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SUMMARY

Henoch-Schonlein purpura (HSP) is a common
IgA-mediated small vessel vasculitis of childhood

that affects several systems. It is characterised by a
tetrad of dermatological, abdominal, joint and renal
manifestations. HSP can occur secondary to upper
respiratory tract infections, medications, vaccinations and
malignancies. COVID-19 is caused by SARS-CoV-2, a
single-stranded RNA virus from the Beta-Coronaviridae
family, and often presents as a respiratory infection with
symptoms ranging from a mild common cold-like illness
to severe pneumonia. It has also been reported to exhibit
extrapulmonary manifestations, including but not limited
to cardiac, thrombotic, hepatocellular and dermatological
complications. We report a case of a 4-year-old boy who
presented with clinical features of HSP, with detailed
history that revealed a recent recovery from a COVID-19
upper respiratory tract infection, indicating a possible
correlation between the two.

BACKGROUND

Henoch-Schonlein purpura (HSP) is a common
small vessel vasculitis of childhood.'™ It is an IgA-
mediated, self-limiting disease that involves multiple
organs.'™ The diagnosis of HSP is made clinically
based on the revised criteria developed by the Euro-
pean League Against Rheumatism, the Paediatric
Rheumatology International Trials Organization
and the Paediatric Rheumatology European Society
(EULAR/PRINTO/PRES) in 2010, which consists of
mandatory and supportive criteria.” The mandatory
criterion includes palpable purpura in the absence
of thrombocytopaenia, while the supportive criteria
involve at least one or more of the following: acute-
onset diffuse abdominal pain, acute-onset arthralgia
or arthritis, renal involvement in the form of
proteinuria or haematuria, and histopathological
evidence of leucocytoclastic vasculitis or prolifer-
ative glomerulonephritis with predominant IgA
deposits.’

To this day, the exact aetiology of HSP remains
unknown. It is however thought to be preceded
by upper respiratory tract infections (commonly
caused by streptococcal species, parainfluenza virus
and human parvovirus B19), medications, vaccina-
tions or malignancies.’

SARS-CoV-2 is a single-stranded RNA virus
responsible for COVID-19.*° Tt often targets the
respiratory system, with presentations ranging
from a mild common cold-like illness to severe
and potentially fatal conditions secondary to pneu-
monia, such as acute respiratory distress syndrome
or septic shock.” COVID-19 can also result in

extrapulmonary manifestations, including but not
limited to cardiac, thrombotic and dermatological
complications.®”

The aim of this case publication is to report
a possible association between a preceding
COVID-19 infection and a first onset of HSP in a
previously well child.

CASE PRESENTATION

A 4-year-old boy presented accompanied by his
father with a 1-day history of rash in his lower limbs.
He had an acute onset of pruritic, non-blanching,
maculopapular rash of varying sizes distributed all
over his lower limbs bilaterally, extending from the
soles up to the knees. The rash was also present in
minimal amounts in his buttocks. It was associated
with mild oedema in the ankles associated with
ankle pain, resulting in difficulty in weight-bearing
and leading to limping with walking. The father
reported that the child was not complaining of fever,
abdominal pain, diarrhoea or haematuria and that
this was the first occurrence of such episode. The
patient had recently recovered from an upper respi-
ratory tract infection caused by COVID-19, exactly
37 days prior to presenting with his skin lesions.
He was confirmed to be positive for COVID-19 by
a PCR test done on two separate occasions 5 days
apart. The test was done in view of the child having
fever and influenza-like symptoms which lasted for
1week. The child did not require hospital admis-
sion for treatment. His medical history was other-
wise unremarkable.

The patient was alert and conscious, but irri-
table. He was well hydrated and showed no signs
of respiratory distress or jaundice. His vital signs
were as follows: temperature of 36.9°C (measured
axillary), heart rate of 98 beats per minute, respira-
tory rate of 22 breaths per minute, blood pressure
of 102/56 mm Hg and oxygen saturation of 98%
on room air.

Lower limb examination showed diffuse, non-
blanching, maculopapular rash in both lower limbs,
extending from the soles up to the knees, and also
minimally involving the buttocks (figure 1). Non-
pitting oedema was present in the ankles bilaterally.
Examination of the ankle joints revealed absence
of erythema; however, restricted active movements
were noted. Passive movement of the joint, along
with gait, could not be assessed due to reluctance
of the patient. No enlargement of lymph nodes
was noted. Cardiovascular examination was unre-
markable, with normal S1 and S2 sounds heard,
with no added sounds or murmurs. Chest exam-
ination was clear with equal bilateral air entry and
no added sounds. The abdomen was soft and lax,
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Figure 1

The patient’s lower limb rash characteristic of Henoch-
Schonlein purpura.

without tenderness or organomegaly. Neurological examination
was unremarkable, with intact cranial nerves, motor and sensory
examination, and absent neurocutaneous lesions.

INVESTIGATIONS

Laboratory investigations revealed normal full blood count,
normal electrolytes, normal liver and renal function tests, as well
as normal coagulation profile, erythrocyte sedimentation rate
and C reactive protein values. An anti-streptolysin-O (ASLO)
titre was also normal, as were the anti-nuclear antibody, anti-
double stranded DNA antibody, and serum IgA, IgG and IgM.
Urine dipstick was unremarkable, as was the urine analysis which
showed a white cell count (WCC) of 0-5x10°/L and red blood
cell (RBC) count of 0-2x 10'%/L. Urine culture report showed no
evidence of growth.

