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ÖZ
Yirmi beş yaşında bir hasta, her iki bacakta palpe edilebilen purpura ve 

bipedal ödem şikayetleri ile dördücü gestasyonel haftada hastaneye baş-

vurdu. Hastanın 12 yaşında tanısı konulmuş olan Henoch-Schönlein pur-

pura (HSP) hikayesi mevcuttu. Erkek kardeşine de aynı hastalık için tanı 

konulmuştu. Hastaya gebeliği süresince aktif müdahalede bulunulması 

gerekmedi. Ayrıca ciddi bir obstetrik komplikasyon da gözlenmedi. Dik-

katli şekilde takip edilen HSP tanılı gebelerin başarı ile doğurtulabileceğine 

inanıyoruz.
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ABSTRACT
A 25-year-old primiparous woman in the fourth gestational week with 

palpable purpuras on both legs and bipedal edema was admitted to the 

hospital. She had a history of Henoch–Schönlein purpura (HSP) that was 

diagnosed at the age of 12 years. Her brother had also received the same 

diagnosis. The patient did not necessitate active intervention during preg-

nancy. In addition, we did not observe severe obstetrical complications. 

We believe that patients with HSP undergoing careful follow-up (preges-

tational and gestational) may deliver successfully.
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IntroductIon

Henoch-Schönlein purpura (HSP) is an immune-mediated systemic vasculitis 

concomitant with immunoglobulin A (IgA), complement component 3 (C3), 

and fibrin deposition within the walls of the affected small vessels (1). It is the 

most common type of systemic vasculitis in the pediatric population, with an 

incidence of approximately 20 per 100,000 children, but its occurrence is less 

common in the adult population, with ethnic and regional alterations (2, 3).

 The American College of Rheumatology developed the classification criteria 

for the diagnosis of HSP in 1990 (4). Diagnosis is made in 90% of patients 

when two or more of the following conditions are present (4): 1) palpable 

purpura, 2) age at onset ≤ 20 years, 3) acute abdominal pain, and 4) biopsy 

results showing granulocytes in the walls of small arterioles and/or venules. 

The European League Against Rheumatism and the Pediatric Rheumatology 

European Society together with the Pediatric Rheumatology International 

Trials Organization developed a different classification criterion (5). HSP is 

diagnosed in the presence of one or more of the following conditions with 

purpura (usually palpable and in clusters) and/or petechiae with lower limb 

predominance without thrombocytopenia or coagulopathy: 1) abdominal pain 

(usually diffuse with acute onset), 2) arthritis or arthralgia (acute onset), 

3) renal involvement (proteinuria and hematuria), and 4) leukocytoclastic 

vasculitis or proliferative glomerulonephritis with predominant IgA deposition. 

The Chapel Hill Consensus Group recommends a histologic criterion including 

IgA-dominant immune complex deposition on the walls of small vessels (6). 

The exact cause of HSP has not yet been clarified, but immunologic, genetic, 

and environmental factors have contributed to its pathogenesis (7). Palpable 

purpura, arthralgia/arthritis, abdominal pain, and symptoms related to renal 

involvement are the main clinical characteristics. Although HSP is self-limited 

in most cases, renal complications are more prominent in the adult population 

(8).

 Therapeutic targets are aimed at symptomatic therapy and management 

of complications because a definitive treatment for the disease is yet to be 

reported. Prognosis is good in the absence of severe renal complications (9).

The prognosis and management of HSP in pregnancy are debatable because 

only a small number of cases (21) have been reported in the literature (10-12).

Case Report

A 25-year-old primiparous woman, in the fourth gestational week, with pal-

pable purpuras on both legs and bipedal edema was admitted to the hospital. 

She received a diagnosis of HSP at the age of 12 years. Her brother also 
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had the same diagnosis. The laboratory results were as follows: hemoglobin, 

10.2 g/dL; hematocrit, 33%; white blood cell count, 9.2 x103/ml ; and platelet 

count, 290 x 103/ml. The serum biochemistry values were within the reference 

range, with sedimentation, complement C3, and complement C4 at 25 mm/h, 

130 mg/dL, and 20.3 mg/dL, respectively. She had proteinuria; therefore, she 

was referred to the nephrology and romatology departments. Her complaints 

regressed without medical intervention, and she was discharged from the 

hospital.

 During follow-up, the results of combined chromosomal abnormality sc-

reening test, ultrasonographic fetal structural anomaly screening, and 50-g 

glucose challenge test were normal. The patient had no complaints until the 

27th gestational week when she was admitted to the hospital due to nausea 

and vomiting. Her C-reactive protein (CRP) level was elevated at 1.37 mg/L, 

whereas IgA, anti-nuclear antibody, and anti-neutrophil cytoplasmic antibody 

levels were within the reference range. No medical treatment was administe-

red, and she was discharged from the hospital after romatology and infectious 

disease consultations.

During the course of pregnancy, her blood pressure and kidney function were 

monitored closely, and she consulted with the perinatology, romatology, and 

nephrology departments at close intervals.

She was referred to the delivery room when she had regular uterine contra-

ctions at 40 weeks and 5 days of gestation. A 3380-g female neonate was 

delivered through spontaneous vaginal birth without any complications. The 

APGAR score was 9/10/10. After the delivery, her hemoglobin was 9.3 mg/

dL, and her blood biochemistry values including sedimentation, CRP, comple-

ment C3–C4, IgA, and urine analysis results were all within the normal range. 

DIscussIon

HSP is an IgA-mediated systemic vasculitis and the most common type of 

systemic vasculitis in the pediatric population (1). HSP is rarely observed in 

adulthood; therefore, only case reports exist in scientific literature (10-12). 

Although the symptoms are generally non-specific, lower limb palpable 

purpura, abdominal pain, and arthralgia are the most common symptoms 

(10). Diagnosis may be challenging, particularly in cases presenting without 

purpura, because other symptoms are vague and can be often observed in 

pregnant women, depending on various reasons (10). Renal involvement 

(glomerulonephritis), with proteinuria and hematuria, together with headache 

and convulsions, may be present in some cases; therefore, establishing a 

differential diagnosis for preeclampsia may be difficult for physicians (12). 

Physicians should be cautious because renal complications are more promi-

nent in adults, which may lead to end-stage renal disease (8). 

Based on previous case reports, no consensus has been established on the 

prognosis or management of HSP during pregnancy. Corticosteroids may be 

beneficial for symptom relief; however, some severe cases required plasmap-

heresis (10-12). Most cases had good obstetric outcomes in the absence of 

renal involvement, and in some cases, only supportive care was sufficient 

for the management (10-12). HSP symptoms may progress or resolve 

during pregnancy, and a new onset of the disease may be observed (10-12). 

Furthermore, IgA cannot cross the placenta; therefore, the fetus is protected 

from the immune deposits (10-12). Notably, we did not use corticosteroids 

in our case.

To the best of our knowledge, a limited number of case reports have been 

published in this field, most probably because of the disease nature (childho-

od disease). In our report, the patient did not necessitate active intervention 

during pregnancy, and we did not observe severe complications. We believe 

that patients undergoing careful follow-up may deliver successfully; however, 

severe obstetrical complications have been reported previously (10-12). To 

the best of our knowledge, this report will present the 22nd case of HSP in 

the literature. 

In conclusion, the diagnosis of HSP should be kept in mind, particularly in 

patients with palpable lower limb purpuras during pregnancy. Corticosteroids 

may be beneficial for symptomatic treatment, but supportive care may be 

sufficient in most cases. However, the differential diagnosis of preeclampsia 

should be established, and severe renal complications of the disease must be 

considered in the management of HSP during pregnancy. 
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