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Abstract

Introduction. Hemorrhagic vasculitis (HV), or Schénlein-Henoch purpura, is a systemic vasculitis of small vessels,
predominantly mediated by IgA. Although the disease occurs relatively frequently in childhood, its manifestation in elderly
patients is much rarer and typically presents with a more severe and torpid course. In older patients, the condition is often
accompanied by pronounced visceral complications, including abdominal and renal syndromes, which significantly worsen
the prognosis and require special attention in both diagnosis and treatment. This article presents a clinical case of
hemorrhagic vasculitis in a geriatric patient. The disease manifested with the classical triad of symptoms: cutaneous purpura,
abdominal pain syndrome, and renal involvement.

Objective. To describe a clinical case of hemorrhagic vasculitis in an 86-year-old patient with concomitant cutaneous,
abdominal, and renal syndromes on the background of significant comorbidities.

Materials and Methods. This article presents the clinical case of an 86-year-old patient, V., who was admitted to the
rheumatology department of the City Rheumatology Center in Aimaty with complaints of hemorrhagic rashes on the upper
and lower extremities, marked weakness, abdominal pain syndrome, episodes of nausea and vomiting, and oliguria. A
comprehensive clinical, laboratory, and instrumental examination was conducted, including complete blood count,
biochemical blood tests, urine analysis (including the Nechiporenko test), coagulation profile, immunological studies,
abdominal ultrasound, ECG, and echocardiography. The diagnosis was established based on the patient's complaints,
clinical presentation, laboratory and instrumental findings, and in accordance with the EULAR (2010) classification criteria for
adults.

Results. The patient presented with typical symptoms of cutaneous hemorrhagic syndrome (symmetrical bluish-purple
rashes that did not blanch under pressure), abdominal manifestations (nausea, vomiting, pain in the periumbilical area), and
signs of renal involvement (episodes of oliguria, leukocyturia, elevated creatinine and urea levels). Under treatment with
glucocorticosteroids, immunosuppressive therapy, infusion, and symptomatic therapy, positive dynamics were observed,
including a reduction in the severity of skin manifestations, improvement in abdominal and renal symptoms, better laboratory
values, and stabilization of the general condition. However, the disease course remained torpid, with prolonged healing of
skin lesions, high sensitivity to medication changes, and the need for continuous cardiological and gastroenterological
supervision.

Conclusion. Early diagnosis, timely assessment of organ involvement, appropriate use of immunosuppressive and
glucocorticosteroid therapy, and careful monitoring of complications are crucial for achieving favorable outcomes.
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Beepenue. emopparnyeckuin Backynut (IB), unm nypnypa LU&HneiHa-MeHoxa, SBNSETCA CUCTEMHLIM BaCKynMTOM
MEnK/X COCYyAOB, MPEUMYLLEeCTBEHHO IgA-onocpeaoBaHHbIM. HEecMOTps Ha OTHOCUTENbHO 4YacToe BO3HWUKHOBEHWE
3abonesaHus B OETCKOM BO3pacTe, €r0 MaHWUecTauus y nalMeHTOB CTAap4ecKoro BO3pacTa BCTPEYAETCH 3HAYMTENBHO
pexe UM xapaktepusyercs 6Gonmee TskenbiM, TOPMMAOHBIM TeYeHMeM. Y NOXWibIX NaLWeHToB 3aboresaHue 4acTo
COMPOBOXAAETCA BbIPAXEHHbIMU BUCLIEPANbHBIMI OCNIOXHEHUAMY, BKI0Yas abAOMUHANBHBIA U MOYEYHbI CUHAPOMBI, YTO
CYLLECTBEHHO YXyAwWwaeT nporHo3 W TpebyeT 0coboro BHUMaHWS B AMArHOCTMKE W neyeHwn. B crtatbe npeactasneH
KNWHUYECKNA CRyYal reMopparMyeckoro BackynuTa y nalueHTa crapyeckoro Bospacrta. 3abonesaHue maHugecTupoBano
KNnaccuyeckom Tpragomn CUMMTOMOB: KOXHBIM NMyprypHbIM, a6A0MUHANBHBIM 60MEBbIM CUHAPOMAMI U NOPaXEHUEM NOYEK.

Lenb. Onucatb KnMHWYECKMA Cryvail reMopparnyeckoro BackynuTta y nauueHta 86 neT C COYeTaHHbIM KOXHbIM,
abaoMUHaNbHBIM 1 MOYEYHBIM CUHAPOMaMK Ha (hOHe BblpaxeHHO! KoMopBKUaHOCTY.

