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Abstract

Introduction: Poststreptococcal arthritis associated with COVID-19 is a rare but severe inflammatory condition that
arises following a prior COVID-19 infection, contributing to complications of a preceding streptococcal infection. It serves as
an example of how COVID-19 may precede and trigger autoimmune diseases. In recent years, there has been an increase in
cases associated with infections linked to COVID-19, highlighting the importance of studying the long-term health
consequences of the pandemic and the rising incidence of infectious disorders.

The purpose of the study: To draw the attention of rheumatologists, general practitioners, and infectious disease
specialists to the risks of developing autoimmune diseases following COVID-19 infection, as well as to emphasize the
importance of early diagnosis, prevention, and comprehensive management of COVID-19 to minimize long-term
complications, including autoimmune disorders.

Materials and Methods: To diagnose this condition, patient anamnesis and clinical-laboratory data were collected.
Additionally, a review of global publications from the last five years was conducted, examining the role of COVID-19 as a
precursor to autoimmune diseases and a predictor of complications from various infectious diseases that may lead to
autoimmune pathology.

Results: Based on the anamnesis, clinical, laboratory, and instrumental data, a diagnosis of poststreptococcal arthritis
associated with COVID-19 was established. The investigation results confirmed the presence of an inflammatory
(streptococcal) process related to a previous COVID-19 infection, suggesting a possible link between past infection and the
development of an autoimmune disorder.

Conclusions: COVID-19 causes a cytokine storm, leading to a decrease in T-lymphocyte levels, suppression of cellular
immunity, and increased susceptibility to other infections. In this clinical case, poststreptococcal arthritis developed in a
patient with laboratory-confirmed immune alterations following COVID-19. This case underscores the importance of primary
and secondary prevention of infectious diseases, as well as the necessity of monitoring the immune status of patients who
have recovered from COVID-19 to ensure timely detection and treatment of potential autoimmune complications.
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! HAO «Ka3saxckuit HauMOHanNbHbI MeAULMHCKHUI yHuBepcuteT um. C.[1. AccheHgnsiposay,
r. AnmaTbl, Pecnybnuka KasaxcraH.

BeegeHHue: [loCTCTPENTOKOKKOBLIA apTpuT, accouuupoBaHHbil ¢ COVID-19, npeacrtaensieT cobont pemkoe
BOCNanuTenbHoe 3aboneBaHne CycTaBoB, NOSIBASAIOLLEECS Ha (hoHe NpeaLecTsylowwer uHdekuum COVID-19, yto npueeno
B CBOK OuYepedb K OCMOXHEHWO NEepeHECEHHOM CTPEMTOKOKKOBOW WHGeKuMM. [aHHbIA MOMEHT nokasbiBaeT OAMH W3
npumepoB Toro, Yyto COVID-19 MoxeT BbITb NpeankTopom ayToMMMyHHbIX 3abonesaHuit. [locne naHgemuu 3a nocnegHne
rogbl MPOCMEXMBAETCS YPOBEHb POCTA CIyyaeB WHEKLMIA, ayTOMMMyHHbIX 3aboneBanuii, cBasaHHbix ¢ COVID-19, yto
AEMOHCTPUPYET 3HAYMMOCTb U3Yy4eHUs 1 HAabNIOAEeHUs JONTOCPOYHBIX CNIEACTBUIA.
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Llenb: lpuBneyb BHWMaHUS pPEBMATONOroOB, Bpavenm OOLiEA MPaKTUKM U MH(EKUMOHWUCTOB K pUCKaM Pa3BUTUS
ayTOMMMYHHbIX 3aboneBaHuin Ha ¢oHe nepeHeceHHon uHdekumn COVID-19, a Takke aKLEeHTMpOBaTb BAXHOCTb paHHew
AMarHOCTUKY, NPOMNAKTUKKA 1 kKoMnnekcHoro neveHns COVID-19 ¢ Lenbio MUHUMU3ALMY NPOSOMKUTENBHBIX OCMOXHEHNA,
BKMIOYas ayTOMMMYHHbIE pacCTpoCTBa.

