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Ozet
Parvovirus B19 makiilopapiiler, eritemli, petesiyal veya purpurik lezyonlar gibi

farkl deri dékiintileri neden olabilir. Ayrica parvovirtisii B19 aplastik anemi, loko-
peni, nétropeni ve trombositopeni gibi bazi 6nemli hematolojik bozukluklara neden
olabilir. Biz petesiyal-purpurik dokiintiileri ile hastaneye basvuran bir ¢cocuk olguyu
sunduk. Laboratuvar analizinde I6kopeni ve trombositopeni bulundu ve parvovirus
B19 IgM serolojik testleri pozitif oldugu tespit edildi. Yatisinin tictincii gliniinden
sonra, petesiyal-purpurik dokiintiileri gerilemeye basladi ve laboratuvar sonuglar
normal araliga geldi. Biz hastaligin parvovirus B19 enfeksiyonu oldugunu distint-
yoruz. Hastaya yanlizca ates dustiriicti ilaglar verildi. Takibinde klinik ve laboratu-
var bulgulari tamamen iyilesti. Sonug olarak; parvoviriis B19 petesi ve purpura gibi
bazi farkl klinik belirtiler neden olabilir. Ayrica hematolojik bozukluklar da kompli-
kasyon olarak gorilebilir. Bu nedenle, dékiintt, trombositopeni ve I6kopenisi olan
hastalarin ayirici tanisinda mutlaka distintlmelidir.
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Abstract

Parvovirus B19 can cause different skin rashes like maculopapular, erythema-
tous, petechial, or purpuric lesions. In addition, parvovirus B19 can cause some
important hematologic disorders like aplastic anemia, leukopenia, neutropenia,
and thrombocytopenia. We report a child who was admitted to the hospital with
petechial-purpuric rashes. On laboratory analysis, leukopenia and thrombocyto-
penia were found and serologic testing of parvovirus B19 IgM was determined
to be positive. After the third day of hospitalization, the petechial-purpuric rashes
began to decline and laboratory results were in the normal range. We think that
the disease was parvovirus B19 infection. The patient was treated with only an-
tipyretic drugs. On follow up, the clinical and laboratory findings had completely
returned to normal. In conclusion, parvovirus B19 can cause clinical signs such
as petechiae and purpura. Also, hematologic disorders may be a complication.
Because of this, it should be considered in the differential diagnosis in patients
with rash, thrombocytopenia, and leukopenia.
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Introduction

Parvovirus B19 infection is common throughout the world. It has
a wide spectrum of clinical findings. Although children may be
asymptomatic during infection, nearly three-fourths of infected
children have flu-like symptoms, malaise, fever, muscle pain,
rashes, and arthralgias [1]. Children commonly do not require
treatment; however if severe complications such as aplastic cri-
sis, hydrops fetalis, arthropathy, or neurologic disorders occur,
treatment will be lifesaving. Parvovirus B19 infection can cause
skin rashes such as erythema infectiosum (fifth disease), and
petechial and/or purpuric lesions. Papular-purpuric gloves and
socks syndrome (PPGSS) has more commonly been reported in
adolescents and adults [2]. In addition some hematologic disor-
ders may be seen as a complication. Although parvovirus B19
targets the erythroid progenitor cells, virus associated leukope-
nia, neutropenia, and thrombocytopenia have been reported in
the literature [3-6].

Here, we report a case with petechia-purpuric rash and low leu-
kocyte and thrombocyte count due to parvovirus B19 infection.

Case Report

A 10-year-old girl was admitted to another hospital with pe-
techial rash on her bilateral upper and lower extremities for
5 days. On laboratory evaluation, hemoglobin was 12.1 g/dL,
white blood cell count was 3400/mm3, and thrombocyte count
was 125000/mm?. She was consulted to our hospital because
of the low leukocyte and thrombocyte count. The patient re-
ported that both soles had started burning, swelling, and itching
6 days earlier. Headache, fever, and fatigue were noticed. A day
later, the rashes spread to her face, hands, mouth, and trunk.
Petechial-purpuric rashes were seen especially on her hands
and feet, like glove and sock style (Fig. 1). Physical examination
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Figure 1. Petechial purpuric rashes on the patient’s foot

