
Epidemiology is the study of diseases and the factors
associated with the occurrence of diseases in de-
fined populations. The epidemiology of most dis-
eases can be viewed on two levels. Traditional

macro-epidemiology examines the influence of age, gen-
der, ethnic background, geography, environmental factors,
and other variables on the susceptibility to a given disease.
Micro-epidemiology examines the genetic and molecular
factors that render some individuals or populations sus-
ceptible to a disease and others protected. This paper will
review the macro-epidemiology of Henoch-Schönlein
purpura (HSP) and discuss recent advances in under-
standing the micro-epidemiology of HSP.

■ MACRO-EPIDEMIOLOGY
HSP is an acute vasculitis that primarily affects children.
The dominant clinical manifestations include purpura,
arthritis, abdominal pain, gastrointestinal bleeding, and
nephritis. The clinical features of HSP are a consequence
of widespread leukocytoclastic vasculitis owing to IgA de-
position in vessel walls. IgA deposition in the renal
mesangium causes nephritis in some patients.

HSP is the most common acute vasculitis affecting
children, with an incidence of approximately 10 cases per
100,000 children per year.1-4 Most studies on the inci-
dence of HSP have been performed in Europe and the
Middle East. There is little available information compar-
ing the incidence of HSP in other parts of the world or in
populations of widely disparate ethnic origins. HSP has
been reported in patients as young as 6 months of age to
as old as 86 years, but the vast majority of patients with
HSP are young children. The mean age of the patients in
most large series is 6 years.4-6 Approximately 75% of chil-
dren are less than 8 years of age, and 90% are less than 10
years of age. Most studies report slightly more boys affect-
ed (60%) than girls (40%).

HSP occurs throughout the year, but a number of stud-
ies have noted seasonal skewing, with most patients pre-
senting from fall through spring, and a paucity of cases
during the summer months.4-6 Clusters or epidemics of
HSP are rare. Farley et al7 reported a cluster of 16 cases of
HSP, including 2 pairs of siblings during a 7-month period

in Connecticut. However, other large epidemiologic stud-
ies have found no evidence of geographic or temporal
clustering of cases.1,4 Moreover, the occurrence of multi-
ple cases within a family is very uncommon. 

Schönlein was the first to observe that respiratory in-
fections commonly precede the onset of symptoms, an ob-
servation that has subsequently been made by many au-
thors. Given the epidemiology of HSP (a disease affecting
young children with a peak occurrence during the fall and
winter months), it is not surprising that a large proportion
of children have a history of upper respiratory infection.
Nevertheless, there have been very few controlled studies
examining the incidence of infections with specific
pathogens in children with HSP compared to control chil-
dren.

Of all the pathogens linked to HSP, group A beta-he-
molytic streptococcus (GABS) has been the most exten-
sively studied. Gairdner8 first proposed that HSP was as-
sociated with GABS infection in 1948. In Gairdner’s
study, 50% of patients but only 10% of controls had a pos-
itive throat culture for GABS. Subsequent studies, many
without controls, found positive throat cultures for GABS
in 10-30% of patients1-3,5 and increased antistreptolysin O
(ASO) titers in 20-50% of patients.1,2,5 Al-Sheyyab et al9
reported a statistically significantly higher proportion of
children with HSP had increased ASO titers compared to
controls. Other studies, however, have found no increased
incidence of concomitant or preceding GABS infection in
children with HSP compared to control children.10,11

Taken together, these results indicate that a substantial
minority of children with HSP have concurrent or recent
GABS infection, but most cases have no direct link to
GABS infection.

Anecdotal reports have implicated virtually every mi-
crobial pathogen in the etiology of HSP. However, very
few studies have compared the incidence of infection with
a specific pathogen in HSP versus controls. For example,
there are a number of reports of parvovirus B19 infection
in patients with HSP, but a recent study demonstrated the
incidence of acute parvovirus B19 infection was no differ-
ent in children with HSP compared to control children.12

