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Abstract

Henoch Schonlein purpura (HSP) is a common childhood vasculitis, characterized by a non-
thrombocytopenic palpable purpura and systemic features. It can be triggered by conditions like
infections and insect bites. We present the case of a six-year-old girl with palpable maculopapular lesions
on the lower limbs, itching, mild pain, swelling of feet, limitation of limb mobility, and a history of bee
sting. Thigh skin biopsy was performed, with a report of leucocytoclastic vasculitis, and was diagnosed
as HSP. She was prescribed bed rest, and was given oral hydration. The patient outcome was favorable
and was discharged after five days. This is the fifth report of a HSP case associated with a bee sting

with an uncomplicated course, which is in contrast to previous case reports.

Introduction

Henoch Schonlein purpura is one the most common
vasculitis in childhood. It is characterized as a palpable not
thrombocytopenic purpura and shows gastrointestinal
bleeding, abdominal distress, glomerulonephritis, arthritis
and arthralgia. It also presents with leukocytoclastic
vasculitis with immunoglobulin A at histopathological
levels [1]. Heberden published the first description of
Henoch Schonlein purpura in 1801, in two five-year-old
boys. They had abdominal vomiting, melena, arthralgia,
purpuric erythema and hematuria[2]. Johann Schonlein
who recognized the association between purple and
arthralgia, calling it “rheumatic peliosis”, characterized
Henoch Schonlein purpura. His student, the pediatrician
Eduard Henoch, who described the abdominal and renal
compromise in four children [3],[4], extended this
description. Afterwards, Gairdner used the term
anaphylactoid purpura [5],[6].
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Henoch Schonlein purpura often occurs in childhood, is
predominant in males and is related to various triggers.
These include bacterial, fungal, protozoan infections and
insect bites [7]. Worldwide, there have been only four case
reports associated with bee sting. We show here the case
of a six-year-old student with Henoch Schonlein purpura
with antecedent of a bee sting.

Case presentation

We received a six year and nine months old female student,
from Trujillo (Peru), without comorbidities and up to date
on vaccinations at the Hospital Regional Docente-Trujillo.
Three weeks before her entry to the Hospital, she presented
an upper respiratory tract infection. She was treated with
mucolytic medication, amoxicillin and clavulanic acid. The
respiratory infection subsided seven days later. Ten days
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before her entry to the hospital, she presented with nausea,
headache, hiporexia, oral intolerance and vomiting. Six
days before her entry to the hospital, she showed
intermittent crampy abdominal pain for two days. Five days
before her entry to the hospital, she sustained a bee sting
on a foot with subsequent formation of painful
inflammatory papule with puctiform injury.

Three days before her entry to the hospital, she presented
with maculopapular palpable lesions in the lower limbs,
which irradiated in a centripetal way to the anterior and
posterior sides of the feet, legs and thighs. In addition, she
developed itching, edema of the feet and limitation of
movement. She went to the emergency department, where
the diagnosis was Henoch Schonlein purpura and as
outpatient was prescribed oralchlorpheniramine 7.5 ml

every eight hours. There she denied abdominal pain. On the
day of admission to the hospital, the lesions progressed to
both buttocks. The Pediatricians hospitalized her with
Henoch Schonlein purpura diagnosis.

Her measurements included weight of 25.5 kg, height
117.5 cm, and head circumference 49.5 cm. Vital signs:
Blood pressure (BP) 90/60 mmHg (P95: 116/77), heart rate
(HR) 100, respiratory rate (RR) 22. The patient was
admitted in a generally good state, spontaneous
ventilation, with reddish maculopapular lesions in upper
and lower limbs and buttocks, but none in the inguinal
region (Figures 1 and 2). Blood count, hematocrit, platelet
count, peripheral blood profile, creatinina and urine test all
were normal. Total abdominal ultrasound reported no
abnormal findings.

