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 Appropriate screening for HIV infection is the cornerstone of HIV-related 

care. Clinicians should be aware of criminalizing HIV exposure and 

transmission. We report a case of HIV-1 infection transmission caused by a 

knife fight between addicts and criminals. He was overlooked as an 

innocent victim and infected his wife without diagnosis. He was injured 

with a bloody knife used to damage a man minutes before. His 33-year-old 

wife was admitted with respiratory distress and responded to the treatment 

of pneumocystosis. In workup for predisposing factor of this opportunistic 

infection, AIDS was confirmed. The possible route of HIV-1 transmission 

was investigated and concluded most likely resulted sexually from his 

husband. Both of them have no behavioral risk factor for HIV infection. 

Peoples and physicians should be educated about epidemiology, 

transmission, and pre- and post-exposure prophylaxis of HIV. 
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Introduction 

IV is transmitted by sexual contact, 

blood and blood products, and 

vertically to fetus. Transmission 

spread through transfusion, medical injection, 

and sharing needles for drugs (1). There are 

unusual transmission routes such as with 

bloody effusions, human bite, and tattoos. 

Any blood tinged device can transmit the 

virus (2). 

This is the first report in Iran to suggest 

that HIV transmission likely occurred during 

a knife fight with a bloody knife from one 

previous infected victim to other uninfected 

victim. The injured victims with one knife 
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were overlooked expect only for suturing the 

ulcers and transmitting HIV from one to other 

one and then to his wife. 

 

Case Report 

A 33-year-old homemaker was admitted to 

the infectious disease ward of Imam Hossein 

Medical Center in Tehran with progressive 

exertional dyspnea from 1 week ago as 

Function Class I and II toward IV in 2 days 

before admission with fever, nonproductive 

cough, and pleuritic chest pain without 

sweating and hemoptysis. She had 10 kg 

weight loss in the last year. The patient has no 

other complaints, disease, and any 

medication. She has no history of blood 

transfusion, surgery, addiction, and no sexual 

contact out of marriage. In physical 

examination on admission, she arose and 

orientated respiratory distress with respiratory 

rate: 40/min, pulse rate: 120/min, blood 

pressure: 80/60 mmHg, axillary temperature: 

38° C, O2 saturation 77% without O2, 

temperature (38.5° C), tachypnea, tachycardia, 

and hypoxia and diffuse rales in both lungs. In 

remained examination, no pathologic finding 

was detected. In chest X-ray, there was diffuse 

bilateral diffuse symmetric reticulonodular 

pattern and ground glass pattern in chest 

computed tomography-scan. 

Laboratory examinations revealed an arterial 

blood gas with pH: 7.49, PO2: 41.9, PCO2: 22.5, 

O2 saturation: 81%, complete blood count with 

white blood cell: 8000, lymph: 9%, poly: 86%, 

mon: 5%, hemoglobin: 11.7, platelet: 346,000, 

erythrocyte sedimentation rate: 88, C-reactive 

protein: 3+, creatinine: 0.8, blood urea nitrogen: 

20, lactate dehydrogenase: 807, alanine 

transaminase: 24, aspartate aminotransferase: 

32, alkaline phosphatase (AlP): 272, 

triglyceride: 107, cholesterol: 114, sputum 

smear for Mycobacterium tuberculosis infection 

were all 3 times negative. Routine urine was 

within the normal ranges with negative culture. 

The patient was treated for community 

acquired pneumonia with ceftriaxone- 

azithromycin, and because of poor condition, 

respiratory distress, hypoxemia, and chest X-

ray pattern; cotrimoxazole was initiated with 

adjuvant steroid for hypoxemia. With the 

impression of pneumocystosis, risk factors 

were checked. Two HIV-Ab enzyme-linked 

immunosorbent assay (ELISA) and Western 

Blot all were positive. She had no history of 

addiction, transfusion, and sexual contact out 

of marriage. Her husband was tested and 

found to be positive ELISA and Western Blot 

for HIV-Ab. He also had neither history of 

injecting drug use nor any high-risk behaviors 

for HIV-1 infection. 

