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INTRODUCTION
During the COVID-19 pandemic, several vaccine

platforms have been generated against this virus,
including inactivated whole-virus vaccines, namely
CoronaVac (Sinovac Life Sciences).1 It is used partic-
ularly in Asia, the Middle East, and South America.2

Dermatologic reactions such as erythema, swelling,
and urticaria have been reported.1 Cutaneous
vascular inflammation, however, has not been re-
ported from the use of Sinovac (CoronaVac). We,
herein, report 2 cases of CoronaVac-induced cuta-
neous vasculitis.
CASE SERIES
Patient A, a 23-year-old woman, and patient B, a

26-year-old woman, presented with nonblanchable,
discrete, erythematous plaques with pinpoint pur-
pura on the lower and upper extremities at 36 and
4 hours after CoronaVac administration, respectively
(Fig 1). There were no current medications or recent
systemic illness in either patient. Other physical
examinations were unremarkable. Complete blood
cell counts, blood chemistries, urinalyses, and eryth-
rocyte sedimentation rates were normal. Hepatitis B,
hepatitis C, and HIV serologies were negative. Tests
for antinuclear antibodies and antineutrophil
cytoplasmic antibodies were also negative, and tests
for C3 and C4 were within normal limits in both
patients, whereas CH50 was 30 U/mL (normal range,
41.8-95.6 U/mL), and thus slightly decreased, in only
patient A. Skin biopsies from both patients showed
evidence of leukocytoclastic vasculitis (LCV) (Fig 2,
A and B). Direct immunofluorescence revealed C3
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and fibrinogen deposition around blood vessel walls
in patient A and immunoglobulin M, C3, and IgA
deposition in patient B (Fig 2, C andD). After 2 doses
of intramuscular and 4 doses of intravenous dexa-
methasone (4 mg every 8 hours) followed by oral
prednisolone (10 mg twice a day) for 5 days in
patient A and oral colchicine (0.6 mg twice a day)
and naproxen (250 mg twice a day) for 4 weeks in
patient B, only mild postinflammatory hyperpigmen-
tation remained. The second CoronaVac administra-
tion was introduced in patient A without cutaneous
sequalae, whereas patient B refused the further dose.
Follow-up urinalysis at 3 months in both patients was
unremarkable; however, low CH50 levels persisted
in patient A.
DISCUSSION
Vasculitis is a rare cutaneous adverse event after

vaccination. It has been reported from inactivated
vaccines such as influenza, hepatitis B, and hepatitis
A vaccines.3 Among available COVID-19 vaccines,
LCV was reported only after administering the
messenger RNA (mRNA)ebased platform (1 case
from Pfizer-BioNTech [BNT162b2] and 2 cases from
Moderna [mRNA-1273]).4,5 Interestingly, no cases
were reported from the use of CoronaVac, which is
based on inactivated whole virus.
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Fig 1. Clinical manifestations of CoronaVac-induced leukocytoclastic vasculitis, Nonblanch-
able discrete erythematous plaques with pinpoint purpura. A, Patient A: eruptions on the lower
and upper extremities. B, Patient B: eruptions on the lower extremities.

Fig 2. Histopathology of the skin specimen showed fibrinoid necrosis of blood vessels walls
with neutrophils, neutrophilic fragments, and a few eosinophils in (A) patient A and without
eosinophils in (B) patient B. Direct immunofluorescence microscopy demonstrated (C) C3 and
(D) IgA deposition around blood vessels (patient B). (A and B, Hematoxylin-eosin stain; C and
D, Direct immunofluorescence microscopy; original magnifications: A, 3200; B, 3200; C,
3200; D, 3200.)
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Vasculitis can be triggered by infections, namely
hepatitis B and C.3 It is worth noting that SARS-CoV-2
is notoriously responsible for skin findings associ-
ated with vascular pathology, such as chilblain-like
lesions and retiform purpura. In addition, vasculitis
has also been reported to be induced or exacerbated
by SARS-CoV-2 infection.6,7 Although the pathogen-
esis of vaccine-related LCV remains obscure, it is
speculated that immune complexes comprising in-
activated viral specific antigens and the abnormal
antibody deposition in the blood vessel walls may
cause compliment activation, resulting in vascular
damage.4 However, it is unknown as to whether the
viral particles or the excipients of the vaccine are
responsible as an antigen for such reactions.

Although the isolated cutaneous LCV is the most
common form of vaccine-related vasculitides, it can
also be an early sign of deleterious systemic condi-
tions.3 Therefore, a prompt investigation for any
systemic involvement in patients with vaccine-
induced LCV should be undertaken. Our patients
responded well to systemic corticosteroids and
nonsteroidal antiinflammatory drugs. No recurrence
was found in patient A after the second dose of
CoronaVac. Similarly, recurrence of LCV after the
second dose of COVID-19 mRNA vaccines did not
occur.5 As most of the available COVID-19 vaccines
are administered in 2 doses, more vasculitis cases
need to be observed before an appropriate vaccina-
tion course can be recommended for those with LCV
from the first injection.

In conclusion, to our knowledge, this is the first
report of 2 CoronaVac-induced cases of cutaneous
LCV. Health care professionals should be aware of
the fact that the SARS-CoV-2 vaccine can trigger
vascular inflammation.
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