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Abstract

PEDIATRIC IMMUNE THROMBOCYTOPENIA FOLLOWING SARS-COV-2 INFECTION:
A REVIEW OF THE LITERATURE

Iku ITONAGA "?, Yoko TSURUOKA ?, Hiroaki KONNO?,
Keita NUMASAWA 2, Kentaro SHIGA ?, Shuichi ITO?

Y Department of Pediatrics, Yokohama Minami Kyousai Hospital
? Children Medical Center, Yokohama City University Medical Center
? Department of Pediatrics, Yokohama City University Graduate School of Medicine

Immune thrombocytopenia (ITP) is an autoimmune disease caused by autoantibodies against platelets, resulting
in platelet destruction and thrombocytopenia. Viruses such as herpesviruses, influenza viruses, and hepatitis B/C
viruses, cytomegalovirus, varicella zoster virus, human immunodeficiency, influenza virus and zika viruses are
known causes of ITP. Recently, ITP secondary to SARS-CoV-2 infection has been reported. We experienced a
10-year-old girl who visited our hospital because of purpura that started a week earlier. She was diagnosed with
thrombocytopenia (Pt 24 X 10°/L) and was admitted for further evaluation and treatment. Eleven days before the
development of purpura, she tested positive for SARS-CoV-2 by polymerase chain reaction (PCR) test after close
contact with her father who was infected with SARS-CoV-2. Two days later, she presented with a one-day fever but
no further symptoms. She fully recovered without any medication. Pediatric ITP usually develops within one month
after the triggering infection. In our review, eight of ten patients (80%) were consistent with this onset interval. The
interval from SARS-CoV-2 infection to the onset of ITP was similar both in adults and children. In our review, only
two out of seven patients who received SARS-CoV-2 PCR tests at the diagnosis of ITP were positive. One of them
developed ITP during the acute phase of SARS-CoV-2 infection. The pathophysiology of SARS-CoV-2-induced ITP
has been proposed as follows: 1) primary decrease in platelet production due to hematopoietic dysfunction caused
by the destruction of bone marrow progenitor cells by cytokine storm and direct infection, 2) increase in platelet
destruction caused by autoantibodies and immune complexes, and 3) decrease in platelet production due to
fragmentation of megakaryocytes, platelet aggregation, microthrombus formation, and decrease in pulmonary
capillary bed accompanied with lung injury. ITP can occur after SARS-CoV-2 infection in children as well as in
adults. Even when SARS-CoV-2 infection is asymptomatic or mild, ITP may develop. We should consider prior
SARS-CoV-2 infection in children who develop ITP.