Matepuanbl n metoabl: [Ind AvarHOCTMKA AaHHOW natonoru Obinv cobpaHbl aHAMHECTUYECKME W KIWHUKO-
nabopaTopHble [daHHble nauveHTa. [lpoegeH 0630p MupoBbiX Nybnuvkauuii 3a nocnegHue 5 neT, B KOTOPbIX
paccmatpuaeTcsa ponb COVID-19 kak npeaukTopa ayTOMMMYHHbIX 3a00MeBaHWA W OCMOXHEHWUA pa3HO0OpasHbIX
MHEKLMOHHbIX 3aD0NeBaHNi, KOTOPbIE MOTYT NPUBECTYU K PA3BUTUIO ayTOMMMYHHO NaTonoruu.

PesynbTatbl: Ha OCHOBaHMM aHamHe3a, KMMHWUKO-NabopaTopHbIX W WHCTPYMEHTambHbIX [AaHHbIX Obln NocTaBneH
[MarHo3: MoCTCTPENTOKOKKOBLIA apTpuT, accouumpoBaHHbii ¢ COVID-19. PesynbTtaThl 00cCneaoBaHWs MOATBEPAMIIHN
HannuMe BOCMANMTENBLHOTO NpoLecca (CTPEeNTOKOKKOBOrO), CBSI3AHHOTO C nepeHeceHHon uHdekumen COVID-19, uto
MOKa3bIBaET BEPOSTHYIO CBSA3b MEXLY NEPEHECEHHO MH(DEKLIMEN N Pa3BUTMEM ayTOMMMYHHOMO PacCTPOMCTBA.

BuiBogbl: COVID-19 BbI3biBa€T LWTOKMHOBBIA LUTOPM, YTO B CBOK OYepedb MPUBOAUT K CHUXKEHMIO YpOBHS T-
NMMEOLIMTOB, YTHETEHMIO KNETOYHOTO UMMYHUTETA U NOBBILIEHHON BOCMPUMMYMBOCTY K APYrUM MHGEKUMaM. B gaHHoM
KnuHuYeckom crniydae Ha oHe nepeHeceHHoro COVID-19 M CHWXEHUS WMMYHHOM aKTMBHOCTM Yy NaluMeHTa passuncs
MOCTCTPENTOKOKKOBBIA apTpUT. OTOT Cry4ai NokasbiBaeT BaXHOCTb NMEPBUYHON N BTOPUYHON NPODUIAKTUKM NHAEKLMOHHBIX
3aboneBaHuit, Takke HeODXOAMMOCTb MOHMTOPMHTA WMMYHHOMO CcTaTyca nauueHToB, nepeHéclwmx COVID-19, ans
CBOEBPEMEHHOTO BbISIBMEHNS U NEYEHUS] BO3MOXHBIX ayTOMMMYHHbIX OCIIOXHEHMI.

Knroyeenie cnosa: COVID-19, nocmempenmokokkosbiti apmpum, aymoumyHHble 3aboegaHus.
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! KeAK «C. X. AcdeHauspoB aTtbiHaarbl Kaszak ynTTbiKk MeAMLMHA YHUBEPCUTETI»,
Anmarbl K., KazakctaH Pecnyb6nukachi.

Kipicne: COVID-19-6eH accouupneHreH CTpenTokokkTaH kediHri aptput, COVID-19 nHdeKunschbl ascbiHa CTPENTOKOKK
NHEEKLMSACBIHBIH, aCKbIHYbIHA anbin KENreH, CUPeK keageceTiH BybiHaapabiH KabbiHymbIK aypybl. OCbl KMMHWKANbIK XaFLan
COVID-19 aytoummyHabl aypynapAblH, —i3awapnbifbiHbiH, - Bip  Mbicanbl. [aHgemusgaH KediHri - COHFbl  Kbinaap
NHeKumsnapabiH, conaai-ak COVID-19-meH GaitnaHbICTbl ayTOMMMYyHZBI aypynapabiH, ecyi 6aiikangsl, 6yn e3 keseriHae
COVID-19-abIH y3aK Mep3imai cangapnapbiH 3epTTey MeH DakbinayabiH ©3eKTiniriH kepceTesi.