Matepuanbl ¥ metoabl. B gaHHOM cTatbe NpuBEAEH KMMHWYECKWA Chyyait naumeHTta B., 86 net, noctynuBwWiA B
pesmatonornyeckoe otgenenne MPL r. Anmatsl ¢ xanobamn Ha remopparyeckue BbICbINaHNS Ha KOXE BEPXHUX W HWXHUX
KOHEYHOCTEN, BbIpaXeHHyKo cnabocTb, abaoMuHanbHbIi 6oneBon CHAPOMbI, 3MN30AbI TOWHOTLI, PBOTHI, TAKKE OMUTYPUN.
MaumeHTy npoBedeHa KOMMEKCHas KMWHMKO-nabopaTopHas M MHCTPYMEHTanbHas AMarHoCTuKa, BKIovaroLwas obwui 1
OnOoXMWYECKMA aHanW3bl KpOBM, aHanMabl MouM (B T.4. MO HeuunopeHko), koarynorpammy, WMMYyHOMNOrM4eckue
nccneposaus, Y3 opraHos 6ptowwHoit nonoct, OKI, OxoKr. InarHo3 yCTaHOBMEH HA OCHOBaHUM Xamnob, KIMHUYECKO
KapTWHbI, NabopaTopHO-MHCTPYMEHTaNbHbIX MCCNEA0BaHUIA C Y4ETOM KnaccudukaumoHHbix kputepne EULAR (2010) ans
B3pOCIbIX.

PesynbTtatbl. lMauneHT npegbsBnan TUNWYHbIE Xanobbl Ha KOXHbIA remopparyecknii CUHLPOMbI (CUMMETPUYHbIE
BbICbINAHWA CHHIOLIHO-0arpoBOrO LBETa, He Wcuesarolume Npu HagaeBnveaHwv), abaoOMMHANbHbIE CMMMTOMbI (TOLIHOTA,
pBOTa, DOME3HEHHOCTb B OKOMOMYMOYHOM 06MacTu) W MpU3HaKW MOPaXeHWs MoYeK (3NW304 ONMUroypWUM, NEMKOLMUTYPUS,
MOBbILUEHWE YPOBHEN KpeaTMHWHA M MOYeBWHbI). Ha thoHe neyeHus (rmioKOKOPTUKOCTEpOMUaHas, UMMYHOCYNPECCUBHAS,
WHY3MOHHAs M CUMNTOMAaTUYeCcKast Tepanus) OTMeYanach NoMoXUTeNbHas AMHAMUKa B BUAE YMEHBLUEHNS BbIPaXXEHHOCTU
KOXHbIX NPOSIBNEHWNA, abAOMUHAMBHBIX M NOYEYHBIX CUHAPOMOB, YMyulieHus nabopaTopHbix nokasatenei, crabunusauum
obLero coctosHuA. B T0 e Bpems TeyeHue 3aboneBaHns 0CTaBanoch TOPMMAHBLIM, C ANMTENbHBIM 3aXMBMNEHNEM KOXHbIX
9MIEMEHTOB, BbICOKOW YyBCTBUTEMbHOCTBIO K W3MEHEHWI0 MEAMKAMEHTO3HOW CXeMbl, HEeOBXOAMMOCTbIO MOCTOSHHOTO
KapAMONOrMYecKoro W racTPO3HTEPOSIONMYECKOTO COMPOBOXAEHMS.

BbiBoabl. PaHHAs  guarHocTWKa, OLEHKA OpraHHOrO  MOPaKEeHWs, Ha3Ha4YeHWe WMMMYHOCYMPECCUBHBIX W
FMIOKOKOPTUKOCTEPOMAHBIX MPENApPaToB N MOHUTOPUHT OCAIOXHEHUIA MOMOraeT JOCTUYb HaUMyYLLEro pesynbTaTa.

Kntoyesnie crnosa: e2emoppazuyeckuli eackynum, LlleHneliH-leHox, nypnypa, eacKynum, 2noKoKOPMUKOCMepoudHas
mepanusi.
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Kipicne. l'emopparusnbik, Backynut (I'B), Hemece LLeHneitH-IeHox nypnypackl - ycak KaHTamblpnapgabit, kebiHece IgA-
MeH OaiinaHbiCTbl yieni BackynuTi Gonbin Tabbinagbl. Byn aypy OGananapga wi KesmeckeHiMeH, erge acrtarbl
ajampapfa cupek Jamuabl XaHe a4eTTe ayblp, 6asy (TopnuaTi) afbiMMeH cunatTanagsl. KapT Haykactapia aypyablH,
arbIMbl XWi BUCLEpanbl acKkpIHyMapMeH, atan anTkaHaa abooMuHangpik, xeHe OypekTik CMHAPOMAAPMEH KaTap Xypeai,
Oyn aypyablH, afbIMbH e4ayip HawapsaTbin, AMArHOCTUKANbIK, XaHe Tepanusanblk ToCiNAepre epekiie Hasap aydapyabl
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Tanan etegi. byn Makanaga erge xacTafbl HaykacTa [JamblifFaH reMopparusinbik BacKYMWTTIH, KMWHUKANbIK, Xafganbl
cunatranagbl. AypyablH MaHuecTauusachl Knaccukanblk —yLWTIK cumnTomaapmeH 6ankangpl: Tepigeri  nypnypa,
aboMMHanNabIK aybIpCbiHY XaHe OyApek 3akbIMaaHybl.