Figure 2. Edema in the back of hand.
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A skin biopsy (3 mm) was obtained from the thigh and (Figure 3). In addition, neutrophils invading and destroying
stained with hematoxylin-eosin. Leukocytoclastic vasculitis the vessel wall were observed (Figure 4). Final pathological
was reported in small vessels at the reticular superficial diagnosis included leukocytoclastic vasculitis.

dermis level, with superficial vascular plexus commitment

Figure 4. Skin biopsy, with hematoxylin-eosin staining.

www.medwave.cl 3 doi: 10.5867/medwave.2015.09.6297



Mmeflhave

During hospitalization the patient was afebrile. The edema
was resolved five days after admission to the hospital and
her evolution was favorable. The patient was resting,
receiving orally hydration and paracetamol/acetaminophen
conditional to fever during her hospitalization. She was
discharged ten days after her admission to the hospital,
with purpuric lesions in remission. The diagnosis upon
discharge was Henoch Schonlein purpura.

Discussion

Henoch Schonlein purpura is a systemic vasculitis of small
vessels, mediated by immunoglobulin A, also called
leukocytoclastic vasculitis. This disease occurs frequently in
childhood, usually between ages 3 and 15; it is infrequent
in children under 2 years and adults [8],[9],[10],[11]. The
most frequent age of presentation is between 6 and 7
years, with some seasonal variation, usually presenting in
winter [12],[13]. In this case, the patient is six years nine
months old.

Formerly known as anaphylactoid purpura, its name
suggested an allergic process as the basis for its
development. Currently and due to the presence of
immunoglobulin A deposits, it is suggested as an
immunologic origin, although there is a genetic
component [1]. The etiology is unknown, but is often
associated to infectious diseases, usually bacterial, as
triggers [8],[12],[14],[15],[16]1,[17],[18],[19]. Others
causes have been established; including viral infections,
vaccination and even processes caused by insects [7].

At the histological level, it is characterized by
leukocytoclastic  vasculitis of small vessels with
immunoglobulin A deposits [1]. Clinically, it presents as a
palpable purpura associated with itching in areas
dependent on pressure especially in the lower limbs and
buttocks. Lesions can occur in different regions of the
body [1],[20]. Skin lesions vary from small petechiae to
large ecchymoses and hemorrhagic blisters. The color
changes from erythematous to eritemato-violet and finally
brown [1]. In very early stages of the disease, particularly
in very young children, it can occur with subcutaneous
edema in the back of the hands, feet, around the eyes,
forehead, scalp and scrotum [1],[20]. Our patient showed
reddish maculopapular manifestations, in different sizes, in
upper and lower limbs and buttocks, but none in the
inguinal region. In addition, she also had edema in the back
of the hands.

Gastrointestinal manifestations are usually present in two
thirds of the children [12],[21]; mostly within a week of the
initial itching up to 30 days. In 14 to 36 % of the cases,
abdominal pain precedes other
manifestations [21],[22],[23]. Sub-mucosal edema and
intramural hemorrhage resulting from vasculitis in the
intestinal wall can lead to intussusception, gangrene and
even perforation [1]. In many cases the abdominal pain can
be intermittent, crampy [21] and located in the upper
umbilical region [22],[24].
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Renal compromise is present in a third of the children and
of these, in less than 10 % becomes a complication that
puts the patient’s life at risk. Arthralgias are present in
various joints; although in children it mostly affects knees
and ankles [8]. These are characterized by periarticular
edema [12], stiffness, generally without erythema or
drainage, but with considerable pain and limitation of
movement. Our patient presented with abdominal pain and
cramping three days before the presentation of
maculopapular lesions, no renal compromise, but pain in
the feet and with limitation of her movement.

Laboratory tests wusually show no abnormalities, as
evidenced in the case presented. Platelet count may be
normal or high; this generates two types of Henoch
Schonlein: with and without thrombocytopenia. Some
children may have leukocytosis of up to 20,000 leukocytes
with left deviation. Ultrasound can detect gastrointestinal
abnormalities. In our case, all tests were normal.
Treatment consists in support, hydration, nutrition,
electrolytes balance and pain control with acetaminophen.
Additionally, it is possible to use corticosteroids to reduce
the articular compromise; however, there are no specific
instructions on its use [1]. During hospitalization the
patient rests, receiving hydration and
paracetamol/acetaminophen conditional to fever.