3eptreyaiH  Mmakcatbl: COVID-19  wuHekumsachl ascbiHOa ayTOMMMyHObl aypynapablH Jamy  KayinTiniriHe
peBMaToNorTapAblH, Xanmnbl TaXipubenik gapirepnepaiH, WHMEKLMOHNCTEPAIH Ha3apblH ayaapbl, coHpai-ak COVID-19
HOTWXeCIHAE KanbinTacaTblH yY3aK Mep3imMai ackblHynap xaHe ayToummyHabl 6y3binbiCTpagbl asanty MakcatoiHga, COVID-
19-AbIH, epTe AMarHoCTUKaCckIHa, MPOGUNAKTMKACkIHA, KELIEHAI EMIHE aca XoFapbl MaH Bepy Kaxer.

Matepuanpap meH agictep: Ocbl NaToNOrMsHbI AWarHoCTMKanay YLWiH HayKacTblH aHaMHE3ZiK XeHe KIMHWKambIK-
3epTxaHanblK gepektepi xuHangpl. CoHgan-ak, CoHfbl 5-xbinablk anemaik COVID-19 aytonmmyHAab! aypynapasiH isawapbi
XOHE ayTOMMMYHAbl NaTOMNOrMsAHbIH JamyblHa OKenyi MyMKIH SpTypni XyKnanbl aypynapmblH, acKblHynapbiHbIH
BormkayLbIChl PeniH KapacTbipbiniFaH COHFbI 5-Xbinaarbl anemaik 6acbinbiMaapra Wony xacangbl.

Hoatuxenep: AHamHe3di, KNWHWUKambIK-3epTXaHanblK XeHe acnanTblk Aepektepni Oaranay Herisinge COVID-19-6eH
aacouMprieHreH CTPENTOKOKKTaH KeliHri apTpuT AuarHo3bl Kombingpl. 3eptreynep HaTuwkenepi COVID-19 uHdekumscbimeH
OannaHbICTbl  KabblHY NPOLECIHIH, (CTPENTOKOKKTLIK) OonybiH  pacTtagsl, Oyn 6actaH eTkepreH WHbeKUMs MeH
ayTOUMMYHAbLIK Oy3bINbICTbIH JaMybl apacblHAaFbl bIKTUMan GannaHbICTbl kKepceTesi.

KopbiTbiHabinap: COVID-19 T-numdounttep AeHrediHiH TOMeHAEeYiHe, Xacyluanblk UMMYHUTETTIH, TeXenyiHe XaHe
facka WHbekuMsAnapFa cesiMTanmbIKTbiH, KOFapbinayblHa anbin KeneTiH «UMTOKUHAIK Aaybingbly Tygbipagbl. Ocbl
KnuHukanblk xarganga COVID-19 xaHe uMMyHIbIK GENCEeHAiNIKTIH TOMEHAeYi ascblHaa HayKacTa CTPENTOKOKKTAH KEeMiHri
coHbiMeH kaTtap COVID-19-gbl 6acbiHaH ©TkepreH HayKacTapAblH, UMMYHZIBIK XaFgaibiH 6aKbinay apKsiibl ayTOMMMYHAbI
aCKblHynapAblH YaKbITbIMbl aHbIKTanybl MEH eMiHiH KXXeTTinirH kepceTeai.

Tytindi cesdep: COVID-19, cmpenmokokkmaH KeliHei apmpum, aymoummyHOb! aypynap.