revealed blood pressure of 90/50 mmHg, pulse rate of 110/min,
body temperature of 38.5 C°, and a respiratory rate of 28/min.
Bilateral submandibular and cervical lymphadenopathy were
localized; they were multiple and painful and the largest was
2x1 cm. In addition, petechiae on the hard palate and gingival
hyperemia were found. Routine laboratory analysis revealed a
hemoglobin level of 12.3 g/dL, white blood cell count of 3800/
mm3 (neutrophils 61%, lymphocytes 30% and monocytes 9%),
thrombocyte count of 150000/mm?, and a serum C-reactive
protein level of 1.8 mg/L. Liver function tests, blood urea, and
electrolytes were within normal range. In addition complement
3 and complement 4 levels were normal range. She did not re-
ceive any treatment except antipyretics during hospitalization.
In order to determine the etiology of the petechial rash, cyto-
megalovirus (CMV) IgM and Epstein-Barr virus (EBV) IgM were
tested and found to be negative. In addition, there were no etio-
logical agents found by polymerase chain reaction (PCR) analy-
sis of respiratory tract secretions. Blood cultures were negative.
However, serologic testing of parvovirus B19 IgM was found
to be positive and IgG was negative. Petechial-purpuric rashes
began to decline on the third day of hospitalization. Thrombo-
cyte and leukocyte counts increased day by day (Fig. 2, Fig 3).
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Figure 2. Thrombocyte count of the patient during hospitalization

10000

9000

3000 /
7000

6000 /

5000

4000 /

3000

2000

White bload cell count {/mm3}

1000

day

Figure 3. White blood count of the patient during hospitalization

Based on these findings, we believe that the disease was pri-
mary parvovirus infection. Because of this, the patient did not
receive any treatment except antipyretics. After hospitalization
the rashes decreased, laboratory examinations were found to
be normal, hemoglobin was 11.8 g/dL, white blood cell count
was 9000/mm3, and thrombocyte count was 309000/mm?. The
patient recovered without complications.
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Discussion

Acute parvovirus B19 causes nonspecific eruptions like poly-
morphous rash which is similar to many other diseases. Pap-
ular-purpuric gloves and socks syndrome (PPGSS), which is a
clinic spectrum of parvovirus B19, is usually seen in the spring
and summer. Parvovirus B19 is transmitted by respiratory se-
cretions and saliva. When skin lesions appear, patients are
more contagious. Petechial and/or purpuric lesions may be seen
with edema and erythema on palms and soles [7].

There is a wide clinical spectrum of parvovirus B19 in the lit-
erature. Harms et al. first described PPGSS in 1990 [8]. Also
reported is petechial purpuric eruption of parvovirus B19 in-
fection (PAPPE), which is seen together with fever, artralgia,
myalgia, and lymphanopathy. Our clinical case meets some of
the criteria for PAPPE. However, trunk rash is the predominant
occurrence in our case.

Parvovirus B19 can cause some hematologic disorders. Because
the virus targets the erytropoetic progenitor cells in the human
bone marrow, pure red cell aplasia may develop. However, par-
vovirus associated thrombocytopenia has been reported in the
literature. Some studies suggest that viral nonstructural-1 pro-
teins, which are cytotoxic to megakaryocytes, are responsible
for thrombocytopenia [3,4]. In addition, P antigen was found
on the megakaryocyte and it supported the cytotoxic effects of
parvovirus B19 on the megakaryocyte [6].

Parvovirus associated neutropenia has also been reported. It
is thought that direct invasion of the virus of hematopoietic
progenitor cells and immune mediated destruction of the neu-
trophils are responsible for low leukocyte count. Viral DNA was
detected from the circulating granulocytic cells. On the other
hand, upon immunocytochemistry examination, parvovirus B19
capsid antigen was found on the granulocytic cells. [5,6]. Our
patient was hospitalized during the viremic period of parvovirus
B19 infection, as shown by fever, petechial-purpuric rash, low
leukocyte, and trombocyte count.

Rash, edema, erythema, and fever are common symptoms of
diseases such as Henoch-Schoénlein purpura, vasculitis, entero-
virus, adenovirus, meningococcus, EBV, CMV, rubella, rubeola,
and varicella infectious. Epstein-Barr virus may cause some
symptoms such as fever, malaise, nausea, chills, sore throat,
posterior cervical lymphadenopathy, splenomegaly, and macu-
lopapular rash in children. The rash usually involves the trunk,
extremities, hands, and feet. In addition, CMV can cause the
same symptoms. However, serologic testing of EBV and CMV
was found to be negative in our patient. Meningococcal infec-
tions may cause petechial-purpuric rash, but they are necrotic
and painful. Our patient did not have any necrotic rash. On the
other hand, blood cultures were negative. Enteroviruses and
adenovirus may cause fever and rash and therefore should be
considered for differential diagnosis. Nevertheless, PCR analy-
sis of respiratory tract secretion was detected to be negative.
Henoch-Schénlein purpura and other vasculitis can also show
purpuric rash but improvement is not possible in such a short
period of treatment, whereas our patient recovered spontane-
ously within a few days.

Parvovirus infectious may cause a variety of clinical symptoms.
It is important to consider parvovirus B19 infections when pete-
chial-purpuric eruption, fever, artralgia, myalgia, lymphanopa-

thy, thrombocytopenia, and leukopenia are detected. Although
the disease is usually self-limiting, it should be kept in mind
when diagnosing rash and hematologic disorders.
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