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SUMMARY
A 54-year-old woman presented with pruritic rash 
and hives of 3 days’ duration followed by shortness of 
breath for 1 day. SARS-CoV-2 PCR test for COVID-19 
was positive. Cutaneous manifestations of COVID-19 
include acral lesions, urticarial rash, erythematous 
maculopapular rash, vascular rashes and vesicular rash. 
The cutaneous manifestations are mostly described as 
self-limiting. Urticarial rashes are not reported as the 
initial presentation symptom of COVID-19 infection but 
mostly noted to occur at the same time or after the onset 
of non-cutaneous symptoms. Management of cutaneous 
manifestations of COVID-19 affecting quality of life 
has not been well studied. Antihistamine therapy is the 
primary recommended therapy. Role of antiviral therapy 
for severe cases of rash needs to be further assessed.

BACKGROUND
Patients with COVID-19 infection are noted with 
varied clinical presentations involving different 
organ systems. Cutaneous symptoms, though were 
not initially noted as a common association with 
COVID-19, are now increasingly recognised in a 
substantial proportion of patients. A recent report 
on cutaneous manifestations in COVID-19 noted 
the incidence ranging from 0.2% to 29%.1 Cuta-
neous manifestations are noted to be acral areas 
of erythema, vesicular eruptions, urticarial lesions, 
maculopapular eruptions and necrosis.2 Studies 
have noted that urticarial rash most commonly 
occurs at the same time or after the onset of non-
cutaneous symptoms, with the mean age noted as 
38.3 years and a female predominance.3 We report 
the presentation of our patient who had an urti-
carial rash prior to any non-cutaneous COVID-19 
symptoms for 3 days while she was at home and our 
management strategies that helped quick resolution 
of symptoms.

CASE PRESENTATION
A 54-year-old woman presented with shortness of 
breath for 1-day duration along with generalised 
weakness and diffuse rash associated with itching 
and burning sensation that progressively got worse 
for 3 days prior to presentation to emergency 
department. She denied any fever, chills, cough, 
nausea, loose stools, abdominal pain, joint pains 
or sore throat. She had no known exposure to 
COVID-19 positive people. On arrival in the emer-
gency department, a COVID-19 test was performed 
given hypoxia (oxygen saturation 84% on room 
air) with new requirement of 2 L of nasal cannula 
oxygen, empirically given present pandemic 

circumstances. COVID-19 test returned positive. 
Her medical history was significant for medically 
complicated obesity, obstructive sleep apnoea, atrial 
fibrillation for which she was on anticoagulation 

Figure 1  Diffuse urticarial rash on bilateral lower 
extremities.

Figure 2  Diffuse urticarial rash noted on right upper 
extremity.
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with warfarin, pulmonary hypertension and chronic kidney 
disease stage IV.

A widespread rash that was erythematous, raised and pruritic 
and consistent with urticarial rash was noted on her bilateral 
upper extremities and lower extremities (figure 1 and figure 2). 
The urticarial rash was also present on the trunk but did not 
involve the palmar and plantar surfaces or any mucosal surfaces. 
She had significant discomfort associated with itchiness and 
burning sensation. No vesicular rash or acral lesions were noted. 
She was given two doses of diphenhydramine 25 mg orally 
8 hours apart that did not relieve her rash or itching sensation.

INVESTIGATIONS
SARS-CoV-2 COVID-19 PCR testing was positive. White cell 
count 8.4×109 cells/L (normal range: 3.4–9.6×109 cells/L) 
with a normal differential count including no lymphopaenia or 
eosinophilia. C reactive protein elevated at 60.9 mg/L (normal 
range: <8.0 mg/L). D-dimer elevated at 725 ng/mL (normal: 
<500 ng/mL). Chest X-ray revealed left basal atelectasis and no 
other major abnormality otherwise. Serum creatinine is 2.6 mg/
dL, with her baseline creatinine ranging from 2.3 to 2.6 mg/dL 
(normal range: 0.59–1.04 mg/dL).

DIFFERENTIAL DIAGNOSIS
The differential for this urticarial rash on presentation included 
a hypersensitivity reaction to environmental toxin, drug reac-
tion, a viral infectious process and autoimmune vasculitis. A 
detailed history obtained did not reveal any concern for new 
medication use or change in environmental exposure including 
linen/soap. Given the progressive worsening over 3 days’ dura-
tion, it was likely felt that this was not an anaphylactic reaction. 
Given the urticarial appearance of the rash, autoimmune vascu-
litis was felt to be less likely. Consideration of skin biopsy was 
done, but given a diagnosis of COVID-19, it was felt that a trial 

of observation with antihistamines could be done initially for 
the first 24–48 hours, and if no improvement, then to pursue 
skin biopsy.

TREATMENT
Treatment for the rash included oral antihistamines with lorata-
dine 10 mg daily along with topical triamcinolone 0.1% cream, 
given the intensity of pruritus. Antiviral therapy with remde-
sivir was initiated at 200 mg intravenous on day 1, followed 
by 100 mg intravenous once daily for four more days given her 
hypoxia. Within 48 hours of initiation of this treatment, she had 
complete resolution of the rash.

OUTCOME AND FOLLOW-UP
Patient had complete resolution of rash, rash-associated itching 
and burning sensation, and hypoxia within 48 hours of initiation 
of therapy. She discharged out of the hospital safely on day 5 of 
hospitalisation when she completed her antiviral therapy.

DISCUSSION
A varied incidence of cutaneous rashes has been described in 
different studies. A recent review of the cutaneous manifesta-
tions in patients with COVID-19 highlighted that urticarial rash 
is more common at or after the onset of other non-cutaneous 
COVID-19 symptoms but very rare before the onset of non-
cutaneous symptoms. While highlighting the importance 
of keeping the differential of urticarial rash as a presenting 
symptom of COVID-19 illness, very minimal literature is avail-
able about the management guidelines/recommendations in 
these circumstances.

Most of the rashes reported in literature are noted to be self-
limiting. When the rash becomes significant and is affecting 
the quality of life (secondary to pruritus), consideration could 
be given to antihistamine therapy and topical steroid creams. 
Given the time course in improvement following the intrave-
nous antiviral medication (remdesivir), we hypothesise that 
antiviral therapy had a significant impact in her symptom relief, 
though no studies have suggested any role of antiviral therapy 
as a management recommendation for urticarial rash. Further 
studies need to be considered to identify the best management 
approaches and the role and benefit of intravenous antiviral 
medications, if significant debilitating rash would be the only 
presenting symptom.
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Patient’s perspective

I was miserable due to the itching and rash for nearly three days 
at home and could not take it anymore. I did not think I had 
COVID infection. When I tested positive for COVID in the ED, I 
was very scared as I did not know that rashes would occur with 
COVID infection. I did not hear much about it on TV or in the 
news. After applying creams and IV medications my medical 
team recommended, I had much improvement overall to the 
point that within 2 days, my rash completely disappeared. I am 
very thankful to the timely treatment that helped me in symptom 
resolution.

Learning points

►► Cutaneous manifestations are prevalent and on occasions can 
be the first presenting symptom for COVID-19 infection.

►► Acral lesions and vesicular rashes are noted to be the most 
common rash types prior to non-cutaneous COVID-19 
symptoms. Rarely, urticarial rash can also present prior to 
other non-cutaneous COVID-19 symptoms.

►► For debilitating symptomatology associated with the rash, 
consideration should be given to oral antihistamines and 
topical steroid creams for symptom control.

►► Consideration and role of antiviral therapy with remdesivir for 
debilitating rash should be further studied and analysed.
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