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Abstract

Henoch Schonlein Purpura (HSP), or IgA vasculitis, is characterized by immune complex
deposition in small blood vessels and activation of the alternative complement pathway.
HSP is typically seen after the resolution of viral illness in children though it has also
occurred on rare occasions in adults. In these cases, the rash is usually self-limited. In this
article, an uncommon presentation of HSP in a 19-year-old young adult with no evidence of
prior upper respiratory infection (URI) and concomitant Lyme disease is presented. The
patient had a two-week history of a worsening rash and pain in multiple joints before
seeking medical care. The treatment course is notable for resolution of the HSP rash and
joint symptoms upon treatment of HSP and underlying Lyme disease.

Introduction

Henoch Schonlein Purpura (HSP), or IgA vasculitis, is characterized by immune
complex deposition in small blood vessels and activation of the alternative complement
pathway.! HSP can have many clinical manifestations including purpura, renal damage,
gastrointestinal distress, and arthritis. The rash seen with HSP is a non-blanching, palpable
purpura with a normal or elevated platelet count. Lack of reduction in platelet count helps to
differentiate HSP from other forms of purpura including immune thrombocytopenic purpura
or thrombotic thrombocytopenic purpura. HSP is typically seen after the resolution of viral
illness in children under the age of 10 years old and is more common in boys.? HSP has also
occurred on rare occasions in adults.

HSP is a rare post-infectious sequela in children with a prevalence of 0.002%.3 The
majority of these cases are present in kids aged 2-6 years. There is extensive
documentation correlating HSP with numerous viral ilinesses including COVID-19,4
respiratory syncytial virus (RSV), adenovirus, and hepatitis.> In children with the disease,
purpura is often self-resolving in under a year. However, major complications can occur
including involvement of kidneys and joints leading to kidney damage and arthritis.
Gastrointestinal complications including abdominal pain, nausea, vomiting, and



hematemesis are also common symptoms. To reduce the risk of complications, steroid
therapy can be initiated. In the adult population, HSP occurs incredibly rarely with a
prevalence as low as 0.0000034-0.0000143%.57 Adults with purpura and normal
thrombocyte levels should be investigated for IgA vasculitis.® In this article, a case of HSP in
a 19-year-old young adult with no evidence of prior URI and concomitant Lyme disease is
presented.

Case Report
History

The patient is a 19-year-old male nonsmoker with no significant medical history. The
patient presented with a rash (pictures enclosed) of the lower extremities and severe
polyarticular pain for two weeks. The patient reported the lesions beginning on the feet and
then quickly progressing to involve both legs, the right upper arm, and the left elbow. He
experienced some discomfort in the groin without penile discharge or dysuria. Lesions in the
groin region were consistent with those on the lower extremities. He also had significant
swelling of the lower limbs. The patient denied having a preceding upper respiratory tract
infection. He did not experience any pharyngitis, congestion, rhinorrhea, cough, or
headache before the onset of the rash. He also denied hematuria/dysuria and abdominal
pain. Pt had no reported tick bites or history of recent outdoor recreational activities.

Physical examination was unremarkable except for the skin and joints. Skin
demonstrated palpable purpura beginning on the abdomen and traveling distally. His joints
were exquisitely tender.

All vitals were within normal limits and urinalysis showed normal values without
erythrocytes, leukocytes, or spillage of protein.

The patient was evaluated for viral illness and autoimmune causes of the rash. He
was found to have negative hepatitis serology, a normal rheumatologic panel, and negative
results for sexually transmitted diseases (STDs). Incidentally, the patient was found to have
positive Lyme titers upon evaluation.
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Figure 1-3: Lower extremity skin lesions.

Diagnostic Tests

CBC was normal and platelet count was within normal ranges. The patient received a
rheumatologic workup which was significant only for elevated c-reactive protein. Serum
ANA, RF, CCP, and ANCA were all unremarkable. Complement C3 & C4 levels were within
normal ranges. Screening for STDs was also unremarkable. The patient was screened for
hepatitis and results demonstrated no evidence of infection.