Holiekcos yuwiH:

Hozaesa M.I., Amawesa A.A., Omapranu K.C., Hypeanuesa b6.K. KnuHukansik xafgan: COVID-19- accoumpneHreH
CTPENnTOKOKKTaH KeWiHri apTput [/ Fbinbim  xoHe [eHcaynblk cakray. 2025. T.27 (1). b. 267-273. doi
10.34689/SH.2025.27.1.029
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Introduction

Post-streptococcal arthritis is an inflammatory joint
disease that develops after a streptococcal infection, most
often after pharyngitis or tonsillitis caused by group A
streptococcus (Streptococcus pyogenes). The development
of the disease is associated with the body's immune
response to streptococcal antigen, which leads to the
formation of autoantibodies and activation of inflammatory
processes in the joints. Clinically, PSA is manifested by
pain and swelling in one or more large joints, such as the
knee and ankle, and is usually self-limiting, disappearing
after a few weeks [1,8,10,6].

The relationship between infections like COVID-19 and
the emergence of autoimmune disorders has drawn the
attention of the medical community in recent years. The
SARS-CoV-2 virus causes coronavirus infection (COVID-
19), which can cause damage to many organs and systems
and range in clinical manifestation from asymptomatic to
severe. Pathogenetically, COVID-19 causes
endothelopathy, systemic inflammatory responses, and
hyperactivity of the coagulation cascade, which can result in
organ failure and micro- and macrothrombosis
[2,3,4,11,12,5,13].

Recent research suggests that COVID-19 may be
linked to the development of infectious diseases, including
arthritis, after a streptococcal infection. Although there are
studies on poststreptococcal arthritis, they don't look at how
it relates to SARS-CoV-2. Poststreptococcal arthritis linked
to COVID-19 is an uncommon clinical condition that has not
received enough attention and requires more research,
including thorough diagnostic evaluation and elucidation
[8,2,9,3,4,11,5,7].

In this paper, we describe a case of PSA in a patient
who had been infected with COVID-19, which apparently
served as a trigger factor for the activation of inflammatory
processes, followed by the development of persistent
arthritis [2,9,4,12,7].

Details of the patient:

On November 8, 2024, a 37-year-old male patient
named R. complained of upper and lower extremity joint
pain, lower limb muscle pain, morning stiffness that lasted
for up to two hours, nodular skin eruptions on the lower
extremities (mostly on the thigh and varying in size), fatigue,
fever up to 38.5°C, sweating, and weakness.

Patient History:

The patient was under the care of dermatologists since
July 2024 for hidradenitis, which initially responded well to
treatment. In August, he received a three-day course of
antibiotics (Spiramycin 3 million 1U once daily) for purulent
tonsillitis, but he discontinued the medication prematurely.
The patient claims that discomfort and swelling started to
occur in August following a skin injury (following shaving) in
the left axillary area, which led to a repeated visit to the
dermatologist. After applying disinfectant ointments, the
condition improved. Painful, tiny, reddish-tinted nodules first
emerged on the left leg in September 2024. But it wasn't
until  October 2024 that the patient sought a
rheumatologist's advice and had more tests: ASLO =
1404.83 U/ml, RF = 9.39 Ul/ml, and CRP = 10.74 mgIL.
Despite taking acyclovir, ibuprofen, and diclofenac as part
of the suggested treatment, no improvement was seen.
Then things got worse: the erythema got worse, and the

