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        E-mail: barry.schoub@gmail.com  
       

Date: 19 October 2021 

To: 
Honourable Minister Dr Joe 

Phaahla,  

Minister of Health 

From: Ministerial Advisory Committee 

(MAC) on COVID-19 Vaccines 

    

ADVISORY  

 RECOMMENDATIONS FOR ADMINISTERING COVID-19 VACCINES TO PEOPLE 

LIVING WITH HIV  

  

Problem Statement 

Background 

• South Africa has the world’s largest HIV epidemic, with an estimated 7.5 million people 
living with HIV (PLHIV).  

• There is some evidence from South Africa that HIV is associated with an increased risk 
of severe disease and death from COVID-19.  

o Using the national surveillance system for COVID-19 hospital admissions, HIV 
was associated with a 34% (95% confidence interval 27 to 43) increased risk of 
in-hospital mortality.  

o In a subset with a recorded CD4 count within the last year, the increased risk 
was restricted to people with CD4 count <200 cells/µL.  

o The mortality risk was higher in PLHIV not on antiretroviral therapy (ART),  
(compared to those on ART) and in people with viral load (VL) ≥1000 copies/mL 
(compared to VL<1000 copies/mL).  

• There have been three case reports of prolonged SARS-CoV-2 infection and 
accelerated virus evolution in the context of advanced uncontrolled HIV (one from South 
Africa). This is one postulated mechanism for the emergence of variants of concern.  

 

Points considered 

• Immune responses to vaccines are often impaired in PLHIV.  

• If HIV (or specifically advanced uncontrolled HIV) impairs the immune response to COVID-
19 vaccines, then this could lead to inadequate protection against severe disease and death 
in some PLHIV. 

• Immune responses to COVID-19 vaccination is impaired in different immunocompromised 
groups; and an additional dose may be required to achieve an adequate immune response.  

• There is some data to suggest that humoral immune responses to COVID-19 vaccines are 
lower in PLHIV with low CD4 counts, but the quality of the evidence is low. 

• Data from clinical trials suggest that HIV-positive people on effective ART have similar 
humoral and cellular immune responses to the Oxford/AstraZeneca vaccine as HIV-
negative people. 

• Data from a small cross-sectional study of health care workers (HCW) that received 
Johnson & Johnson through Sisonke suggest that humoral immune responses to the single 
dose were similar in HIV-positive and HIV-negative HCW. Almost all HIV-positive 
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participants were virologically suppressed on ART and median CD4+ count was 845 
cells/µL. 

• There is currently limited data on the immune response to the Pfizer-BioNTech COVID-19 
vaccine in PLHIV with CD4<200 cells/µL. 
 

 

Recommendations 

• People on ARVs who are virally suppressed and with CD4>200 cells/µL should be offered 
the standard vaccine schedule of currently available COVID-19 vaccines [i.e., two doses of 
Pfizer-BioNTech or one dose of Johnson & Johnson].  

• PLHIV with a CD4 count <200 cells/µL within the last 6 months should be offered an 
additional vaccine dose as part of the primary series. This could include people that are 
starting or restarting ART, people with virological failure on ART, and possibly some people 
with persistent low CD4 count despite effective ART. 

• For the Pfizer-BioNTech vaccine, the additional dose should be administered 3 months after 
the first dose (so the primary schedule will be 0, 6 weeks, 3 months). 

• For the Johnson & Johnson vaccine, the additional dose should be administered 3 months 
after the first dose (so a schedule of 0, 3 months). In the event that the current schedule of 
a single dose of the Johnson & Johnson vaccine is changed to a two-dose schedule, this 
recommendation will be reviewed.  

• As safety data is limited in HIV positive adolescents aged 12 to 17 years, this group should 
be offered the standard two dose Pfizer-BioNTech COVID-19 vaccine schedule as an 
integrated component of their HIV care.  

• PLHIV should be offered COVID-19 vaccines at all opportunities. Larger HIV clinics could 
offer COVID-19 vaccines on site while smaller clinics with integrated services could offer 
COVID-19 vaccines through referral.  

• Effectiveness studies currently being undertaken by NICD, Western Cape DoH and 
academic institutions should assess vaccine effectiveness in PLHIV for the different 
vaccines. 

• National Safety monitoring should specifically record and evaluate adverse events following 
immunisation (AEFIs) in PLHIV. 

• This advisory is consistent with guidance on the use of COVID-19 vaccines in PLHIV 
produced by other international guidance groups (US CDC, UK JCVI, UK British HIV 
Association) and is also consistent with the earlier VMAC advisory on the use of COVID-19 
vaccines in immunocompromised persons.  

• In the event that additional immunogenicity or clinical data become available for the use of 
the Johnson & Johnson vaccine or the Pfizer-BioNTech COVID-19 vaccine in PLHIV with 
CD4<200 cells/µL, then this advisory will be reviewed and adjusted accordingly.  

• As South Africa is in a unique position to undertake research on COVID-19 vaccine use in 
PLHIV, it is recommended that a research agenda be developed to evaluate the clinical and 
immunological impact of these recommendations and to evaluate alternative schedules for 
PLHIV including those with CD4>200 cells/µL and those well controlled on ART.  

• As new information becomes available including changes in schedules for specific vaccines, 
this Advisory will be updated. 

 
Thank you for consideration of this request. 

 

Kind regards, 
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