The patient was tested for Lyme disease and IgG titers came back positive for 18 KD
(IgG), 28 KD (IgG), 30 KD (IgG), 39 KD (IgG), 41 KD (IgG), 45 KD (IgG), 58 KD (IgG), 66
KD (IgG), and 93 KD (IgG). Lyme IgG Western blot is positive if at least five of the ten IgG
titers are positive; this patient demonstrated reactivity with nine of ten titers.

Figure 4: Punch biopsy; skin, right anterior proximal thigh.

The patient had a punch biopsy taken of the right anterior proximal thigh. Histologic
findings were suggestive of a small vessel leukocytoclastic vasculitis (LCV)
secondary to IgA vasculitis.



Management

The patient was placed on oral prednisone for symptom relief and saw a reduction of
symptoms including resolution of purpura, pain, and swelling over the course of a month.
The patient experienced rebound symptoms and a recurrence of rash after a night of alcohol
intoxication when steroids were tapered down the first time. He was started on another
course of steroids after this. When the Lyme titers returned, the patient was started
immediately on doxycycline with a near-complete resolution of symptoms including reduced
joint pain. The patient had no prior knowledge or treatment for Lyme disease.

The patient did not experience systemic symptoms of HSP and only demonstrated
cutaneous signs. He did not have any renal involvement or gastrointestinal iliness. The joint
pain may be attributed to either HSP or advancement of Lyme disease before treatment.

Discussion
Significance

This patient was an adult male presenting with a rare form of palpable purpura most
commonly seen in children. HSP has been documented in very few adults but remains a
vital part of the differential for a patient with purpura.

The patient also received a diagnosis of Lyme disease. Most documented cases of
HSP follow as a post-infectious sequela after a viral URI, but this patient did not have any
preceding URI symptoms. Lyme disease usually manifests on the skin as erythema
chronicum migrans but some patients have displayed other concomitant skin findings
including Henoch-Schonlein-like purpura.® This patient’s skin demonstrated clear palpable
purpura and biopsy confirmed leukocytoclastic vasculitis.

While there is no direct correlation between Lyme disease and HSP, this patient
experienced a complete resolution of rash and joint pain after receiving both steroids for
HSP and antibiotic treatment for Lyme disease. Steroids can reduce inflammation and
purpura in HSP but recurrence is unchanged by this treatment.? Steroids also do not
change the likelihood for systemic complications.!! This may suggest a need to investigate
the underlying infection that resulted in autoimmune IgA.

Even though HSP is rare, it's an important differential in an adult with palpable
purpura to monitor for systemic complications. HSP often correlates with URI but can also
develop after other infections. In this patient, symptomatic treatment of HSP and antibiotic
treatment for Lyme disease correlated with improvement of HSP rash. This case is a
significant reminder to look for an underlying cause of autoimmune vasculitis to ensure
adequate treatment and prevent rebound vasculitides.

The current treatment regimen for HSP involves symptomatic pain relief since the
disease is self-resolving.'? For mild pain in patients without gastrointestinal (GI) bleed or
glomerulonephritis, naproxen 10-20 mg/kg split into two daily doses or ibuprofen 10 mg/kg
every 6-8 hours is suggested for 3-4 weeks. Acetaminophen 10-15 mg/kg every 4-6 hours
is recommended for a patient in mild pain with GI bleed or glomerulonephritis. For more
severe pain with adequate oral intake, treatment is oral prednisone 1-2 mg/kg/day for 3-5
days then tapered over 3-4 weeks. For severe pain with limited oral intake, 0.8-1.6
mg/kg/day of IV methylprednisolone is suggested for 3-5 days before tapering down for 3-4
weeks.*3 In all patients, monitoring for abdominal or renal complications of IgA vasculitis is
required.



References

10.

11.

12.

13.

