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1   |   INTRODUCTION

Varicella-zoster virus (VZV) causes a harmless viral rash 
known as chickenpox, which typically does not require 

treatment but it can occasionally lead to complications. 
Chickenpox is commonly linked to mild thrombocyto-
penia in children, but severe thrombocytopenia resulting 
in bleeding is uncommon.1 Immune Thrombocytopenia 
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Key Clinical Message
This case report documents the unusual co-occurrence of immune thrombocyto-
pena (ITP) and chickenpox in a 15-year-old girl. Initial symptoms included short-
ness of breath, chest pain, and heavy menstrual bleeding. Laboratory results revealed 
significant anemia and thrombocytopenia. Treatment involved blood transfusions, 
prednisolone, and iron supplementation. The patient's vesicular skin rash emerged 
8 weeks later, prompting the combined diagnosis of ITP and chickenpox. Antiviral 
treatments, blood transfusions, and supportive care were used in the course of treat-
ment, leading to full recovery. This case emphasizes the importance of prompt 
diagnosis, appropriate management, and regular follow-up for patients with both 
chickenpox and ITP. The coexistence of chickenpox and ITP poses a clinical chal-
lenge due to the complex interaction between the viral infection and the immune 
system. The exact mechanism linking these two conditions remains unclear, making 
it a baffling case that warrants investigation and further understanding. As low is the 
occurrence of hemorrhagic chickenpox, the presentation of simultaneous chicken 
pox with or following ITP was found to be rarer, and thus is this enigmatic case 
presented. Healthcare providers should remain vigilant about such co-occurrences 
to prevent complications. In order to improve treatment for instances with compa-
rable clinical presentations and advance our collective knowledge, further study is 
required to better understand the mechanisms relating viral infections and ITP.
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(ITP) is a blood disorder in which platelets are destroyed 
through immune-mediated mechanisms, resulting in 
low platelets number which is characterized by a platelet 
count that is less than 100 × 109/L.2 ITP is frequently trig-
gered by viral infections and/or live virus vaccinations.3 
The condition manifests as the sudden onset of acute, self-
limiting attacks of bleeding, which are typically minor but 
can sometimes result in intracranial hemorrhage (ICH). 
Compared to other thrombocytopenias caused by de-
creased platelet production, ITP typically results in less 
severe bleeding. The diagnosis of ITP is typically made 
based on clinical presentation and laboratory findings and 
is a diagnosis of exclusion.4 Treating children with ITP 
aims to raise their platelet count to a safer level that is less 
risky to prevent severe bleeding, particularly ICH.5 Since 
the 1950s, corticosteroids have been effectively utilized. 
The effects of corticosteroids are caused by a reduction in 
the production of antiplatelet antibodies and a decrease 
in the clearance of opsonized platelets. Imbach et al intro-
duced intravenous immunoglobulin (IVIG) for the treat-
ment of ITP in children, and it has been proven that IVIG 
is highly efficient in increasing platelet counts in over 80% 
of patients. Additionally, IVIG acts more quickly than ste-
roids.6 We report a case of chickenpox with simultaneous 
ITP purpura.

2   |   CASE REPORT

We present the case of a 15-year-old girl with no signifi-
cant medical history who was admitted to the hospital 
for 2 weeks with chief complaints of shortness of breath, 
right-sided chest pain, and sudden dizziness.

2.1  |  Initial presentation and first 
hospitalization

2.1.1  |  Chief complaints

The patient was admitted with the complaints of short-
ness of breath, right-sided chest pain, and sudden dizzi-
ness. She mentioned of heavy menstrual loss a day prior 
to the onset of these symptoms.

No recent sick contacts, travel, or medication use was 
stated.

2.1.2  |  Physical examination findings

On physical examination, she had anicteric sclera, se-
vere conjunctival pallor, normoactive bowel sounds, 
and a non-tender, non-distended abdomen without 

hepatosplenomegaly. She was afebrile (37.6°C), her blood 
pressure was 80/46 mmHg, her heart rate was 120 beats per 
minute (bpm), and her respiratory rate was 32 breaths per 
minute (bpm).

2.1.3  |  Laboratory findings

Based on the patient complaints and the physical exami-
nation findings, the physician suggested the patient get 
some clinical laboratory tests done on the same day of ad-
mission. Investigations showed microcytic hypochromic 
anemia (possibly due to iron deficiency) with thrombo-
cytopenia in PBF, serum ferritin5.16 ng/mL hemoglobin 
7.3 g/dL, ESR 85 mm/1 hour, platelet counts 15,000/
cu.mm, RBC count 3.03 million/cu.mm with HCT/PCV 
24%, HBsAg (ICT) negative, HIV 1&2 negative.