Makcatbl. 86 acTarbl, alikblH KOMOPOMATINIKTI MeneHreH HaykacTafbl Tepinik, abooMMHaANabIK XsHe OyMpekTik
CMHAPOMAPbIHbIH, YANECYiMEeH XKypeTiH reMopparusifbik BaCKyNUTTiH, KMHUKANbIK Xar4anblH cunatray.

Martepnangap MeH apictep. Makanaga Anmatbl kanacbiHgasbl «Kananblk, PEBMAaTONOTUS OpTanblFbIHbIHY
peematonorus BenimiueciHe TyckeH B. ecimai, 86 xacTtasbl HayKaCTbIH, KIUHWUKAMbIK XaFdalbl yCbiHbinagel. Haykac ask-
KonzapblHaarbl remopparusnelk, 6eptnenepre, aikplH ancisgikke, abooMUHANAbIK ayblpCbIHYFa, XyPeK aiHybl MEH KyCyFa,
CoHpai-ak, onurypusiFa WarbiMgaHfaH. [uarHocTuka LweHbepiHae xanmbl XaHe OUOXMMWAMBIK KaH Tangaynapbl, 3ap
Tangaynapbl (OHblH, iWiHOEe HeunnopeHko aficiMeH), koarynorpamma, WMMYHONMOMMSMbIK 3epTTeynep, Kypcak, KybiCbl
ar3anapbiHblH, YnbTpagblobicTbik, 3epTTeyi, KT xaHe IxoKI xyprisingi. [uardo3 HaykacTbiH, WarbIMAAPbI, KITMHUKAIbIK,
Oenrinepi MeH 3epTxaHanblk-acnanTtbl 3epTTey HaTwxenepi HerisiHoe, epecektepre apHanfaH EULAR (2010)
KnaccuhuKkaumsblk, KpUTepuiinepiHe cyieHe oTbIpbin KOMbIAAbI.

Hatuxenep. Haykac remopparusneik, Tepinik cuHapomra (backaHaa )oranmanTblH, CUMMETPUANbI, Kerinaip-KbI3fbinT
TycTi BepTnenep), aboomMuHangblk, cuMnToMaapFa (Kypek anHy, KyCy, KiHIiK MaHplHOAafbl ayblpChlHy), COHaan-ak bynpek
Kbl3MeTiHiH, By3biny BenrinepiHe (0nMroypus aNu3oabl, NENKOLUTYPUS, KPEATUHIH MEH MOYEBMHAHDIH, KOFapbl AEHTENi) ToH
WwarbIMOapMeH TyCTi. [TOKOKOPTUKOCTEPOUATLIK, UMMYHOCYMPECCUBTI, MHDY3USNBIK XoHe CUMNTOMAaTUKaNbIK Tepanus
asicblHaa Tepi KepiHicTepi MeH abaooMuHanabIK sHe Oyiipek CMHAPOMAAPbIHbIH, A3aKobl, 3epTXaHarblK, kepCeTKiluTepdiH,
KaKcapybl XoHe Xannbl XargandblH, TypakTaHybl 6aikangbl. Anainga aypyaobiH arbiMbl Oasy (TopnuaTi) cunatta Bonbin,
Tepi ANeMEeHTTEpiHiH, y3aK, Xa3blnybl, AapiNiK eMAEY PEXUMIHE XOFapbl Ce3iMTanablK, TyPaKTbl KapANONOMUANbIK, XaHe
racTPO3HTEPONOrMANbIK 6aKbinayabl KAXET eTTi.

KOpbITbIHAbL. [eMopparusinbIk BaCKyNNUTTIH, epTe AMArHOCTUKAChl, aF3arnblk, 3aKpIMAaHy AeHreniH yaxTbinbl baranay,
FTIIOKOKOPTUKOCTEPOMATBIK, XaHE MMMYHOCYNPECCUBTI emai AypbiC TafalblHAay MEeH acKkplHynapipl xyiheni 6akbinay oH,
HaTWXENepre KON XeTkidyre MyMkiHaik Gepei.

TyliHOi ce3dep: eemoppacusiniblk eackynum, lleHnelH—eHox nypnypackl, eackynum, e20e Xacmarbl Haykac,
2/TIKOKOPMUKOCMepoudmbIx mepanusi.

faliekces ywiH:
bakbimosa A.b., [alipabaii C.E., Ymenosa P.b., Hozaesa M.I"., Medeynosa A.P., Hypeanuesa b.K. KnuHukanbik,
XaFgan: erfe xacTafbl HaykacTarbl remopparssnbik Backynut // FoinbiM xaHe [eHcaynbik cakray. 2025. Vol.27 (4), b.