temperature rose to 37.5°C. The patient was therefore
reassessed by a rheumatologist in October 2024 and given
antibiotic medication, which did not result in a favorable
outcome. Over time, the condition further deteriorated, with
the onset of pain in all joints, an increase in erythema size,
prompting another rheumatology consultation. A preliminary
diagnosis of Erythema Nodosum was made. Nonsteroidal
anti-inflammatory  drugs (NSAIDs), methylprednisolone
pulse therapy at a dose of 250 mg x 3, and medicine that
improves peripheral vascular system microcirculation were
all part of the treatment plan, although they had little impact.
The joint condition worsened, limiting movement, skin
eruptions grew, and new painful erythematous lesions
developed despite the continued medication. Additionally,
the patient experienced crusting, nasal congestion, and
axillary and cervical lymph node enlargement. When D-
dimer levels reached 2700 ng/mL, the patient had to be
admitted to the therapeutic unit. Further examinations
revealed positve PCR for Epstein-Barr virus, positive
ELISA for Epstein-Barr virus NA-IgG (2.133), CMV IgG
(2.932), and SARS-CoV-2 IgG/igM (223 AU/mL). A
consilium was conducted with the participation of a
therapist, hematologist, and infectious disease specialist,
resulting in the diagnosis of reactive arthritis, cutaneous
anginitis, long COVID-19, chronic Epstein-Barr virus
infection, and chronic cytomegalovirus infection. Suspicion
of lymphogranulomatosis, lymph node disease, viral
infections, and possibly a special form of systemic
vasculitis. Recommended: lymph node biopsy, antibiotic
therapy (received three times) without positive effect. The
patient was then consulted by an oncologist with suspicion
of systemic vasculitis, who recommended a follow-up
consultation with a rheumatologist. As a result, the patient
was hospitalized in the Center for Internal Medicine of
KazNMU named after S.D. Asfendiyarov in the somatic
department (rheumatology profile) for verifying diagnosis
and treatment planning.

Based on the medical history of the patient:

There were no chronic illnesses found. Any prior
procedures or injuries are denied by the patient.
Additionally, he rejects sexually transmitted infections, viral
hepatitis, and tuberculosis. No noteworthy family medical
history exists. The only noted harmful habit is smoking—up
to one pack of cigarettes per day. No past infusions of
blood. The patient has a history of chronic herpes infection,
with frequent exacerbations manifesting as herpes labialis
(cold sores on the lips).

Epidemiological history:

The patient and his spouse reside in a private home. He
visited Turkey in August. He visited hot springs shortly
before becoming unwell, during which he experienced
hypothermia, which may have contributed to the
deterioration of his health.

Physical examination:

The patient's general condition was assessed as
moderately severe, attributed to joint pain, overall pain
syndrome, and signs of intoxication. Consciousness is
clear, and he responds appropriately to questions. At the
time of examination, body temperature was 37.1°C. Height:
189 cm, weight: 86 kg, BMI: 24.08 kg/m? (within normal
range). Skin: On the right shin and forearms, there are
hyperpigmented reddish rashes with subcutaneous
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induration of various sizes, painless, with periodic localized
temperature increases over the erythema. On the dorsal
surface of the right hand and right foot, there are
erythematous rashes with calloused edges, also painless.
Lymph nodes: Enlargement of cervical and axillary lymph
nodes on both sides, non-confluent, with the left axillary
node being more prominent. Muscle tenderness in the lower
extremities upon palpation.

Musculoskeletal System: Palpation reveals pain in the
elbows, shoulders, knees, and ankle joints, though they are
externally non-deformed. Grip strength is preserved in both
hands. The palmar test and lateral compression test at the
MCP, PIP, and wrist joints are negative. The elbow,
shoulder, knee, and ankle joints appear normal externally.
Crepitus is noted in the knees upon palpation. Range of
motion is not restricted.

Respiratory System: It is free to breathe through the

is symmetrically transmitted. Percussion reveals normal
lung sounds across all fields, and lung borders are within
normal limits. Auscultation detects vesicular breathing
without rales. Respiratory rate: 17 breaths per minute.

Cardiovascular System: The heart and peripheral
vessels appear normal. Borders of relative cardiac dullness:
right at the sternal edge 4th intercostal space, left 1 c¢cm
outside the midclavicular line, and upper at the 3rd
intercostal space. The apical impulse is localized. Heart
sounds are muffled but rhythmic. Heart rate: 78 bpm. Blood
pressure: 120/70 mmHg.

Digestive System: The tongue is coated with a whitish
plaque. The abdomen is of normal size, soft, and painless
upon palpation. The liver is at the costal margin. The spleen
is not palpable. Bowel movements are regular, well-formed,
and without pathological impurities.