2.1.4  |  Management strategies

The patient received one unit of blood transfusion on 
the day of admission. Subsequently, she underwent con-
servative management, which included 2 units of blood 
transfusion over the next two consecutive days. In addi-
tion to the transfusions, the patient was prescribed medi-
cations, including tablet prednisolone, capsule ferrous 
sulfate with zinc and folic acid, and other symptomatic 
treatments. Her anemia showed gradual improvement 
with this treatment regimen. She was discharged after 
8 days when her hemoglobin levels reached 12.0 g/dL, 
and her erythrocyte sedimentation rate (ESR) was re-
duced to 15 mm/1st hr. The medical team recommended 
regular follow-up.

2.2  |  Second presentation: Eight 
weeks later

2.2.1  |  Chief complaints

The patient presented with recurring symptoms after an 
eight-week interval, including shortness of breath, right-
sided chest pain, and sudden dizziness, following heavy 
menstrual blood loss. Additionally, she exhibited a vesicu-
lar skin rash on her face, neck, and chest that had devel-
oped 2 days before admission. Figure 1.

2.2.2  |  Physical examination findings

During the physical examination, the patient exhibited 
the following characteristics: clear, anicteric sclera; 
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severe conjunctival pallor; normal bowel sounds; and 
a non-tender, non-distended abdomen without evi-
dence of hepatosplenomegaly. She maintained a nor-
mal body temperature of 37°C, with a blood pressure of 
90/60 mmHg, a heart rate of 92 bpm, and a respiratory 
rate of 28 bpm. Additionally, multiple vesicular skin 
rashes measuring 2–4 mm were observed on her face, 
neck, and chest region.

2.2.3  |  Laboratory findings

The initial laboratory assessment revealed a hemoglobin 
level of 5.6 grams/dL, an ESR of 72 mm/1 hour a red blood 
cell (RBC) count of 2.11 million/cu.mm, a hematocrit 
(HCT) or packed cell volume (PCV) of 87%, a total plate-
let count of 47,000/cu.mm, and mild leukocytosis. The 
peripheral blood film (PBF) and bone marrow study in-
dicated a diagnosis of ITP. Abdominal ultrasound results 
were normal, and the patient tested negative for HBsAg. 
Immunological reports, including ANA and anti-dsDNA, 
were unremarkable. A CT scan and biochemical blood 
studies showed no abnormalities. Table 1.

2.2.4  |  Diagnosis

Based on the clinical presentation and laboratory find-
ings, a clinical diagnosis of chickenpox with underlying 
ITP was established.

2.2.5  |  Management strategies

Treatment included Acyclovir, paracetamol, antihista-
mines, hydration, and folic acid + zinc for the manage-
ment of chickenpox. Due to severe anemia, 3 units of 
blood transfusion were administered. Gradually, the pa-
tient's condition improved, with resolution of anemia, and 
chickenpox symptoms. All other laboratory parameters 
returned to normal and the patient was discharged after 
19 days with instructions for regular follow-up.

3   |   DISCUSSION

This case report presents the clinical course and man-
agement of a 15-year-old girl who was diagnosed with 
chicken pox and simultaneous ITP. Chicken pox is a 
highly contagious, self-limiting, exanthematous infec-
tion caused by VZV.7 While chickenpox is typically a mild 
and self-limiting disease in healthy children, severity of 
complication is higher among adults and those who are 
immunocompromised. One of the hematological compli-
cations reported is ITP.8 Several studies have shown the 
association between chickenpox and ITP in both children 
and adults.1,9 In this case, we presented a rare occurrence 
of simultaneous chickenpox and ITP. In review of litera-
ture, we found a single case reported with a similar case 
scenario where a 11-year-old boy presented with hemor-
rhagic vesicular rashes, petechiae, ecchymosis, epistaxis, 
hematuria and melena, dated back in 1947.10 In our case, 
limited availability of similar studies has imposed sig-
nificant limitations in terms of evidence-based decision-
making, diagnostic accuracy and patient management.

ITP is defined as the isolated platelet count below 
100,000/μL without other hematological abnormalities.11 
Although, ITP occur both in acute and chronic form, 
around 80% of childhood disease are of acute manifes-
tation.8 It usually presents with ecchymosis, petechiae, 
mucosal bleeding, nasal bleeding and excessive menstrual 
bleeding in case of female. However, sometimes it may 
be an incidental finding without any bleeding manifes-
tation.12 The pathogenesis of ITP is not fully understood, 
and the exact cause remains unclear. However, the known 
etiopathogenesis include production of autoantibodies 
that target platelet surface glycoproteins resulting in ac-
celerated platelet clearance by macrophages, impaired 

F I G U R E  1   Maculopapular rashes showing over the face.