DIFFERENTIAL DIAGNOSIS

The patient’s acute presentation of lower limb arthralgia and
maculopapular rash highlighted several differential diagnoses, all
of which have been ruled out by either the previously mentioned
investigations or failure to fulfil the diagnostic criteria set for
such diseases. These differential diagnoses included a group A
beta-haemolytic streptococcal infection, thrombotic thrombo-
cytopaenic purpura (TTP), systemic lupus erythematosus (SLE),
juvenile idiopathic arthritis (JIA), Kawasaki disease, multisystem
inflammatory syndrome in children (MIS-C) and non-accidental
injury.

A group A beta-haemolytic streptococcal infection was ruled
out by the negative ASLO titre, TTP was ruled out by the normal
platelet level, SLE was ruled out by a negative ANA and anti-
dsDNA antibody screen, as well as not fulfilling the diagnostic

criteria, while JTA, Kawasaki disease and MIS-C were ruled out
due to failure to fulfil the diagnostic criteria.

To diagnose SLE, 4 out of the 11 American College of Rheu-
matology (ACR) criteria should be met.® Our patient, however,
met only one (arthritis). As for JIA, the ACR criteria states that
arthritis should be present for a minimum duration of 6 weeks.”
Our patient, on the other hand, only presented with arthralgia
of 1-day duration. To diagnose Kawasaki disease, fever must be
present for at least 5 days, along with four out of five other
criteria.'® In addition, to diagnose MIS-C, in both the Centers
for Disease Control and Prevention and WHO criteria, fever
must be present, along with a number of other criteria that have
to be met.'! Our patient, however, did not present with fever nor
did he exhibit any multisystemic involvement; therefore, both
Kawasaki disease and MIS-C were ruled out. Non-accidental
injury was also ruled out as the child’s skin lesions were purpuric
in nature, distributed along both lower limbs and the buttocks,
which are typical sites of HSP lesions, with no signs of bruises,
scalds or lacerations in his body.

The patient’s clinical presentation fit the EULAR/PRINTO/
PRES criteria for HSP as it fulfilled the mandatory criterion,
characteristic rash in the absence of thrombocytopaenia, and one
of the supportive criteria, acute arthralgia of the ankle joints.
The patient was therefore clinically diagnosed with HSP.

TREATMENT

The patient was treated symptomatically with pro re nata (PRN)
paracetamol for joint pain and was discharged the following day
as he had remained pain-free and was able to weight-bear. He
was given a follow-up appointment in the outpatient clinic after
1 week with repeat urinalysis.

OUTCOME AND FOLLOW-UP

At 1-week follow-up in the clinic, the rash was still present bilat-
erally in the lower limbs, but otherwise the patient had no other
complaints. His urine dipstick revealed trace blood, but urinal-
ysis was unremarkable as the WCC was still 0-5 and RBC 0-2.
He was given another appointment in the clinic after 2 months
for follow up of his urinalysis and renal function tests.

DISCUSSION

Our patient had the clinical signs and symptoms of HSP, fulfilling
the EULAR/PRINTO/PRES criteria as he had both the manda-
tory criterion, palpable purpura in the absence of thrombocy-
topaenia, and one of the supporting criteria, arthralgia of acute
onset.

The most common triggering factor for HSP is a preceding
upper respiratory tract infection. The most common cause of
such is a streptococcal infection, followed by viral infections
secondary to parainfluenza virus or human parvovirus B19.'*
Looking at both the history and laboratory investigations of
this patient, having had no prior infection with the previously
mentioned causative organisms, but a prior upper respiratory
tract infection with COVID-19, it only suggests that COVID-19
could possibly be an HSP-triggering virus.

The only occurrence of HSP in a person with a COVID-19
infection, to our knowledge, was reported in a 78-year-old man
who presented with cutaneous vasculitis, arthritis and nephritic
syndrome following COVID-19 pneumonia. A kidney biopsy
revealed the presence of an IgA vasculitis, thus confirming the
diagnosis.

Moreover, a review by AbdelMassih et al'’ reported a link
between COVID-19 and another childhood vasculitis, Kawasaki
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disease. Another case report by Chesser et al also reported a link
between COVID-19 and acute haemorrhagic oedema of infancy
in an 8-month-old girl.'"* In both cases, it appears that there is
a causal relationship between COVID-19 and postinfectious
vasculitis.

Although more research is needed to determine the role
of SARS-CoV-2 in the pathogenesis of IgA-mediated vascu-
litis, HSP’s frequent association with respiratory viruses and
the recent COVID-19 upper respiratory tract infection in our
patient and the COVID-19 pneumonia in Suso et al’s'* patient
suggest that there may be a link between the two.

Learning points

» An association between the novel coronavirus SARS-CoV-2
and childhood vasculitis Henoch-Schonlein purpura is
reported.

» An upper respiratory tract infection by SARS-CoV-2 could be
a triggering factor in the emergence of Henoch-Schonlein
purpura.

» Ruling out a prior infection with SARS-CoV-2 in paediatric
patients presenting with what clinically appears as Henoch-
Schonlein purpura should be considered.
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