Urinary System: There is no apparent change in the

nose. The chest moves symmetrically during respiration ~ kidney area. Murphy’'s percussion test is negative
and has a normal shape without deformities. Vocal fremitus ~ bilaterally. ~ Urination is  free and  painless.
Table 1.
Laboratory data. On admission to the hospital.
Test Laboratory Findings

CBC dated 07.11.2024

Hemoglobin: 98 g/L (decreased), Erythrocytes: 3.35 x 108/L (decreased),
Hematocrit: 29.2% (decreased), WBC: 17.59 x 109/L (elevated), Neutrophils:
77.6%, Basophils: 0.1%, Eosinophils: 0.2%, Lymphocytes: 14.3%,
Monocytes: 7.8%, Platelets: 548 x 10°/L (elevated), ESR: 97 mm/h.
An increased ESR, leukocytosis, mild anemia, thrombocytosis

General urinalysis dated 07.11.2024

Color — yellow, transparent; Specific gravity — 1.030 (elevated); pH - 6.0;
Protein — 0.1 g/L; Glucose — negative; Ketone bodies — negative; Bilirubin —
negative; Urobilinogen — negative; Nitrites — negative; Leukocytes -
negative; Blood - 0.3 mgl/L; Ascorbic acid — 20 mg/dL. Microscopic
examination: Squamous epithelium: <1 per field of view Transitional
epithelium: 1 per field of view Renal epithelium: 0 per field of view
Leukocytes: 2 per field of view Unchanged erythrocytes: 1 per field of view
Granular casts: 0 per field of view Hyaline casts: 0 per field of view Mucus:
+++ Phosphates: negative Oxalates: negative Urates: negative Bacteria:
negative Fungi: negative Uric acid crystals: negative Notes: Parameters are
within normal limits. Total urine protein — 0.36 g/day (within normal limits).

Biochemical  blood dated

06.11.2024.

analysis

ALT - 74 U/L, AST - 11 U/L, total bilirubin - 5.2 umol/L, urea - 4.9 mmol/L,
glucose - 5.9 mmol/L, creatinine - 70 pmol/L, CPK - 16 U/L (decreased),
CPK-MB fraction - 17 U/L, LDH - 203 U/L, CRP - 239.67 mg/L.

Notes: Elevated ALT and CRP, decreased CPK.

ASLO, RF, Ferritin dated 06.11.2024

ASO: 1348 IU/L (elevated). RF from 05.11.2024: 10.71 IU/mL. Calcium:
2.04 mmol/L. Ferritin: 943.73 mg/L (elevated).

Protein fractions dated 24.10.2024.

Total protein - 50.2 g/L (decreased), albumin - 41.8%, alpha1-globulin -
11.1%, alpha2-globulin - 18.7% (increased), beta-globulin - 5.6%, beta2-
globulin - 6%, gamma-globulins - 16.8%, albumin/globulin ratio - 0.72
(decreased), M-gradient - 0%. Notes: Hypoproteinemia, dysproteinemia.

Coagulogram dated 05.11.2024.

APTT - 26.5 sec, D-dimer - 2419 ng/mL (increased), TT - 17.0 sec,
fibrinogen - 8.44 g/L (increased), TT - 14.5 sec (increased), Pl - 62.6%, INR
- 1.28 (normal), D-dimer elevated.

Tumor markers dated 22.10.2024:

Immunoblot dated 06.11.2024.

In normal range
Negative

ELISA for quantitative determination of
lgG/IgM antibodies to SARS-CoV-2 from
23.10.2024.

223 AU/ml - positive.

Bacterial culture from throat swab for
microbiota dated 02.10.2024.

Dermacoccus nishinomiyaensis - 10° CFU/mL.
Streptococcus parasanguinis - 10° CFU/mL.
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Table 2.

Visual diagnostics data: On admission to the hospital.

Methods

Results

Chest X-Ray in 2 projections

No focal or infiltrative changes were detected in the chest organs
based on the X-ray findings.

imaging of the lower limb vessels.

