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Case Report

Henoch scholein purpura presenting as distal ilatis in a
postmenopausal woman: A rare casereport
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Abstract

Henoch Schonlein purpura (HSP) is a small vesssduliis leading to deposition of immune IgA comyae. It presents
with a tetrad of symptoms, including a purpurichragcurring on the lower extremities, gastro intedtinvolvement,
renal involvement and arthritis. HSP is self lirditend primarily affects children. The etiology isknown. Treatment is
mainly supportive therapy with analgesics and wese cases, steroids are used. Here we reporeaage of Henoch
Scholein purpura in a postmenopausal woman presggeas acute distal ileitis.
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I ntroduction

Henoch Schonlein purpura (HSP) is a leucocytodasti ~ and arthritis. HSP primarily affects children arebd

vasculitis involving small vessels, leading to dsifion common in adults and it is usually self limited,[{3].

of immune IgA complexes. It presents with a tetodd Here we report a rare case of Henoch Scholein parpu
symptoms, including a purpuric rash occurring oa th in a postmenopausal woman presenting as acutd dista
lower extremities, abdominal pain, renal involveten ileitis.

Case Report

A 54 years old woman presented to our emergenay mith complaints of right lower abdominal pain amamiting for
7 days and hematochezia for past two days. Shaighdyrade fever and arthralgia for two days be&atmission. She is
hypertensive since two years for which she wasrlo@dipine 5mg once a day. On physical examinatiba,vital signs
were as follows: temperature-37.5 degree celsiearthrate-94/min; respiratory rate- 20/min; bloodgsure-120/74mm
Hg. Multiple non blanchable non itchy palpable purip lesions were noted in both the lower limbshswn in Figure
1. The abdominal examination was significant fawdierness and pain in the right lower quadrant ygdpation. There
was no rebound tenderness or muscle rigidity. Baseinds were present. The remainder of the physiahination
was normal.

Figure-1: Multiple palpable purpurain left lower limb at admission.

Manuscript received 15June 2016
Reviewed: 2% June 2016

Author Corrected: 13July 2016
Accepted for Publication Z3July 2016

International Journal of Medical Research and Review Available online at: www.ijmrr.in 1207 |Page



July, 2016/ Vol 4/Issue 7 ISSN- 2321-127X

Case Report

Figure-2:

Figure-3: Skin biopsy suggestive of leukocytoclastic vasculitis with
neutrophil infiltration and fibrinoid necr osiswithin the vessel wall

Figure-4: Skin showing resolution of purpuraand post
inflammatory hyper pigmentation after 10 days
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Laboratory testing revealed the following: whitedd cell Count-22800cells/cu.mm with 70% Neutroplahd 26%
lymphocytes. Hemoglobin was 12.7 g/L and plateteint was 4.08 lakhs/cumm. ESR was 56mm/hr. Ureagddirand
creatinine-1.7mg/dl. Urine analysis showed 15-16#8PF but no albuminuria. Stool culture showed nowgh. CT
abdomen showed circumferential thickening in dig&lm and fatty liver (Figure 2). All other repsrivere normal.
Initially patient was given antibiotics, 1V fluidg\nalgesics, supportive therapy but later antibmtivere stopped on
reviewing with CT abdomen report and skin biopspor¢ showing leukocytoclastic vasculitis (Figure Batient
improved after supportive therapy without need mra@ds and she was further monitored with urinalgsis for
resolution of hematuria (Figure 4). At discharde $erum creatinine was 1.4mg/dl.

Discussion

Henoch-Schénlein purpura (HSP) is an acute non-
thrombocytopenic immunoglobulin A (IgA)—mediated
disorder characterized by a generalized vasculitis
involving the small vessels of the skin, the
gastrointestinal tract, the kidneys, the joints] aarely

the lungs and the central nervous system. Henoch-
Schénlein purpura is common in children and it escu
twice as often in males as in females [3]. It osauost
frequently in the spring and fall [4]. Worldwide fra-
Caribbeans have the least incidence while Asiang ha
the highest incidence. As this disease is selftéidjiits
true incidence may be under-reported.