In addition to infections, HSP has been associated with a
wide variety of drugs and other agents.4-6 Nevertheless,
none of these agents have been proved to be associated
with HSP in controlled studies. Thus, despite extensive
efforts and scores of anecdotal reports, there appears to be
no single pathogen or environmental agent that has
emerged as a dominant precipitating cause of HSP.
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There are important differences in the epidemiology
and the clinical features of HSP in adults compared to
children. The incidence of HSP in adults is about one-
tenth that of children, with available data indicating 13-
14 cases per 1,000,000 adults per year.13,14 In several large
series, the mean age of adults with HSP was approximate-
ly 50 years. Men and women are affected with equal fre-
quency. There is little seasonal variability, and preceding
infections are less common in adults compared to chil-
dren. HSP is often more severe in adults. Nephritis occurs
in 50-80% of adults, but only 20-40% of children. Ten to
twenty percent of adults with HSP nephritis develop end-
stage renal disease compared to 1% of children.15,16

■ MICRO-EPIDEMIOLOGY
Although the etiology is unknown, it is clear that IgA
plays a pivotal role in the pathogenesis of HSP. HSP is as-
sociated with a variety of abnormalities involving IgA, in-
cluding increased serum IgA concentrations, IgA-con-
taining circulating immune complexes, and IgA deposi-
tion in vessel walls and renal mesangium. There are two
subclasses of IgA—IgA1 and IgA2. IgA1 accounts for 80-
90% of serum IgA, while secretory IgA is composed of
roughly equal proportions of IgA1 and IgA2. It is note-
worthy that HSP is associated with abnormalities involv-
ing only IgA1, but not IgA2. The reasons for the exclu-
sive involvement of IgA1 in the immunopathogenesis of
HSP are beginning to emerge.

One important difference between IgA1 and IgA2 in-
volves the hinge region of the heavy chain, and the gly-
cosylation sites therein. IgA1 contains a proline-rich
hinge region between the CH1 and CH2 domains of the
heavy chain. It is composed of 18 amino acids, of which 5
are O-linked glycosylation sites. The basic structure is N-
acetylgalactosamine (GalNAc) O-linked to serine or
threonine. The oligosaccharide chain is usually extended
by the addition of galactose (Gal) in β1,3 linkage with
GalNAc, and with one or two sialic acid residues in α2,3
linkage with Gal or α2,6 linkage with GalNAc. IgA2
molecules do not contain a heavy-chain hinge region and,
thus, no O-linked oligosaccharides.

In order to understand the exclusive involvement to
IgA1 in the pathogenesis of HSP, attention has focused on
the hinge region glycosylation of IgA1 in HSP and also in
IgA nephropathy (IgAN). The latter disorder shares a
number of clinical and immunologic features in common
with HSP. Importantly, the immunopathogenesis of IgAN
also involves IgA1 exclusively. Although most of the
work in this area has involved patients with IgAN, there
is clear relevance to the pathogenesis of HSP.

Using a variety of techniques, a number of investiga-
tors have found that the hinge region O-linked glycans of
IgA1 in patients with IgAN are deficient in galactose,17

sialic acid,18 or both.19 Despite extensive work in patients
with IgAN, there have been only two studies examining
IgA1 glycosylation in patients with HSP. Saulsbury20 re-
ported that the hinge region of IgA1 in children with
HSP was deficient in sialic acid, but the content of Gal
and GalNAc were normal. Allen et al21 reported dimin-
ished hinge region Gal content in IgA1 from HSP pa-
tients with nephritis, but no difference in IgA1 glycosyla-
tion in HSP patients with no nephritis compared to con-
trols. 

The mechanisms of aberrant glycosylation of IgA1 in
HSP and IgAN remain unclear. Nevertheless, aberrant
glycosylation may have important consequences for the
IgA1 molecule, and may explain many of the immuno-
logic and histologic features of HSP. IgA1 molecules that
are deficient in sialic acid or Gal have a tendency to ag-
gregate and form macromolecular complexes.18,22 In addi-
tion, sialic acid and Gal deficient hinge regions interact
with IgG antiglycan antibodies to form IgA-IgG com-
plexes.22 Lastly, aberrantly glycosylated IgA1 has a
propensity to deposit in the kidney.23,24

In summary, the macro-epidemiology of HSP has been
well documented over the past 200 years. Nevertheless,
macro-epidemiology has not provided definitive informa-
tion concerning the etiology of HSP. The micro-epidemi-
ology of HSP is far less clear, but understanding of this as-
pect of the epidemiology will ultimately shed light on the
etiology of HSP.
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