T A B L E  1   Bone marrow biopsy report.

Morphology Remarks

Cellularity Hypercellular marrow

M:E ratio Decreased

Erythropoiesis Hyperactive and show micro and 
macro normoblastic change

Granulopoiesis Active and shows mature into 
segmented form

Megakaryocytes Increased in number and left shift
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platelet production in bone marrow and increased reactiv-
ity of T cells against platelets.13 The concept of molecular 
mimicry was suggested, implying the relationship be-
tween VZV antigen and platelet capsular protein, wherein 
antibodies initially produced against varicella infection 
cross react with platelets.14 In this case, presence of ane-
mia alongside ITP also raised the possibility of immune 
mediated mechanism causing anemia. To further investi-
gate such case, Coombs test to evaluate the presence of 
immune mediated hemolysis could have been done.

According to the recommendation from American 
Society of Hematology (ASH) corticosteroids are consid-
ered as the first line therapy for ITP. However, in cases 
where corticosteroids are contraindicated ASH guide-
line suggest considering intravenous immunoglobu-
lin or anti D immunoglobulin as alternative treatment 
options.2 Comparing the two modalities, systematic 
review and meta-analysis conducted by Beck CE et.al, 
concluded that children treated with corticosteroids are 
26% less likely to rise platelet level than those who are 
treated with intravenous IVIG.15 Despite this, corticoste-
roids are usually the first choice due to ease of adminis-
tration and low cost.16 Thrombopoietin receptor agonist 
such as eltrombopag and romiplostim, anti CD20 anti-
body rituximab and surgical splenectomy are considered 
as second line therapies for the cases lasting more than 
3 months and not responding to first line therapies.2 
While bone marrow transplantation has shown prom-
ise as a potential treatment option in cases where other 
modalities have failed, its complexity and possible com-
plications currently prevent it from being considered a 
standard treatment approach.17,18

Simultaneous occurrence of chicken pox demands 
comprehensive evaluation. In order to rule out any poten-
tial neurological complications, CT scan was performed, 
although it is worth noting that such complications are 
rare but have been reported in association with chick-
enpox.19 CDC recommends antiviral therapy for the un-
vaccinated children older than 12 years old and therefore 
acyclovir was initiated along with supportive measures. 
Intravenous acyclovir given within 72 h of disease onset 
is considered very effective especially for those who are at 
risk of severe disease.10

This case report highlights the importance of timely 
diagnosis, appropriate management strategies such as sup-
portive care, antiviral treatment and blood transfusions and 
regular follow up in achieving successful outcomes. Health 
care providers should be vigilant about the co-occurrence 
of these diseases so that timely intervention can be done to 
prevent possible complications. Further reporting of simi-
lar cases and research are warranted to better understand 
the underlying mechanisms linking viral infections and ITP 
and to optimize the management of these dual diagnoses.

4   |   CONCLUSION

In conclusion, this case report highlights a rare and in-
triguing occurrence of simultaneous chickenpox and 
ITP in a 15-year-old girl. A careful review of the patient's 
clinical presentation, laboratory data, and exclusion of 
additional potential causes of thrombocytopenia estab-
lished the diagnosis of ITP. The patient had typical ITP 
symptoms, such as rashes and a considerable reduction in 
platelet count. Prompt identification and comprehensive 
care played a pivotal role in our patient's recovery. The 
multimodal treatment approach involving blood trans-
fusions, corticosteroids, and IVIG therapy led to a rapid 
improvement in her platelet count, resulting in a full re-
covery from both chickenpox and ITP.

However, this case should also serve as a call to action 
for the medical community. It is essential that we con-
tinue to investigate and understand the underlying pro-
cesses that connect chickenpox and ITP. Further research 
is warranted to uncover the etiology and mechanisms at 
play in these co-occurring conditions. Larger, more com-
prehensive studies are needed to determine the most effec-
tive treatment strategies for individuals facing this unique 
combination of illnesses. Moreover, clinicians should re-
main vigilant when encountering cases that present with 
similar clinical features, as timely diagnosis and appropri-
ate intervention can significantly impact patient outcomes. 
By reporting and sharing such cases through publications 
and medical networks, we can collectively expand our 
knowledge and improve our ability to provide comprehen-
sive care for patients with similar complex clinical profiles. 
This case underscores the importance of ongoing research 
and clinical vigilance in advancing our understanding and 
management of rare medical conditions.