ECG Sinus rhythm, ventricular contraction rate of 85 bpm, horizontal
position of the electrical axis. Diffuse myocardial changes.

Soft tissue MR Conclusion: MRI signs of moderate hyperplasia of the right lobe of
the thyroid gland.

Color Doppler mapping and pulsed-Doppler | No hemodynamic disturbances in the lower limb vessels were

detected.

MRI of the nasal cavity and paranasal sinuses.

CT signs of a polyp in the left maxillary sinus, to be differentiated
from a cyst with mucinous content. Mucosal hyperplasia of the
right maxillary sinus, ethmoid air cells, and sphenoid sinus.

Color Doppler mapping and pulsed-Doppler
imaging of the brachiocephalic vessels.

No hemodynamic disturbances in the lower limb vessels were
detected.

CT scan of the abdominal organs with bolus
contrast injection using an automatic injector.

No convincing data on pathological formations in the abdominal
cavity and retroperitoneal space were detected on CT scanning.
Hepatosplenomegaly.

CT scan of the pelvic organs with bolus contrast
injection using an automatic injector.

At the time of the study, no convincing CT data indicating
pathological formations in the pelvis were detected. CT findings
suggest a formation in the roof of the left acetabulum, with an
aneurysmal bone cyst not excluded.

Assessment of renal blood flow based on color
Doppler mapping. Assessment of renal blood flow
based on color Doppler mapping.

No hemodynamic disturbances in the renal vessels were detected.

A specialist medical board consilium was conducted,
establishing the diagnosis of post-streptococcal arthritis
associated with COVID-19 was established. Pathogenetic
therapy was prescribed, including glucocorticosteroids
(methylprednisolone 20 mg per day), hydroxychloroquine

Clinical and laboratory parameters at discharge.

400 mg per day as a baseline therapy, a five-day course of
antibiotics, immunomodulatory therapy (intravenous human
immunoglobulin, Octagam, Bioven, three doses), protein
preparations (albumin, three doses), and anticoagulant
therapy (nadroparin calcium 0.4 mg subcutaneously).

Table 3.

Test

Results

CBC dated 15.11.2024.

HGB - 109 r/n; RBC - 3.46 10*12/I; Cl - 0.95 -; HCT - 31.1%; MCV - 89.8 fL; MCH - 31.4 pg;
MCHC - 35.2 g/dL; PLT - 435 10*9/I; PCT - 0.378%; WBC - 10.37 10*9/l; RDW-SD - 50.4 fL;
RDW-CV - 15.1%; MPV - 8 fL; PDW - 15.5%; %NEUT - 68.6%; NEUT - 7.11 10*9/;

%EQS - 0.2%; EOS - 0.02 10*9/1; %BAS - 0.6%; BASO - 0.06 10*9/l; %MON - 4.9%;

MONO - 0.52 10*9/l; %LYM - 25.7%; LYMPH - 2.66 10*9/l, ESR - 45 mm/hour;

Note: Mild anemia, leukocytosis, neutrophilia, thrombocytosis. A trend toward a decrease in
leukocytes, neutrophils, platelets, and ESR.

Biochemical blood analysis
dated 15.11.2024.

Total protein - 71.9 g/L, ASO - 649 (trend towards decrease, initial level 1348 1U/mL),
CRP - 18.2 mg/L increased (trend towards decrease, initial level 239.67 mgl/L).

Coagulogram dated
14.11.2024.

APTT - 28.1 sec, INR - 1.15, Prothrombin time - 12.5 sec, Prothrombin index - 79%,
Thrombin time - 36.2 sec increased, Fibrinogen - 4.8 increased.
Note: Increased thrombin time and fibrinogen.

D-dimer dated 15.11.2024. 2419 ng/mL).

D-dimer 718 ng/mL (normal: 0.00-680.00) increased (trend towards decrease, initial level -

Ferritin dated 15.11.2024.

581 mg/l (trend towards decrease, initial level - 943.73 mg/L).