In new social and medical history taking, 

he mentioned about a fight between addicts 

and criminals 4 years ago. He reported an 

injury in a knife fight with three injured 

victims with one common knife. The victims 

were exposed to the each other’s blood. His 

ulcer on trunk was sutured and overlooked as 

innocent bystander. After 4 weeks, he had 

fever, myalgia, malaise, and loss of appetite, 

resolving after 5-6 weeks without any 

diagnosis and treatment.  

In 10th day of treatment, she was 

discharged with good condition and 

continuing outpatient therapy for 

pneumocystosis and antiretroviral therapy 

(ART). Fortunately, their only 6-year-old boy 

was HIV negative.  
 

Discussion 

HIV disease is a progressive and mortal 

without treatment though ART has treated 

and saved them in a high rate, prophylaxis is 

the main management as pre- and post-

exposure. Hence, the exposed persons should 

be founded. The main HIV transmission 

routes are by blood, sexual contact, and 

mother to fetus. Blood can be transmitted 

with transfusion, needle stick, bite with 

damaged gums, and any bloody body fluids. 

Any blood-contaminated device can transmit 

the virus as knife (3). 

In this criminal victim, a knife had been 

contaminated to the first victim and 

transferred to the next. Of course, the 
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diagnosis of this route can be showed by 

phylogenetic analysis and most closely related 

sequences which have not been done. If the 

three victims which were injured with one 

knife were evaluated for HIV and underwent 

chemoprophylaxis, he and his wife would be 

saved. Kao et al. (4) also reported similar 

bloody knife fight victim in a rubbery. 

Phylogenetic analysis showed most closely 

related to and nested within a lineage 

comprised the robber’s HIV-1 sequences and 

the victim. The phylogenetic study was used 

in the early 1990s to determine the source of 

infection of five patients treated by an HIV-

positive Florida dentist (5). Although 

comparison with phylogenetical data validates 

the link of suspected HIV transmission, it 

does not establish the direction of the 

transmission nor does it prove that additional 

individuals could not have been involved in a 

series of intermediate events (6). Of course, 

the much genetic diversity of HIV affects the 

results (7). Since the beginning of the 

HIV/AIDS epidemic, new or potentially 

unknown routes of transmission have been 

thoroughly, but to date, no additional routes 

of transmission have been recorded except 

unusual cases. Matsuda recently reported two 

HIV infected cousin who shared manicure 

utensils 10 years ago one with advanced 

disease. Phylogenetic analyses of partial HIV-

1 polymerase and envelope sequences from 

both patients revealed highly related 

sequences, with an estimated common 

ancestor date (about 11 years ago) that 

coincided with the putative sharing of 

manicure instruments suggesting the use of 

shared manicure instruments as an alternative 

route of fomite HIV-1 transmission (8). 

Emerson reported a case of HIV-1 

infection transmission caused by a fist fight 

between brothers. A bloody fight had 

occurred between them 4 weeks before the 

onset of symptoms. Phylogenetic analysis 

indicated that samples from both brothers 

belonged to the subtype C clade of HIV-1 and 

that the sequences were closely related to one 

another. Exposure risk data are extremely 

useful in helping counsel patients before HIV-

testing but, as this case illustrates, does not 

cover all situations (9). 

This patient was infected by sexual 

contact. There is evidence that some form of 

domestic contact involving unperceived blood 

transfer may have occurred for example using 

common razors in interfamilial transmission 

(10). Fortunately, their 6-year-old boy was 

not infected. His wife had no pregnancy in 

this period and transmitting HIV to fetus.  

It may be concluded that it is important to 

monitor the probable HIV-1 transmission 

route in criminal cases and remember only 

suturing is not enough, especially for the 

physicians who work in emergency and 

trauma clinics particularly when managing 

physical trauma during a bloody fight if 

involving HIV positive or high-risk 

individuals with the potential for HIV 

transmission. HIV and other blood-borne 

diseases can be transmitted between victims 

injured with one common sharp vehicle and 

all need to be evaluated. 
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