs demonstrating COVID-

19 infiltrates.
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