243-251. doi 10.34689/SH.2025.27.4.029

Introduction

The clinical association of purpura, arthralgia, and arthritis
was first described in 1837 by the German physician Johann
Lukas Schonlein. Schénlein-Henoch purpura, or Henoch—
Schonlein purpura (HSP), also known as hemorrhagic
vasculitis (HV), is a systemic hypersensitivity vasculitis caused
by the deposition of immune complexes in small blood vessels,
including the renal glomeruli and mesangium [8]. On the skin, it
manifests as non-thrombocytopenic purpura or urticaria.
Worldwide, IgA nephropathy is the most common cause of
primary glomerulonephritis. The detection of IgA deposits in
small blood vessels and renal glomeruli is diagnostic in the
majority of cases [8]. HV (IgA vasculitis) in elderly patients is
significantly less common than in children and young adults,
but it has a more severe and indolent course. In patients aged
over 65 years, the disease is often accompanied by marked
renal dysfunction and systemic complications. A higher
mortality is also observed, especially in cases of late diagnosis
[8].

Studies by American researchers emphasize that skin
manifestations may be less typical (sometimes without
distinct purpura), which complicates early disease detection
[6]. Moreover, elderly patients more often present with
comorbidities that mask or intensify the clinical picture of
IgA vasculitis.

Table 1 presents descriptions of clinical cases reported
by foreign authors (with references and author names) [14,
11,5,10,15,13,7,9].

However, in some cases, as our practice has shown,
the cutaneous form of hemorrhagic vasculitis (HV) in elderly
patients can have a severe course and prolonged healing,
even with an adequate choice of therapy. The severity of
the disease is determined by systemic manifestations,
particularly ~ gastrointestinal involvement, leading to
hepatitis, pancreatitis, and lesions of the intestines and
kidneys. The pathogenesis of HV is currently poorly
understood. In about 40% of children and adults, the
disease is triggered by various risk factors or triggers. In
children, these include viral and bacterial infections
(Streptococcus  sp., Salmonella sp., Shigella sp.,
Campylobacter sp., Yersinia enterocolitica, Helicobacter
pylori,  Mycoplasma  pneumoniae, Legionella  sp.,
Staphylococcus  aureus,  Mycobacteria  tuberculosis,
parvovirus B19, hepatitis B and C viruses, HIV, parasitic
infections: Toxocara canis, amebiasis). In adults and elderly
patients, in addition to infections, the disease is often
triggered by medications and toxins (antibiotics,
angiotensin-converting enzyme inhibitors, angiotensin |l
receptor antagonists, cinchona alkaloids, vitamin A,
streptokinase,  nonsteroidal  anti-inflammatory  drugs,
chlorpromazine, cocaine).

Less common triggers in elderly and senile patients
include comorbid conditions and the following states:
paraneoplastic syndrome, lymphoma, liver diseases,
diabetes mellitus, intestinal diseases, and joint disorders.
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Descriptions of clinical cases of IgA vasculitis.

Table 1.

Ne Description of clinical case Clinical features Reference

year-old woman failure,  cardiac
Treatment; steroids,

1 Multi-organ involvementin a 72- |Intestinal  intussusception,  renal|https://pubmed.ncbi.nim.nih.gov/40184107/

complications.
hemofiltration

2  |Refractory IgA vasculitis in a 90- |Purpura, anorexia, steroid|https://pubmed.ncbi.nim.nih.gov/36249629/

complications in a 65-year-old neurological ~ sym

steroids, cyclophosp

year-old patient resistance. Azathioprine added to
treatment
3 |IgA vasculitis with severe Gl bleeding, cutaneous vasculitis, |https://pubmed.ncbi.nim.nih.gov/35637989/

man involvement.  Therapy:  pulse

ptoms, renal

hamide

4 |lgA vasculitis without purpura in a |Diarrhea, pain, no

76-year-old woman deposits on biopsy. Treated with
factor XIIl concentrate

skin rash; IgA|https://pubmed.ncbi.nim.nih.gov/33950360/

74-year-old man

5  |IgA vasculitis with leg edemain a |Edema, ankle pain, vasculitic rash  |https://pubmed.ncbi.nlm.nih.gov/37529819/

6 |lgA vasculitis with GI symptoms in|Bloody diarrhea, mesenteric https://pubmed.ncbi.nim.nih.gov/39034 162/
a 78-year-old man edema, renal failure
7 |lgA vasculitis following rotavirus|Small bowel inflammation, https://pubmed.ncbi.nim.nih.gov/28174414/
infection in an elderly patient vasculitis, proteinuria; positive
response to steroids
8  |IgA vasculitis with nephropathy in|Purpura, pain, intestinal wall https://pubmed.ncbi.nim.nih.gov/31280225/
a 61-year-old man thickening, ascites, IgA deposits.