There are few earlier reports related to bee
stings [25],[26],[27],[28]. The first description in
association with bee stings was made by Burke and Jellinek
in a four-year-old girl with a sting, seven days prior the
onset of symptoms. They reported a severe picture marked
by joints swelling, watery diarrhea, hematuria, mane and
shock, which resolved spontaneously [25]. Sharan et al.
reported the second association with bee stings. They
described a 10 vyear old patient with little skin
symptomatology, abdominal pain, nausea and vomiting.
These symptoms began one week after the bite and they
hypothesized causation as a hypersensitive response to
insect sting [26]. Quercia et al. were the third, which
reported a twelve-year-old girl with a previous episode of
Henoch Schonlein purpura associated with streptococcal
sore throat. The patient was stung some days prior to the
symptoms onset. She presented a moderate clinical picture
and they performed an allergy test to hymenoptera which
was positive [27]. Akgun et al. were the fourth to report a
Henoch Schonlein purpura in a six-year-old boy. The boy
presented diffuse abdominal severe pain and antecedent of
bee sting ten days prior to the symptoms onset [28]. In our
case the six years nine months old girl presented with
purpuric manifestations, which began 48 hours after a bee
sting. The evolution time is shorter in relation to previous
reports. Clinical manifestations were mild. Nausea,
vomiting and abdominal pain preceded sting.

Bee sting produces different clinical and physiopathological
manifestations. Bee venom is composed mainly by mellitin.
This protein hydrolyzes the cell membrane and modifies the
cell permeability, causing the histamine  and
catecholamines release. Catecholamine generates
intravascular hemolysis via phospholipase A2 [29],[30].
There have been reported hemorrhagic vasculitis [31],
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thrombocytopenic purpura [32],[33] and alterations at the
abdominal and kidney level subsequent to bee
stings [29],[30],[31],[34],[35]. Although some case
studies have included the hymenoptera test [27], this was
not performed because it was not available in our hospital.

Upper respiratory tract infection is the most frequent
trigger of Henoch Schonlein purpura (between 42 and 65
%); however, this occurs, in the majority of cases, between
seven to ten days before the symptoms onset[12],[13] .
There is no differences in the clinical picture, age, sex,
abdominal and articular manifestations in patients with and
without previous respiratory infection. Patients with upper
respiratory tract infection history present most frequently
kidney complications [36]; this did not exist in our patient.
The upper respiratory tract infection, in our patient, was
treated with antibiotics; these could possibly trigger
Henoch Schonlein purpura. However, no differences exist
between patients who receive and patients who do not
receive medication (including beta-lactams as
amoxicillin) [36].

The patient showed crampy abdominal pain as an initial
symptom; this symptom is infrequent as an initial
symptom [37], but can indicate that Henoch Schonlein
purpura has already begun. Approximately 25 % of the
patients have abdominal pain, on average, five days before
maculopapular lesions occurrence [21]. These details raise
confusion in relation to the trigger and allow us to
reconsider the role of bee stings as a trigger or an adjuvant
in Henoch Schonlein purpura’s symptomatology. Case
reports related to bee sting have been variable, both with
and without complications. For this reason, we cannot say
that the trigger has been either the respiratory infectious
process or bee sting. However, we showed in our patient
that both factors are related in the presentation and
possible causation of Henoch Schonlein purpura.

Conclusion

Henoch Schonlein purpura presents various triggers, which
can manifest either isolated or together, as in our case; i.e.,
characteristic clinical signs including palpable purpuric
lesions occurring 48 hours after bee sting, skin and articular
manifestations, no gastrointestinal or renal dysfunction at
the time of her admission to the hospital.

Henoch Schonlein purpura is a vasculitis mediated by
immunoglobulin  A. At the histological level, it is
characterized a small vessels leukocytoclastic vasculitis as
is shown in this case.

It is important to conduct a good medical history in all
patients in which Henoch Schonlein purpura is suspected,
with information that includes, exposure to drugs,
infectious diseases, and insect bites to decipher the
potential trigger.

Henoch Schonlein purpura triggered by bee sting is a rare
picture. In this case, it was documented in the patient
medical history with potential associations for what might
have been the trigger.
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Notes

From the editor

This article was originally submitted in Spanish and was
translated into English by the authors. The Journalhas not
copyedited this version.
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