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Abstract
IgA vasculitis (formerly Henoch schonlein purpura) is an IgA mediated small vessel vasculitis, commonly presents in children and extremely rare in adults. We present
a case of IgA vasculitis in a seventy year old man, who presented with painful pruritic rash on the lower extremities along with polyarthralgia.
Acute kidney injury evident by mildly impaired creatinine, hematuria and non-nephrotic range proteinuria were reported at presentation. Although extremely rare
pulmonary involvement was evident in our case by hemoptysis and radiographic findings. Final diagnosis of IgA vasculitis and evidence of IgA deposition was
confirmed with skin and kidney biopsies.
In view of kidney and lung involvements patient received short course of oral prednisone along with symptomatic management. Long term follow up showed slow
but steady recovery with resolution of skin rash, joint pain, pulmonary symptoms and renal abnormalities
Although extremely rare, IgA vasculitis may need to be considered as one of the differential diagnosis in adult patient presenting with vasculitic skin rash.

Introduction
IgA vasculitis is a small vessel vasculitis associated with
immunoglobulin A (IgA) complex deposition [1,2]. The immune
complexes are composed of IgA1 and IgA2 but only IgA1 is found in
the inflammatory infiltrate of the disease.
IgA vasculitis is commonly presenting as small vessel vasculitis
in pediatric age group, while the occurrence in adults has been rarely
reported. The diagnosis can be easily missed in adult patients. A high
degree of suspicion and performing a biopsy of involved tissue along
with immuno-fluorescence studies in suspected cases are mandatory
to establish the diagnosis. Presence of Leukocytoclastic vasculitis
with IgA deposition in biopsied tissue is pathognomonic finding for
IgA vasculitis. Clinical manifestations can be seen in the skin, joints,
gastrointestinal tract, and kidneys. Very unusual presentations it may
involve pulmonary system [3].

Case presentation
A seventy-year-old man presented with nonspecific polyarthralgia
and widespread lower body painful pruritic vesicular eruptions which
did not blanch (Figure 1). He was admitted for further workup and
management. Initial urine dipstick revealed hematuria and nonnephrotic range proteinuria. During the time in the hospital he developed
mild acute kidney injury and the rash also extended more to involve the
buttocks and genitals. Furthermore, he had 2 episodes of hemoptysis
and a new right sided lung opacity shown up in the chest x-ray (Figure
2). In view of kidneys and lung involvement patient was treated with
steroid along with analgesics and topical emollients. Subsequently he
had skin biopsy which consistent with a small vessel leucocytoclastic
vasculitis and IgA deposition. A Kidney biopsy shows proliferation
of the mesangium, with IgA deposits on immunofluorescence and

Clin Case Rep Rev, 2019

doi: 10.15761/CCRR.1000465

Figure 1. Typical rash of henoch schonlein purpura involving lower extremities, buttocks
and genitalia

electron microscopy confirmed diagnosis of IgA vasculitis (Figure 3).
Long term follow up showed slow but steady recovery with resolution
of skin rash, pulmonary and renal abnormalities.
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Management of IgA vasculitis is usually symptomatic as the
disease tends to have a self-limiting course particularly in the absence
of renal disease [5]. Spontaneous resolution is common within 8
weeks but can have longer course and relapses are possible.
Renal involvement is the major cause of mortality and morbidity
and usually determines the prognosis therefore long-term follow-up
is necessary to avoid serious and sometimes fatal complications [6].

Conclusion
Although extremely rare and easily missed, IgA vasculitis may need
to be considered as one of the differential diagnosis in adult patients
presenting with vasculitic skin rash.
Figure 2. Chest x-ray showing right middle lobe and part of right lower lobe infiltration

Adults with IgA vasculitis are more likely to have more severe
disease compared to children particularly if organs such as the kidneys
and lungs are affected. Consequently, prompt treatment and regular
follow up is often needed to prevent serious complications.
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