The etiology of HSP is unclear but associated with
infections (group A streptococci, Mycoplasma, Ejpste
Barr Virus, Varicella virus, Campylobacter entewti
etc.,) medications, vaccinations, tumors (non-sroalll
lung cancer, prostate cancer, and hematological
malignancies) and alpha-1-antitrypsin deficiendy [5

The main pathophysiology of HSP is due to depasitio
of the antigen antibody complexes in the small &kss
walls and activation of the alternate complement
pathway which leads to neutrophil accumulation
resulting in inflammation and vasculitis causing
extravasation of blood and its components into the
interstitial spaces resulting in edema and hemgeha

HSP usually presents with a classic tetrad of rash,
polyarthralgias, abdominal pain and renal dised@be.
clinical presentation of HSP is more severe amahdta
and tends to be atypical. Abdominal pain is the tmos
common symptom of the gastrointestinal tract in
patients with HSP. The various gastrointestinal
manifestations in patients with HSP are intussuszep
ischemic necrosis of the bowel wall, intestinal
perforation, massive gastrointestinal bleeding, tecu
acalculous cholecystitis, hemorrhagic ascites with
serositis, pancreatitis, and biliary cirrhosis [6].

Cutaneous manifestations include non-thrombo-
cytopenic rash which evolves from erythematous to
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urticarial and macular wheels to nonblanching palpa
purpura with petechiae and ecchymoses. Palpable
purpura is seen in 50% of the cases as the pregenti
sign and it is symmetrical in distribution involgn
dependent areas such as the lower extremities and
buttocks but it can also be seen in the upper exties,

face and trunk. On histopathology, leukocytoclastic
vasculitis characterized by neutrophilic infiltei and
prominent nuclear fragmentation, involving the uppe
and middle layers of the dermis with IgA depositamm
immunofluorescence is seen.

Cutaneous symptoms often precede gastrointestinal
symptoms in patients with HSP; nevertheless, skin
lesions occur after gastrointestinal manifestatioms
25% of patients, which make the diagnosis diffi¢ult

The Joint involvement is usually non-migratory, non
destructive, symmetrical  polyarthralgia  mostly
involving the knees and ankles.

Hematuria (microscopic or gross) is the most common
renal manifestation. Most of the cases of HSP rigphr
resolve spontaneously, only 5% progress to chronic
end-stage renal disease (ESRD) at 5 years. Renal
involvement is similar to IgA nephropathy and patse
should be followed for a year with urinalysis. Qthare
manifestations may include hepatosplenomegaly,
myocardial infarction, pulmonary hemorrhage, pléura
effusion, behavioral changes, seizures, headatdes,
neurological deficit, mononeuropathies. HSP is a
clinical diagnosis but when the presentation ipiasl,
tissue biopsy may be helpful [8], [9]. There arentw
criteria for diagnosing HSP which are formulated by
ACR and European League against Rheumatism
(EULAR) [8], [9].

There is no specific treatment for Henoch-Schénlein
purpura. Bed rest and supportive care, such asiagsu
adequate hydration, are helpful. Nonsteroidal anti-
inflammatory drugs can relieve joint and soft tessu
discomfort. Corticosteroids have some use in pegien
with severe abdominal pain. However, corticostesoid
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are not recommended for treatment of rash, joiirt pa
renal disease alone.

Treatment with Immunosuppressants is controversial.
the absence of renal disease and central nervetensy
involvement, the prognosis for patients with Henoch
Schoénlein purpura is excellent.

Conclusion

This case was presented as Henoch scholein puigpura
rare in adults and its presentation as distal isleit
mimicking infective or inflammatory disease is fugt
rare posing a diagnostic challenge. Physicians ldhou
recognise the wide spectrum of presentation of ideno
scholein purpura to avoid overzealous investigation
and surgical procedures as most of the times ifs se
limiting disease [10].
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