Improvement with steroids

Triggers may also include diseases and conditions
accompanied by structural abnormalities of immunoglobulin
A (IgA), its subclasses, and the complement system [3].
The most typical morphological sign of renal involvement in
HV is the presence of IgA deposits in the endothelium of
capillaries and in the glomerular mesangium, thickening of
the capillary loops, endothelial proliferation, fibrinoid
swelling of the vessel walls, lymphohistiocytic infiltration of
capillaries, perivascular inflammation of renal arterioles,
glomeruli, tubules, and renal stroma [2].

Diagnostic criteria for Henoch-Schonlein purpura.

The diagnosis of HV is based on the presence of
classification criteria in patients. For adults, the criteria were
developed by the American College of Rheumatology
(ACR) in 1990. In children, the “gold standard” for diagnosis
is the EULAR/PRINTO/PRES criteria, developed jointly by
the European League Against Rheumatism (EULAR), the
Paediatric Rheumatology International Trials Organization
(PRINTO), and the Paediatric Rheumatology European
Society (PRES) [12]. The ACR (1990) criteria and the
revised 2010 EULAR/PRINTO/PRES criteria are presented
in Table 2.

Table 2.

ACR Criteria* (1990)

EULAR/PRINTO/PRES Criteria** (2010)

+ Age <20 years

* Purpura or petechiae

+ Palpable purpura

+

+ Acute abdominal pain

+ Granulocytes in the walls of small arterioles or venules

+ at least one of the following:

- Abdominal pain

- Joint inflammation or pain

- Renal involvement

-Leukocytoclastic vasculitis with preceding IgA deposition or
proliferative glomerulonephritis

Note: At least two criteria are required to establish the diagnosis. The presence of purpura or petechiae is mandatory,
and at least one additional criterion is required to confirm the diagnosis.

The same classification criteria
(EULAR/PRINTO/PRES, 2010) apply to elderly patients.
These include purpura or petechiae along with at least one
of the following additional criteria: (1) abdominal pain; (2)
joint inflammation or pain; (3) renal involvement; (4)
leukocytoclastic vasculitis with prior IgA deposition or
proliferative glomerulonephritis with prior IgA deposition. At

least two criteria are required to establish the diagnosis: the
presence of purpura or petechiae is mandatory, plus at
least one additional criterion. An important addition is the
assessment of target organ function, particularly renal
function. The EULAR (2023) guidelines emphasize the
need to screen for nephropathy and hematuria at the first
suspicion of vasculitis in elderly patients.
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The manifestations of HV in elderly patients are
characterized by an atypical course and a high risk of
complications, which require special attention in clinical
practice [13]. It is important to note that elderly patients
often have comorbidities and age-related features, which
require an individualized approach that takes into account
drug interactions, careful monitoring, and dose adjustments
of selected medications. In our clinical case, the patient had

Diagnostic criteria for Henoch-Schonlein purpura.

several comorbid conditions, which
attention in the treatment of HV.

Regarding geographic features of organ involvement in
HV: analysis of 42 studies covering 4,064 adult patients
with IgA vasculitis revealed the following regional
differences ([Worldwide Distribution and Extracutaneous
Manifestations of Henoch-Schonlein Purpura in Adults:
Narrative Review - PMC], Table 3).

required special

Table 3.

Region Mean age | Men (%) Gastrointestinal Musculoskeletal symptoms | Genitourinary involvement
(years) involvement (%) (%) (%)
Europe 493 62.2 58.2 57.9 67.2
America 48.6 47.7 314 47.7 47.0
Asia 29.8 51.4 447 474 72.3

According to Table 3, gastrointestinal (GI) and
musculoskeletal involvement are more frequently observed
in Europe (58.2% and 57.9%, respectively), whereas in Asia
genitourinary involvement is more common (72.3%).
Regarding prevalence and incidence in children:

USA: 6.1-20.4 cases per 100,000 children per year;

UK and France: 20-70 cases per 100,000 children per
year;

Asia: up to 56 cases per 100,000 children per year.

In adults globally: 1.4-5.1 cases per 100,000 adults per
year. The peak incidence in adults occurs between 50 and
60 years of age [6].

Objective: To present a clinical case description of
hemorrhagic vasculitis in an 86-year-old patient with
combined cutaneous, abdominal, and renal syndromes on
the background of pronounced comorbidity.

Clinical case

Patient V., 86 years old, presented to the City
Rheumatology Center (CRC) of Almaty with complaints of a
hemorrhagic rash on the upper and lower limbs, heaviness
in the lower limbs, nausea, vomiting, diarrhea up to 3 times
per day, cramping pain in the periumbilical area, loss of
appetite, fever up to 38°C, and marked general weakness.

