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To the Editor,
COVID-19, caused by severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2),
has been declared as a global pandemic and worldwide confirmed cases are currently
approaching 76 million. And so far, thrombocytopenia has been observed in 5% of hospitalized COVID-19 patients and 8% of those in intensive care unit (1,2). Although the
decrease in platelet counts was mild, confirmation of immune etiology has to be confirmed in those with severe thrombocytopenia (<20 x 109/L) or a sudden decrease in the
platelet count >50% over 24-48 hours (3). The role of viral infections in the exacerbation
of immune thrombocytopenic thrombocytopenia (ITP) has been revealed previously. We
hereby report a patient who had exacerbation of ITP and was subsequently found to be
COVID-19 positive.
A 34-year-old male patient has been diagnosed with ITP for fifteen years. He responded
to initial steroid treatment but had to undergo splenectomy as a second-line treatment
because of steroid dependency. He had lost to follow up for eight years by his sustained
normalization of the platelet counts after splenectomy. He relapsed after an upper respiratory tract infection and was treated periodically with glucocorticoids and intravenous immunoglobulin (IVIG) with minimal to no response. He received azathioprine,
mycophenolate mofetil, cyclophosphamide, respectively but these therapies were discontinued due to lack of response. Therefore, rituximab was administered and resulted
in a rapid improvement in platelet counts. The patient regained a sustained response
after rituximab for additional two years. An upper respiratory tract infection resulted
in a decrease in platelet count, which resolved with eltrombopag 50 mg/day on April 15,
2019. Since then, he had been able to maintain platelet counts consistently above 100 ×
109/L on eltrombopag monotherapy.
The patient was admitted to the emergency department on March 23, 2020, with a
3-days history of fatigue, fever, dry cough, and hemoptysis. He did not report contact
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with anyone who had symptoms suspicious of COVID-19, but he had camped with a group of friends
two weeks before his admission to hospital. In his
physical examination, his body temperature was
39oC, blood oxygen saturation was 96% at breathing room air with respiration rate 20/mn, and he
had purpuric lesions over his legs. In his complete
blood count analysis platelet count was 2x109/L,
hemoglobin 16 g/dL, white blood cell count was
7.4x109/L with differential as follows; 40.8% neutrophils, 36.9% lymphocytes, and 0.1% eosinophils.
C-Reactive Protein and procalcitonin levels were
17.2 mg/L (range 0-5 mg/L) and 0.084 ng/mL (range
<0.05 ng/mL), respectively. Also, he had normal activated partial thromboplastin time, prothrombin
time, and D-dimer levels. Liver function and cardiac enzyme levels were within the normal range.
Throat and nasopharyngeal swab for COVID-19
reverse transcription-polymerase chain reaction
(RT-PCR) was positive. Computed tomography of
thorax revealed no signs of COVID-19. He has been
admitted to COVID inpatient clinic for treatment.
His family members were also found to be negative
for SARS-Cov-2 on RT-PCR analysis.
Intravenous immune globulin was administered at
a rate of 1 gr/kg BW for two days for ITP, and also eltrombopag was continued. Also, he was treated with
hydroxychloroquine (200 mg twice daily, five days)
and oseltamivir (75 mg twice daily, five days) as
per national COVID-19 treatment guidelines at the
time of diagnosis (4). His fever resolved on the first
day of COVID treatment, but his cough persisted for
two days and improved by the third day. His platelet
count increased to 154x109/L on the fifth day of immunoglobulin treatment. CRP decreased to normal
ranges on the sixth day of treatment. Any potential
side effects of hydroxychloroquine, such as vomit-
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ing, diarrhea, QT prolongation, and visual field disturbances were not observed during treatment.
The patient was discharged from the hospital on the
sixth day of COVID treatment, when all his symptoms disappeared. He was considered for in-home
isolation and home care. At the posttreatment 10th
day, the SARS-CoV-2 with RT-PCR test was negative
in the throat and nasopharyngeal swab. He had no
symptoms and normal platelet counts on eltrombopag treatment.
The thrombocytopenia in infection-associated ITP
occurs via various potential mechanisms, including
increased platelet clearance due to immune complex disease, cross-reactivity of antiplatelet glycoprotein antibodies and viral antibodies. Viruses can
also directly interact with platelets, altering their
count and function (5).
There are very few reports on the mechanisms of
thrombocytopenia in patients with COVID-19 and
in most cases, the platelet counts do not decrease
to a level at which bleeding occurs (6,7). Zulfigar et
al. reported the first case of immune thrombocytopenia with cerebral bleeding caused by SARS-CoV-2
and received intravenous immune globulin, prednisolone and eltrombopag, respectively. On day 13
of the treatment, the platelet count was 139x109/L
and the patient’s symptoms were disappeared (8).
In conclusion, this report aims to point out the association between COVID-19 and the exacerbation
of chronic ITP. We wish to alert clinicians to this
possible adverse effect of the COVID-19, underscoring the importance of careful history-taking in patients with recurrent ITP.
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