AUTHOR CONTRIBUTIONS
Abhigan Babu Shrestha: Visualization; writing – 
review and editing. Anuj Yadav: Writing – original 
draft; writing – review and editing. Sadish Sharma: 
Investigation; methodology; writing – original draft. 
Unnat Hamal Sapkota: Writing – original draft. 
Mohamad Ali Farho: Writing – review and editing. 
Md. Moududul Isalam: Writing – review and edit-
ing. Md. Ibn Abu Sayem: Writing – review and edit-
ing. Md. Nuruzzaman: Supervision.

ACKNOWLEDGMENTS
We would like to express our heartfelt gratitude and ap-
preciation to Dr. Sarawarul Islam Mukta, Assistant pro-
fessor, Unit Head, Medicine White Unit, MARMCH, and 
the entire Medicine White Unit of MARMCH, Dinajpur. 
Their invaluable contributions and support have been 
instrumental in the completion of this case report. Dr. 



      |  5 of 5SHRESTHA et al.

Sarawarul Islam Mukta's expertise, guidance, and unwa-
vering commitment to patient care have been an inspira-
tion throughout this process. The unvacillating support 
and camaraderie of the Medicine White Unit Family have 
been invaluable throughout this journey. Thank you for 
your dedication to the medical profession, your commit-
ment to patient care, and for being an exemplary team. 
We are truly honored to have had the opportunity to col-
laborate with you all.

FUNDING INFORMATION
N/A

CONFLICT OF INTEREST STATEMENT
There are no conflicts of interest.

DATA AVAILABILITY STATEMENT
data will be available on request to the corresponding author.

ETHICS STATEMENT
N/A

CONSENT
Written informed consent was obtained from the patient 
for publication of this case report and accompanying im-
ages. A copy of the written consent is available for review 
by the Editor-in-Chief of this journal on request.

ORCID
Abhigan Babu Shrestha   https://orcid.
org/0000-0002-0681-3825 
Mohamad Ali Farho   https://orcid.
org/0000-0002-3277-2270 

REFERENCES
	 1.	 Kumar M. Varicella-associated immune thrombocytopenic 

purpura in a child with bleeding manifestations with review 
of literature. Indian Journal of Child Health. 2017;04:641-643. 
doi:10.32677/IJCH.2017.v04.i04.044

	 2.	 Neunert C, Terrell DR, Arnold DM, et al. Guidelines for im-
mune thrombocytopenia. Blood Adv. 2019;3(2019):3829-3866. 
doi:10.1182/bloodadvances.2019000966

	 3.	 Blanchette V, Bolton-Maggs P. Childhood immune thrombocy-
topenic purpura: diagnosis and management. Hematol Oncol 
Clin North Am. 2010;24:249-273. doi:10.1016/j.hoc.2009.11.004

	 4.	 Bansal D, Rajendran A, Singhi S. Newly diagnosed immune 
thrombocytopenia: update on diagnosis and management. Indian 
J Pediatr. 2014;81:1033-1041. doi:10.1007/s12098-013-1217-2

	 5.	 Guidelines for the investigation and management of idio-
pathic thrombocytopenic purpura in adults, children and 
in pregnancy: guideline. Br J Haematol. 2003;120:574-596. 
doi:10.1046/j.1365-2141.2003.04131.x

	 6.	 Faki Osman ME. Childhood immune thrombocytopenia: 
clinical presentation and management, Sudan. J Paediatr. 
2012;12:27-39.

	 7.	 Gershon AA, Breuer J, Cohen JI, et al. Varicella zoster virus 
infection. Nat Rev Dis Primers. 2015;1:1-18. doi:10.1038/
nrdp.2015.16

	 8.	 Choo PW, Donahue JG, Manson JE, Platt R. The epidemiology 
of varicella and its complications. J Infect Dis. 1995;172:706-
712. doi:10.1093/infdis/172.3.706

	 9.	 Ivanovich SO, Parfenivna BT, Oleksandrivna SK, Anatolievna 
MY. A case of chickenpox with complication of post-infectious 
thrombocytopenic purpura. Paedia croat. 2019;63:123-125.