The patient provided informed consent to participate in
the study and did not object to the publication of the
treatment results with personal data anonymized.

From the patient’s history:

According to the patient, two weeks before the onset of
the disease he had an acute respiratory viral infection
(ARVI). In early September 2024, a rash appeared on the
upper limbs and in the umbilical area. He consulted his
district general practitioner accompanied by his son and
was referred to an allergist and dermatologist. On
12.09.2024, the allergist suggested the diagnosis
“dermatitis?”, and the dermatologist's conclusion was
“*hemorrhagic vasculitis?”

On 13.10.2024, symptoms of nausea, vomiting,
episodes of oliguria, fever up to 38°C, and general
weakness appeared, and he was examined by a
rheumatologist at the City Rheumatology Center (CRC) of
Almaty. Laboratory tests: Complete blood count (CBC) on
11.09.2024;: ESR - 28 mm/h, hemoglobin - 133 giL,
leukocytes - 10.1x10%uL, platelets - 424x10%/uL,
eosinophils — 0.06x10%uL, lymphocytes — 3.1x10%uL.
Biochemical blood test: urea — 13.9 mmol/L, creatinine —

194 pmol/L, CRP - 27 mg/L. Urinalysis on 13.09.2024:
protein negative, leukocyturia. Based on complaints and
clinical-laboratory data, the patient was hospitalized at the
CRC of Almaty with the diagnosis: Hemorrhagic vasculitis.

Medical history:

The patient denies viral hepatitis, tuberculosis, and
sexually transmitted diseases. Family history is
unremarkable. Bad habits: denies smoking, does not
consume alcohol. No history of allergies. The patient is
followed up by a cardiologist with the diagnosis: ischemic
heart disease (IHD), unstable angina IlIB according to
Braunwald. Myocardial revascularization with stenting of the
right coronary artery (RCA) and posterolateral branch (PLB)
on 25.07.2024. Status post coronary artery bypass grafting
(CABG) of the left anterior descending artery (LAD),
posterior interventricular artery (PDA), and diagonal branch
(DB) (October 2019, 3 grafts). Status post pacemaker (PM)
implantation due to sick sinus syndrome (SSS) (December
2022). Persistent atrial flutter. CHA2DS2-VASc score 5.
HAS-BLED score 2. EHRA class llb. Acute heart failure,
type 1. Grade Il arterial hypertension, very high
cardiovascular risk. Cerebrovascular disease (CVD).
Atherosclerosis. Stenotic lesions of the carotid arteries. On
02.08.2024, the patient was urgently hospitalized at the City
Cardiology Center (CCC) of Almaty with the diagnosis:
acute coronary syndrome (ACS) without ST-segment
elevation. Emergency coronary angiography with stenting of
the RCA and its posterolateral branch (PLB-RCA) was
performed. The patient is on standard IHD therapy.
Surgeries: CABG in October 2019. Pacemaker implantation
for SSS in December 2022. Coronary angiography with
stenting of RCA and PLB-RCA in August 2024. The patient
is also followed up by a gastroenterologist with the
diagnosis: chronic gastroduodenitis (currently in remission).
Cystectomy in 1999. Epidemiological history: no contact
with infectious patients.

Objective findings at the time of examination:

General condition: moderate severity due to cutaneous,
abdominal, and renal syndromes. Consciousness: clear. Body
type:  normosthenic. ~ Skin:  widespread,  symmetrical
hemorrhagic rash on the skin of the upper and lower limbs,
acute inflammatory in nature, bluish-purple color, confluent,
does not blanch on pressure, with telangiectasias (Figure 1).

Peripheral lymph nodes are not palpable. Peripheral
edema is moderate in the legs. Respiratory system: the
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Laboratory tests:

Pictu 1. Hemorrhagic rsh on the legs.

chest is of normal shape, participates symmetrically in the
act of breathing. Percussion: clear lung sounds over all
fields. Auscultation: vesicular breathing, no wheezing.
Respiratory rate: 16 per minute.

Cardiovascular system: no visible abnormalities in
the heart area. The borders of relative cardiac dullness
are normal. Auscultation: irregular rhythm (atrial flutter).
Heart rate: 76-135 bpm. Pulse rate: 76-135 bpm. Blood
pressure: 110/70 mmHg. Heart sounds are muffled. No
pathological murmurs. Digestive system: the tongue is
dry, coated with a white film. The abdomen is soft,
moderately tender. The liver is at the costal margin. The
spleen is not palpable. Tendency to constipation noted.
Musculoskeletal system: the joints show no significant
visible deformities or exudative changes. Urinary
system: negative costovertebral angle tenderness on
both sides. Urination is painless, the patient notes
decreased urine output.