Roache-Robinson P, Killeen RB, Hotwagner DT. IgA Vasculitis (Henoch
Schonlein Purpura) Treasure Island:StatPearls Publishing, 2023
https://www.ncbi.nlm.nih.gov/books/NBK537252/

Nationwide Children’s. IgA Vasculitis in Children, 2025. Available at:
https://www.nationwidechildrens.org/conditions/health-library/iga-vasculitis-in-
children. Accessed February 4, 2025.

Children’s Hospital of Philadelphia. Henoch-Schonlein Purpura, August 23, 2014.
Available at: https://www.chop.edu/conditions-diseases/henoch-schonlein-purpura.
Accessed February 4, 2025.

Oiate I, Ortiz M, Suso A, Mon C, Galindo K, Lentisco C, Camacho R, et al. IgA
vasculitis with nephritis (Henoch-Schénlein purpura) after COVID-19: A case series
and review of the literature. Nefrologia 2022;42:481-489
https://doi.org/10.1016/j.nefroe.2022.11.003

Nikolaishvili M, Pazhava A, Di Lernia V. Viral infections may be associated with
henoch-schénlein purpura. J Clin Med 2023;12:697
https://doi.org/10.3390/jcm12020697

Jithpratuck W, Elshenawy Y, Saleh H, Youngberg G, Chi DS, Krishnaswamy
G. The clinical implications of adult-onset henoch-schonelin purpura. Clin Mol Allergy
2011; 9:9 https://doi.org/10.1186/1476-7961-9-9

Lopez Meiller MJ, Cavallasca JA, Maliandi Mdel R, Nasswetter GG. Henoch-
Schénlein Purpura in adults. Clinics 2008;63:273-276
https://doi.org/10.1590/s1807-59322008000200018

Yaseen K, Herlitz LC, Villa-Forte A. IgA vasculitis in adults: A rare yet challenging
disease. Curr Rheumatol Rep 2021;23:50 https://doi.org/10.1007/s11926-021-
01013-x

Longworth DL. The clinical challenge of Lyme disease. Cleve Clin J Med 1990;
57:453-463 https://doi.org/10.3949/ccjm.57.5.453

Sugino H, Sawada Y, Nakamura M. IgA vasculitis: etiology, treatment,
biomarkers and epigenetic changes. Intern J Mol Sci 2021;22:7538
https://doi.org/10.3390/ijms22147538

Hahn D, Hodson EM, Craig JC. Interventions for preventing and treating kidney
disease in IgA vasculitis. Cochrane Database Syst Rev 2023;2:CD005128
https://doi.org/10.1002/14651858.cd005128.pub4

Saulsbury FT. Henoch-Schénlein purpura in children: Report of 100 patients and
review of the literature. Medicine 1999;78:395-409
https://doi.org/10.1097/00005792-199911000-00005

Ozen S, Marks SD, Brogan P, Groot N, de Graeff N, Avcin T, et al. European
consensus-based recommendations for diagnosis and treatment of immunoglobulin A
vasculitis—the SHARE initiative. Rheumatology 2019;58:1607-1616
https://doi.org/10.1093/rheumatology/kez041



https://www.ncbi.nlm.nih.gov/books/NBK537252/
https://www.nationwidechildrens.org/conditions/health-library/iga-vasculitis-in-children
https://www.nationwidechildrens.org/conditions/health-library/iga-vasculitis-in-children
https://www.chop.edu/conditions-diseases/henoch-schonlein-purpura
https://doi.org/10.1016/j.nefroe.2022.11.003
https://doi.org/10.3390/jcm12020697
https://doi.org/10.1186/1476-7961-9-9
https://doi.org/10.1590/s1807-59322008000200018
https://doi.org/10.1007/s11926-021-01013-x
https://doi.org/10.1007/s11926-021-01013-x
https://doi.org/10.3390/ijms22147538
https://doi.org/10.1097/00005792-199911000-00005
https://doi.org/10.1093/rheumatology/kez041