	10.	 Cohen JJ, Bansmer C. Chicken pox with simultaneous idiopathic 
thrombocytopenic purpura. New Eng J Med. 1947;237:222-224. 
doi:10.1056/NEJM194708142370704

	11.	 Rodeghiero F, Stasi R, Gernsheimer T, et al. Standardization 
of terminology, definitions and outcome criteria in immune 
thrombocytopenic purpura of adults and children: report from 
an international working group. Blood. 2009;113:2386-2393. 
doi:10.1182/blood-2008-07-162503

	12.	 Gupta B. Atypical presentation of immune thrombocytope-
nia (ITP) with multiple somatic complaints without bleeding 
manifestations. MOJ Clin Med Case Rep. 2021;11(2):43-44. 
doi:10.15406/mojcr.2021.11.00379

	13.	 Zufferey A, Kapur R, Semple J. Pathogenesis and therapeutic 
mechanisms in immune thrombocytopenia (ITP). J Clin Med. 
2017;6:16. doi:10.3390/jcm6020016

	14.	 Wright JF, Blanchette VS, Wang H, et al. Characterization 
of platelet-reactive antibodies in children with varicella-
associated acute immune thrombocytopenic purpura (ITP). 
Br J Haematol. 1996;95:145-152. doi:10.1046/j.1365-2141.1996.
d01-1872.x

	15.	 Beck CE, Nathan PC, Parkin PC, Blanchette VS, Macarthur 
C. Corticosteroids versus intravenous immune globulin for 
the treatment of acute immune thrombocytopenic purpura in 
children: a systematic review and meta-analysis of randomized 
controlled trials. J Pediatr. 2005;147:521-527. doi:10.1016/j.
jpeds.2005.04.032

	16.	 Khan AM, Mydra H, Nevarez A. Clinical practice updates 
in the management of immune thrombocytopenia. P T. 
2017;42:756-763.

	17.	 Passweg JR, Rabusin M. Hematopoetic stem cell transplan-
tation for immune thrombocytopenia and other refractory 
autoimmune cytopenias. Autoimmunity. 2008;41:660-665. 
doi:10.1080/08916930802198436

	18.	 Vaughn JE, Anwer F, Deeg HJ. Treatment of refractory ITP and 
Evans syndrome by haematopoietic cell transplantation: is it in-
dicated, and for whom? Vox Sang. 2016;110:5-11. doi:10.1111/
vox.12314

	19.	 Gupta S, Biswas A, Chandra A, Ray BK, Dutta A, Pandit A. Post-
varicella neurological complications: a preliminary observation 
from a tertiary Care Centre of Eastern India. Ann Indian Acad 
Neurol. 2022;25:207-213. doi:10.4103/aian.aian_270_21

How to cite this article: Shrestha AB, Yadav A, 
Sharma S, et al. Parallel pathogens: Coexistence of 
chickenpox and idiopathic thrombocytopenic 
purpura—A case report. Clin Case Rep. 
2023;11:e8014. doi:10.1002/ccr3.8014

https://orcid.org/0000-0002-0681-3825
https://orcid.org/0000-0002-0681-3825
https://orcid.org/0000-0002-0681-3825
https://orcid.org/0000-0002-3277-2270
https://orcid.org/0000-0002-3277-2270
https://orcid.org/0000-0002-3277-2270
https://doi.org//10.32677/IJCH.2017.v04.i04.044
https://doi.org//10.1182/bloodadvances.2019000966
https://doi.org//10.1016/j.hoc.2009.11.004
https://doi.org//10.1007/s12098-013-1217-2
https://doi.org//10.1046/j.1365-2141.2003.04131.x
https://doi.org//10.1038/nrdp.2015.16
https://doi.org//10.1038/nrdp.2015.16
https://doi.org//10.1093/infdis/172.3.706
https://doi.org//10.1056/NEJM194708142370704
https://doi.org//10.1182/blood-2008-07-162503
https://doi.org//10.15406/mojcr.2021.11.00379
https://doi.org//10.3390/jcm6020016
https://doi.org//10.1046/j.1365-2141.1996.d01-1872.x
https://doi.org//10.1046/j.1365-2141.1996.d01-1872.x
https://doi.org//10.1016/j.jpeds.2005.04.032
https://doi.org//10.1016/j.jpeds.2005.04.032
https://doi.org//10.1080/08916930802198436
https://doi.org//10.1111/vox.12314
https://doi.org//10.1111/vox.12314
https://doi.org//10.4103/aian.aian_270_21
https://doi.org/10.1002/ccr3.8014

	Parallel pathogens: Coexistence of chickenpox and idiopathic thrombocytopenic purpura—­A case report
	Key Clinical Message
	1|INTRODUCTION
	2|CASE REPORT
	2.1|Initial presentation and first hospitalization
	2.1.1|Chief complaints
	2.1.2|Physical examination findings
	2.1.3|Laboratory findings
	2.1.4|Management strategies

	2.2|Second presentation: Eight weeks later
	2.2.1|Chief complaints
	2.2.2|Physical examination findings
	2.2.3|Laboratory findings
	2.2.4|Diagnosis
	2.2.5|Management strategies


	3|DISCUSSION
	4|CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	ETHICS STATEMENT
	CONSENT
	REFERENCES