Name

Indicators

CBC from 13.09.2024

Hemoglobin — 125 g/L, erythrocytes — 4.0x10%/L, color index — 0.93, platelets —
327x10°/L, leukocytes — 9.5x10°%/L; segmented neutrophils — 81%, monocytes —
2%, lymphocytes-17%, ESR-28 mm/h.

Note: slight leukocytosis, elevated ESR.

CBC from 18.09.2024

Hemoglobin — 137 g/L, erythrocytes — 4.4x10"?/L, color index — 0.93, platelets —
344x10°/L, leukocytes — 14.9x10°/L, segmented neutrophils — 71%, monocytes -
7%, lymphocytes-22%, ESR - 6 mm/h.

Note: leukocytosis.

Urinalysis from 13.09.2024

Volume: 60.0 mL, color — straw yellow, clarity — clear, specific gravity — 1015 gL,
reaction — acidic, protein — absent, squamous epithelium — 3-4 units, leukocytes
- 6-7 per field of view.

Note: leukocyturia.

Nechiporenko urine test from 13.09.2024

Leukocytes — large number; erythrocytes: 1000.

Biochemical blood test from 13.09.2024

Glucose - 9.1 mmol/L, cholesterol — 3.3 mmol/L, total protein — 68 g/L, CRP - 27
mg/L, urea — 13.9 mmol/L, creatinine — 194 umol/L, potassium — 4.0, sodium —
140, ALT - 15.3 U/L, AST - 14.8 UIL, total bilirubin — 9.1 ymol/L, amylase — 28.3
UIL.

Note: elevated glucose, urea, creatinine, and CRP levels.

Biochemical blood test from 18.09.2024

C-reactive protein — 2.7 mg/L.

Coagulogram from 13.09.2024

APTT - 29 sec, prothrombin index — 126%, fibrinogen A — 2.88 g/L, thrombin
time - 26 sec, INR — 1.08, prothrombin time — 12.7 sec, D-dimer — 1.65, INR -
1.05, fibrinogen - 3.5 g/L.

Immunological tests from 13.09.2024

ANCA-screen — 0.4, antibodies to mitochondria AMA-M2 — 1.2 [U/mL.

CBC from 18.10.2024

Hemoglobin — 152 g/L, erythrocytes — 4.93x10%/L, color index — 0.92, platelets —
329x10°/L, leukocytes — 8.9x109/L, ESR - 2mm/h.
Note: within normal limits.

Biochemical blood test from 18.10.2024

Glucose — 5.64 mmol/L, cholesterol — 4.16 mmol/L, ALT - 25 U/L, AST - 20 UIL,
creatinine — 117 ymol/L, urea — 8.60 mmol/L, CRP — 2.7 mg/L.
Note: decreasing levels of creatinine and urea in dynamics.

Urinalysis from 18.10.2024

Volume: 60.0 mL, color — straw yellow, clarity — clear, specific gravity — 1024 g/L,
reaction — acidic, protein — absent.
Note: within normal limits.

From 15.09.2024: microreaction, ELISA for hepatitis B and C viruses, Wright-Hedelson reaction, HIV - negative results.
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Instrumental studies:

Name

Indicators

Chest X-ray in 2 projections

Conclusion: no pulmonary pathology detected.

ECG:

Atrial fibrillation with an average ventricular rate of 83 bpm, normosystole, fine-
wave form. Rightward deviation of the electrical axis. Decreased metabolism in the
lower-lateral region of the VS.

Echocardiography:

CABG. Right heart pacemaker. Aortic root is not dilated, wall thickened. Heart
chambers are not dilated. Valves are thickened. Left ventricular contractility is
reduced. Left ventricular wall hypertrophy. Type 1 diastolic dysfunction of the left
ventricle. Mitral valve regurgitation grade 1, aortic valve regurgitation grade 1.
Tachycardia. Hypokinesia zone in the LV walls.

Abdominal and kidney ultrasound

Diffuse changes in liver parenchyma. Signs of portal hypertension. Reactive
pancreatitis. Thickened renal pelvis walls bilaterally.

Doppler ultrasound of veins and
arteries of lower limbs

Conclusion: atherosclerosis of the arteries of the lower limbs. Altered blood flow in
the right posterior tibial artery. No evidence of venous or arterial thrombosis of the

lower limbs. Edema of soft tissues of both lower limbs.

EGD

Conclusion: erosions of the duodenal bulb. Mixed gastritis, cardia insufficiency.

In the inpatient setting, the diagnosis was established:
hemorrhagic vasculitis, activity grade I, mixed form
(cutaneous-abdominal, renal), acute course.
Recommended:  anti-inflammatory  immunosuppressive
therapy with methylprednisolone 8 mg/day, followed by
dose reduction by ¥ tablet every 7 days under control of
blood sugar and blood pressure. Basic anti-inflammatory
therapy (BAIT): sulfasalazine: 1st week — 500 mg, 1 tablet
once a day after meals for 7 days. 2nd week — 500 mg, 1
tablet twice a day (morning and evening) after meals for 7
days. 3rd week — 500 mg, 1 tablet three times a day after
meals, long-term, under rheumatologist supervision.
Gastroprotective therapy: rabeprazole (Rabemac) 20 mg, 1
tablet once a day 30 minutes before meals during the
period of steroid intake. If epigastric pain intensifies, use of
antacid therapy was recommended.

