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Hemorrhagic rash on the legs

Check for
updates.
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A 42-year-old woman presented with hemorrhagic macules and papules, especially affecting the lower
extremity (Fig 1). Two weeks prior to presentation, she had cough, diarrhea, malaise, and limb pain. Infection
with COVID-19 was confirmed through polymerase chain reaction. The rash began as a pruritic eruption on her
right tibia, progressing to the current presentation over 2 days. C-reactive protein level was found to be
increased (60.4 mg/L; normal level, =5.0 mg/L). The measurement of kidney function and blood count revealed
no anomalies. Two skin biopsies were taken: one for histologic examination and the other for direct

immunofluorescence (Fig 2).

Question 1: What is the most likely diagnosis?

A. Schamberg disease

B. COVID-associated vasculopathy
C. Skin-limited IgA vasculitis

D. Thrombocytopenic purpura
E.

Rocky Mountain spotted fever

Answers:

A. Schamberg disease—Incorrect. Although the
distribution of Schamberg disease is often symmet-
rical on the lower extremities as in the present case,
this condition does not account for the severe
fibrinoid necrosis of the vessel walls as identified
in the histology.

B. COVID-associated vasculopathy—Incorrect.
Vasculopathy is defined by thickening of the intima
due to the deposition of immunoglobulins,
complement components, and fibrinogen without
inflammatory lymphocyte infiltration. In the present
case, fibrinoid necrosis and leukocytoclasia were
present.

C. Skin-limited IgA vasculitis—Correct. The patient
showed a typical manifestation of leukocytoclastic
vasculitis, which often occurs parainfectious. The
fibrinoid necrosis of the wvessel walls, nuclear
dust from neutrophil fragmentation, and extra-
vasation of red blood cells in addition to direct
immunofluorescence staining with IgA are common
characteristics of IgA vasculitis.

D. Thrombocytopenic purpura—Incorrect. Labo-
ratory  findings showed no  sign of
thrombocytopenia.

E. Rocky Mountain spotted fever—Incorrect.
Although hemorrhagic rash is one of the common
symptoms of Rocky Mountain spotted fever, our
patient had no history of potential tick exposure
and was not in an endemic area.

Question 2: Which is not a possible complica-
tion of IgA vasculitis?

A. Arthritis

B. Abdominal pain
C. Hepatitis

D. IgA nephropathy
E. Orchitis

Answers:

A. Arthritis—Incorrect. In 74% of the cases, pa-
tients with IgA vasculitis may develop joint swelling
and pain accompanied by functional limitation.
Most frequently, large joints such as knees, hips,
and ankles are affected. Arthritis can precede the
onset of purpura in 5%-25% of the cases.

B. Abdominal pain—Incorrect. Gastrointestinal
manifestations occur in 50%-80% of the cases.'
Typically, colicky abdominal pain and vomiting
can be present. In severe cases, gastrointestinal
bleeding can occur.

C. Hepatitis—Correct. Hepatitis is not a common
complication of IgA wvasculitis. Pancreatobiliary
involvements such as pancreatitis are possible
complications of IgA wvasculitis. It should be
mentioned that leukocytoclastic or cryoglobuline-
mic vasculitis are associated with hepatitis.

D. IgA nephropathy—Incorrect. Approximately
30%-50% of the patients show abnormal urinalysis
such as proteinuria and hematuria." A recent study
of 186 children with IgA vasculitis identified girls,
patients aged >10 years, and an increased
C-reactive protein level as potential risk factors for
IgA nephropathy.”

E. Orchitis—Incorrect. IgA vasculitis can involve
the male genitalia and induce inflammatory
complications such as orchitis and epididymitis. It
is important to be aware that the symptoms can
mimic testicular torsion.

Question 3: In a glucocorticosteroid skin-
limited refractory case, what would be the
most reasonable therapy?

A. Ibuprofen
B. Heparin
C. Adalimumab
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D. Dapsone
E. Cyclophosphamide

Answers:

A. Tbuprofen—Incorrect. Although ibuprofen has
anti-inflammatory effects, it is not sufficient to treat
vasculitis. Additionally, the potential adverse renal
effects should be considered.

B. Heparin—Incorrect. A study with 228 children
investigated heparin in IgA vasculitis and suggested
a reduced risk of persistent kidney disease.’
However, the therapy is not justified due to the
risk of severe side effects.

C. Adalimumab—Incorrect. Several studies have
investigated the effect of adalimumab in a variety of
vasculitis forms with mixed results. Regarding IgA
vasculitis, there are case reports that presented an
IgA vasculitis that was triggered by adalimumab.”
Considering these reports, adalimumab is not
recommended in IgA vasculitis.

D. Dapsone—Correct. A recently published review
on IgA wvasculitis observed that dapsone was
effective in refractory IgA vasculitis.” In our case,
dapsone induced a stable remission of IgA vasculitis
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after a relapse under the glucocorticosteroid
therapy.

E. Cyclophosphamide—Incorrect. There is evi-
dence that other immunosuppressants are more
effective than cyclophosphamide. Although cyclo-
phosphamide is a potential therapeutic option, side
effects must be considered. Other treatments should
be preferred, especially in the case of skin-limited
IgA vasculitis.
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