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New-onset leukocytoclastic vasculitis after COVID-19

vaccine

Dear Editor,

We read the letter by Cohen et al.1 related to leukocytoclas-

tic vasculitis (LCV) after messenger ribonucleic acid (mRNA)

COVID-19 vaccine application with great interest. DNA-based/

RNA-based vaccines, non-replicating viral vector vaccines, and

inactivated vaccines are now being administered to prevent

COVID-19. In January 2021, Turkey started a vaccination pro-

gram in which two doses of inactivated vaccine are applied one

month apart. We would like to share our clinical experience with

a similar patient who developed LCV with IgA deposition after

the first dose of inactivated COVID-19 vaccine.

An otherwise healthy 33-year-old man was seen in our

Dermatology Outpatient Clinic due to the emergence of wide-

spread violaceous eruption which started three days after the

first dose of inactivated COVID-19 vaccine application. Three

months ago, he had mildly symptomatic COVID-19 for which

he was treated with oral favipiravir for five days. He reported

to have no recent history of infection, fever, cough, arthralgia,

or dyspnea. Dermatologic examination revealed erythematous

macules and palpable papules on the legs, forearms, and right

belly (Fig. 1a-c). At that time, two punch biopsies were taken

from the right forearm for histopathological examination and

direct immunofluorescence (DIF) analysis with a pre-diagnosis

of LCV. Histopathological examination showed hyperkeratosis

in the epidermis, perivascular mixed inflammation, and erythro-

cyte extravasation in the dermis (Fig. 2a). DIF analysis

revealed IgA deposition within small vessel walls (Fig. 2b). Five

days later, his cutaneous lesions had turned into vivid purpuric

palpable papules (Fig. 1d-e). He did not have any known

rheumatologic or dermatologic disorder; complete blood count,

liver/kidney function tests, urinalysis, chest x-ray, and stool

guaiac test were all within normal limits. Rheumatologic mark-

ers were negative. He was diagnosed with IgA vasculitis with-

out systemic involvement by clinicopathological correlation.

Topical mometasone furoate was prescribed twice daily with

partial resolution.

Figure 1 The first dermatologic examination

showed purpuric-erythematous macules

prominent on the flexor forearms (a), right

belly (b), and purpuric papules involving

both legs (c). Five days later, palpable-

violaceous papules were more prominent on

the ankles and feet (d,e)
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COVID-19 has been associated with various cutaneous

manifestations.2 Livedoid and necrotic lesions which most proba-

bly result from alterations in the coagulation cascade and

increased tendency to thrombosis are believed to be associated

with older age and severe disease.2 On the other hand, skin vas-

culitis presenting with typical cutaneous lesions may be observed

during the course of both mild and fulminant COVID-19 disease.2

SARS-CoV-2 directly invades the endothelial cells and causes

hyperinflammatory response which most possibly results in

immune complex deposition causing vasculitis.1 Since our patient

had COVID-19 previously, he might have developed SARS-CoV-2

IgA antibodies which enhanced the development of cutaneous

purpuric dermatitis with immune complex deposition after COVID-

19 vaccination. Even though similar to the case reported by Cohen

et al1, we were not able to show fibrin deposition within small ves-

sel walls, which is a characteristic feature of LCV, our patient’s

cutaneous lesions were clinically compatible with LCV. We believe

that skin biopsies might have been taken during the very early

phase of LCV during which fibrin deposition and IgA deposition

within vessels were not fully developed and detectable as sug-

gested in the literature.3 Five days after his initial presentation,

our patient’s clinical picture was quite typical of LCV with

palpable and violaceous papules. Different types of vasculitis

induced by inactivated influenza, human papillomavirus, hepati-

tis A/B, and rotavirus vaccinations have been reported in the lit-

erature.4 SARS-CoV-2 antigens and vaccine proteins share

structural similarities, so we propose that the vaccine might

have induced the same autoimmune mechanisms with the

SARS-CoV-2 virus resulting in the activation of autoreactive

B/T cells, antibody formation, and immune complex deposition

within small vessels.4,5

All in all, we would like to point out a possible relationship

between the development of IgA vasculitis and COVID-19

vaccination to raise awareness of cutaneous side effects of

inactivated COVID-19 vaccine.
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Figure 2 (a) Perivascular mixed

inflammation and erythrocyte extravasation

in the dermis, no vasculitis was present

(hematoxylin and eosin, x200). (b) Direct

immunofluorescence (DIF) analysis showed

IgA deposition within the superficial dermal

vessels (DIF, 9200)
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