Picture 2. Hemorrhagic rash
on the legs during treatment.

Discussion
At present, there are no specific diagnostic serological
laboratory tests or biomarkers for IgA vasculitis. However,

serum IgA levels are elevated in 50-70% of patients with
IgA vasculitis [10]. In this clinical case, the patient exhibited
a rapidly progressive form of the disease, accompanied by
hemorrhagic rashes on the upper and lower limbs,
heaviness in the legs, nausea, vomiting, diarrhea up to 3
times a day lasting 4 days, transient cramping pain in the
periumbilical region, and episodes of oliguria. Following
anti-inflammatory and immunosuppressive therapy, a
marked reduction was observed in cutaneous, abdominal,
renal, intoxication, and asthenic syndromes. Considering
the history of transient pain in the umbilical area, nausea,
vomiting, diarrhea, and the primary cardiovascular disease,
basic anti-inflammatory therapy included sulfasalazine
1,500 mg and methylprednisolone 8 mg in combination with
antiplatelet,  angioprotective  therapy and  antacid
medications. In dynamics, normalization of ESR to 2 mm/h,
leukocyte levels to 8.9/L, CRP to 2.7 mg/L was noted, and
leukocyturia disappeared in urinalysis. Early corticosteroid
therapy is an important aspect of treatment aimed at
reducing inflammation and preventing complications.
However, it is important to consider age-related features
and complications of steroid therapy, especially in elderly
patients, such as increased susceptibility to infections and
femoral neck fractures [1].

Methylprednisolone was prescribed in the initial phase
of the disease to control symptoms and reduce the activity
of the inflammatory process, to achieve rapid regression of
skin lesions, strictly under the supervision of a
rheumatologist, with monitoring of blood pressure, heart
rate, and clinical-laboratory parameters. The steroid therapy
was short-term and at the lowest effective dose to reduce
the likelihood of side effects. Sulfasalazine, a folic acid
antagonist, acts by blocking endothelin receptors (ET-A and
ET-B) on the smooth muscle lining of blood vessels. This
action reduces vasoconstriction, improves oxygen delivery
to tissues, and alleviates symptoms such as shortness of
breath and fatigue. The drug demonstrates a rapid onset of
therapeutic effect, is effective in patients regardless of age
or disease duration and seroreactivity, does not interact
with other medications, and can be used in combination
with other antirheumatic drugs [4].
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The clinical features of this case include male sex, age
86 years, cutaneous-abdominal and renal syndromes, and
comorbid conditions in the medical history. The use of
sulfasalazine, which is not part of the standard treatment
regimen for Henoch-Schonlein purpura, made it possible to
achieve a reduction in skin lesions and abdominal
syndrome in a short time. According to our observations,
sulfasalazine is a relatively safe and effective antirheumatic
drug and may serve as an alternative therapeutic option for
the treatment of IgA vasculitis.

Conclusion

IgA  vasculitis  (Henoch-Schénlein  purpura) is
traditionally considered a childhood disease; however, its
manifestation in old age represents a clinically significant
phenomenon with a number of features. In elderly patients,
the course of the disease is often severe, with more
pronounced visceral involvement and a higher risk of
complications. Unlike children, in elderly individuals
hemorrhagic vasculitis is less often accompanied by the
typical triad of symptoms (purpura, arthralgia, abdominal
syndrome) and often presents predominantly as
nephropathy [5]. Moreover, advanced age is associated
with a weakened immune response, multiple comorbidities,
and polypharmacy, which can mask the clinical picture and
influence therapeutic strategy. Immunosuppressive therapy
(glucocorticosteroids and cytostatics), which is standard for
severe IgA vasculitis, requires caution in elderly and senile
patients due to the increased risk of infections,
osteoporosis, hyperglycemia, and other side effects [14].

It should also be noted that in the elderly and senile
population, IgA vasculitis may have a paraneoplastic nature
associated with oncological diseases, especially in cases of
late onset and refractory course. Therefore, in the diagnosis
of IgA vasculitis in elderly patients, oncological vigilance
and comprehensive evaluation are essential.

Thus, the presence of comorbidities, the high risk of
drug interactions, and the increased mortality in cases of
late diagnosis emphasize the clinical significance of timely
recognition of IgA vasculitis in geriatric practice, requiring
an interdisciplinary approach. Early diagnosis, assessment
of organ involvement, individualized treatment selection,
and monitoring of complications help achieve the best
outcomes in the management of this category of patients.
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