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blood urea nitrogen 61 mg/dL; creatinine 3.3 mg/dL; C-
reactive protein 19 mg/L, and INR 1.0. Urinalysis showed 
1,178.7 mg/dl of proteinuria, with 3–5 red and white 
blood cells per high-power field, without dysmorphic 
cells. Total cholesterol (353 mg/dL) and triglyceride (261 
mg/dL) were increased, and serum protein electrophore-
sis revealed hypoalbuminemia (1.8 g/dL). In a 24-h spec-
imen of urine, protein was 2,716 mg.

  During hospitalization, the patient developed a sud-
den episode of hematemesis. On physical examination, he 
had hemodynamic stability and   epigastric tenderness 
without guarding or rebound tenderness. The upper en-
doscopy showed diffuse mucosal redness, small ring-like 
petechiae, submucosal hemorrhages, and superficial ul-
cers in the gastric body, antrum, and duodenum ( Fig. 1 ).

  There was a rapid clinical deterioration, with the de-
velopment of hemolacria (bloody tears), hematidrosis 
(bloody sweat), macroscopic hematuria, and appearance 
of a palpable purpura on the lower limbs, abdomen, and 
trunk ( Fig. 2 ). The patient developed multiple organ fail-
ure and required hemodialysis and mechanical ventila-
tion. Given the clinical set, we considered the diagnosis 
of a vasculitis and started corticosteroids (1,000 mg of 
methylprednisolone per day). A chest high-resolution 
computed tomography scan was performed, and besides 
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   A 66-year-old male was admitted to the internal med-
icine department for asthenia and lower-limb edema. He 
also reported a self-limited respiratory tract infection in 
the previous 3 weeks, and afterwards he developed ab-
dominal fullness. From his medical record, we registered 
long-standing type 2 diabetes, and the patient was chron-
ically treated with ramipril plus hydrochlorothiazide for 
hypertension.

  On examination, for the exception of symmetric low-
er-limb edema, no other abnormalities were seen. His ini-
tial blood tests were as follows: hemoglobin 14,0 g/L; 
white blood cell count 8.2 × 10 9 /L; neutrophils 92.9%; 
platelets 264 × 10 9 /L; Na 134 mmol/L; K 4,2 mmol/L; 
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  Fig. 1.  Hemolacria and skin purpura. 

a b

c d

  Fig. 2.  Diffuse mucosal redness ( a ), small 
ring-like petechiae ( b ), and submucosal 
hemorrhages in the stomach ( c ) and duo-
denum ( d ) are shown. 
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  Fig. 3.   a  Duodenum biopsies showing ede-
ma, inflammatory infiltrate with neutro-
philic predominance and hemorrhagic foci 
in the lamina propria, and areas with ne-
crosis and bacteria.  b  Skin biopsies reveal-
ing leukocytoclastic vasculitis with endolu-
minal thrombosis.      
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  Fig. 4.  Endoscopic follow-up.         
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bilateral pleural effusion, no other abnormalities were 
noticed.

  Serologies for HIV, hepatotropic viruses, Venereal 
Disease Research Laboratory test, and antistreptolysin O 
antibodies were negative. Blood tests for autoimmunity 
(antinuclear antibodies, antineutrophilic cytoplasmic an-
tibodies, and serum cryoglobulins) and blood cultures 
were also normal. With corticotherapy, there was a hasty 
improvement, and a kidney biopsy was performed.

  Histology from the stomach, duodenum, and skin 
( Fig.  3 ) was compatible with vasculitis, and the kidney 
biopsy with   immunofluorescence   showed   mesangial IgA 
deposits. We established the diagnosis of a Henoch-
Schönlein Purpura (HSP). The patient continued with 
oral prednisolone (1 mg/kg) for 3 months, and subse-
quent endoscopies confirmed the good evolution ( Fig. 4 ).

  HSP is an IgA-mediated small-vessel vasculitis that 
most commonly affects children. In adults, it is extreme-
ly rare, with an estimated incidence of 0.1–1.2 per million. 
Its etiology is still unclear, but a recent history of respira-
tory tract infection is reported in 90% of the cases. Other 
precipitating factors already identified are medications 

(nonsteroidal anti-inflammatory drugs, angiotensin-
converting enzyme inhibitors, or antibiotics), tumors 
(non-small cell lung cancer, prostate cancer, or hemato-
logical malignancies), food allergies, vaccinations, and in-
sect bites  [1] .

  Gastrointestinal involvement is common in HSP (in 
up to 85% of the patients), varying from colicky abdomi-
nal pain, nausea, and vomiting to intestinal hemorrhage, 
intussusceptions, and pancreatitis  [2] .

  HSP should be considered in the differential diagnosis 
of a patient with gastrointestinal bleeding, palpable pur-
pura, and acute renal injury  [2, 3] .
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