Throughout the ongoing therapy

Improvements have been observed throughout the course
of the treatment, including the lack of intoxication and joint and
pain disorders. The stiffness in the morning has gone, and

sleep is peaceful. The general state of wellbeing has improved.
Overall state: satisfactory. In an active posture. The mercury
was 36.4°C. Breathing through the nose is free. There is no
enlargement of the peripheral lymph nodes. Hyperpigmented
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brownish eruptions on the right shin and forearms have shrunk
in size; they are palpably painless and do not cause a localized
rise in temperature. The oral mucosa is clean, and the throat is
quiet. No rales, vesicular breathing. Heart sounds are rhythmic
and somewhat muffled. The BP is 110/80 mmHg. 81 bpm is
the pulse rate. Soft and painless is the abdomen. Murphy’s
percussion test is negative bilaterally. The patient is discharged
for further follow-up and treatment in outpatient settings at the
place of residence. Recommendations are given.

Upon discharge, the following treatment is
recommended: continuation of glucocorticosteroid therapy
with methylprednisolone at 20 mg per day, maintenance
therapy with hydroxychloroquine at 400 mg per day, bicillin-
5 (benzylpenicillin) at 1.5 million 1U once every two weeks
until ASLO levels normalize, and clopidogrel at 75 mg per
day until D-dimer levels normalize.

Discussion

Given the circumstances of the pandemic, this clinical
case of post-streptococcal arthritis linked to COVID-19
poses a unique but noteworthy diagnostic difficulty. Due to
several overlapping features, including symptoms of both
post-COVID disorders and relapses of chronic infections,
such as cytomegalovirus, Epstein-Barr virus, staphylococcal
and streptococcal infections, the case demonstrates the
difficulty of diagnosis [2,3,4,11,5].

Along with growing joint pain, signs of intoxication and
inflammation, and symptoms indicative of chronic viral
infections, the patient's overall health gradually declined.
Since these symptoms are non-specific and can be linked
to a number of illnesses, such as autoimmune diseases,
viral infections, and inflammatory processes, they can make
diagnosis more difficult. In this instance, prompt anamnesis
collection and clinical evaluation were crucial in establishing
a connection between the onset of post-streptococcal
arthritis  and  the  previous COVID-19 infection
[8,9,3,10,4,12,6,7].

Comprehensive diagnostics, which include clinical and
laboratory data, should receive special emphasis. In
additon to confirming the existence of an active
inflammatory process, the correlation of laboratory results
such as CRP, ASLO, ferritin, D-dimer, and other indicators
of inflammation and hypercoagulation also assisted in ruling
out other potential diagnoses, such as sepsis or thrombosis.
This emphasizes how crucial laboratory testing is for early
detection and differential diagnosis, especially when it
comes to COVID-19-related problems [1,10,6].

The diagnostic difficulty also stems from the fact that
SARS-CoV-2 infection can result in post-COVID syndrome,
which is characterized by a variety of long-term symptoms
that continue after the acute phase of the illness. Similar to
other autoimmune disorders linked to joint inflammation,
arthritis in this instance most likely developed as a result of
immunological dysregulation brought on by the prior
COVID-19 infection, indicating a potential interplay between
viral and infectious processes [2,9,3,4,11,12,7].

Conclusion

The correlation between COVID-19 and PSA
emphasizes the necessity of closely monitoring patients
who have recovered from the virus, particularly if joint
symptom is present. The idea of an excessive immune
response and the possible emergence of autoimmune
illnesses in response to viral infections are also supported

by this instance, highlighting the need for additional study to
elucidate pathogenic pathways and create the best possible
diagnostic and therapeutic approaches.

The significance of a thorough approach in the
diagnosis and treatment of patients with post-COVID
sequelae, especially uncommon inflammatory joint
disorders, is thus underscored by this clinical example. It
also emphasizes how important it is to raise doctors'
knowledge of possible COVID-19 problems [4,7,13].

Study Limitations: The single-center nature of the study may
limit its generalizability, and the absence of long-term follow-up
data restricts the assessment of post-discharge outcomes.
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