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Introduction

Nomenclature, cutaneous vasculitis includes cutaneous components of
systemic vasculitis, skin limited variants of systemic vasculitis’s like vasculitis
or cutaneous polyarthritis noose, and single organ cutaneous vasculitis. The
management of skin limited and single organ vasculitis’s, also known as isolated
cutaneous leukocyctoclastic vasculitis terms that may correspond to histological
findings or descriptions, but are not precise or specific is the focus of this
article. The majority of patients do not require systemic treatment for isolated
cutaneous vasculitis because the majority of cases are self limited and resolve
spontaneously within three to four weeks. Systemic therapy, which should be
tailored to the severity of the disease, may be indicated for those who have
vasculitis that is severe, intractable, or chronic and recurring. There is a lack
of high quality literature to help management. In cases of severe, painful, or
ulcerative disease, oral glucocorticoids may be required for a short time to speed
up recovery. Colchicine, dispone, and azathioprine are three medications that are
reasonable options for the long term [1].

Description

Vasculitis is an inflammation of the blood vessels that causes the destruction
of tissue, whether or not an organ is damaged. Vasculitis is categorized as small,
medium, orlarge vessel vasculitis, and it may be idiopathic or linked to an underlying
disease or pathology. Systemic vasculitis like anti-neutrophil cytoplasmic
antibody associated vasculitis, microscopic polyangiitis, granulomatosis with
polyangiitis or eosinophilic granulomatosis with polyangiitis, Bechet's disease,
and Cogan's syndrome can cause small vessel vasculitis. Rheumatoid arthritis,
systemic lupus erythematosus, Jorgen syndrome, Henoch Schonely purpura,
cryoglobulinemic vasculitis, Hypocomplementemic urticarial vasculitis, Erythema
elevatum diutinum, and cutaneous leukocytoclastic anxieties, previously known
as hypersensitivity vasculitis, all exhibit immune complex mediated small vessel
VA Drug induced vasculitis, paraneoplastic vasculitis, and infection associated
vasculitis are additional causes of small vessel vasculitis or leukocytoclastic
vasculitis [2].

Immune complex mediated vasculitis of the dermal capillaries and venues
is the histopathological hallmark of leukocytoclastic vasculitis, a small vessel
vasculitis. The majority of cases of cutaneous leukocytoclastic vasculitis are
skin only, with only a few extra cutaneous manifestations. Palpable purpura, the
location of the lower extremity, and involvement of small vessels are key clinical
characteristics of cutaneous leukocytoclastic anxieties. Punch biopsy with direct
immunofluorescence studies should be performed if leukocytoclastic vasculitis
is suspected. C reactive protein, complete blood count, basic metabolic panel,
liver function tests, and urinalysis should all be performed in the laboratory if
there are no systemic symptoms. A more in depth investigation is required in
the event that there is a concern about systemic involvement. 90% of cases of
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idiopathic cutaneous small vessel vasculitis resolve within weeks to months of
onset, making them self-limiting. Treatment for persistent vasculitis can include
steroid sparing medications or oral corticosteroids, depending on the severity of
the disease.

According to the dermatologic addendum to the Chapel Hill Consensus
Conference nomenclature, cutaneous IgM/IgG immune complex vasculitis is a
type of immune complex mediated small vessel vasculitis that only affects the skin.
This condition, also known as cutaneous leukocytoclastic anxieties, cutaneous
small vessel vasculitis, hypersensitivity vasculitis, or leukocytoclastic vasculitis,
is the most common subgroup of patients who present with palpable purpura
on the lower extremities. Small vessel vasculitis of the skin may be consistent
with cutaneous IgM/IgG immune complex vasculitis, or it may be associated with
systemic vasculitis due to an underlying trigger at the time of initial presentation.
To distinguish between these possibilities, a methodical evaluation approach is
required. Direct immunofluorescence studies and biopsies for routine processing
aid in confirming the diagnosis and excluding other conditions, such as IgA
vasculitis, which has a higher risk of systemic involvement. A comprehensive
examination, system review, and stepwise laboratory testing aid in identifying
patients with internal organ involvement or significant underlying disease [3].

The duration and severity of the vasculitis, in addition to the presence of any
underlying disease states, determine the need for treatment. Systemic treatment
is rarely required right away for most cases of skin limited, self limited small
vessel vasculitis that resolves within three to four weeks. Treatment or elimination
of identifiable triggers is required. Rest, elevation, or compression, in addition
to topical steroids for itching relief, may be sufficient. Over half of patients don't
need any kind of systemic treatment at all.

The selection of steroid sparing agents is highly variable in practice due to
a lack of high quality data. Colchicine, dispone, and azathioprine are reasonable
options for the initial treatment, according to existing research and expert opinion.
Commonly used for cutaneous vasculitis, these medications are relatively safe
and well tolerated. However, it is frequently necessary to test multiple medications
before settling on one that is both the most effective and easiest to take. In open
label studies, colchicine 0.6 mg twice daily was found to be effective for skin
and joint symptoms. In a brief, one month randomized controlled trial, it did not,
however, outperform placebo. Some patients are limited by gastrointestinal side
effects like abdominal discomfort and loose stools.

Case studies and expert advice support dispone as another option. Prior to
beginning treatment, a glucose 6 phosphate dehydrogenase deficiency test must
be performed, and anaemia should be monitored on a regular basis. Patients
who report dyspnoea or low pulse oximetry readings should be evaluated
for methemoglobinemia, a rare side effect of dispone. In cases of cutaneous
vasculitis, dispone and colchicine are sometimes used together to improve
outcomes. Azathioprine, which is usually taken twice daily, is frequently used
to treat a variety of systemic vasculitis's and has been shown to be effective
for treating cutaneous vasculitis. It is common practice to screen for decreased
thiopurine S methyltransferase activity in patients who are more likely to develop
leukopenia. Other risks include hepatic injury, hypersensitivity, and infectious
complications. IgA vasculitis is treated according to the extent and severity of the
condition, just like other types of vasculitis. Patients with skin limited vasculitis
should receive the same treatment as those with cutaneous immune complex
vasculitis. A minimally symptomatic initial episode of vasculitis may require
only supportive care because vasculitis is frequently self-limiting and resolves
over weeks or months. Colchicine, dispone, and azathioprine are reasonable
options for symptomatic or persistent lesions. Systemic glucocorticoids have
been tested for the prevention of renal complications due to the connection
between IgA vasculitis and glomerulonepbhritis, but they have not been shown to
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be effective as prophylaxis. Alternative treatments may be considered for those
who do not respond to the aforementioned treatments. Mycophenolate mufti
and methotrexate are two examples, as are cyclosporine, cyclophosphamide,
rituximab, infliximab, and intravenous immune globulin in rare instances. When
choosing the appropriate next steps, disease severity and potential drug toxicity
should be carefully weighed in the absence of high quality data supporting these
agents [4,5].

Conclusion

However, due to the impact on quality of life, individuals with severe,
chronic, or recurrent disease should receive treatment even if the lesions are
relatively asymptomatic. Sadly, there is no solid literature to guide management;
Case reports, case series, and expert advice are used to make treatment
recommendations. Oral glucocorticoids may be needed for people with painful,
ulcerative, or other highly symptomatic disease. Most of the time, systemic
glucocorticoids help speed up recovery and can be successfully tapered down.
Systemic glucocorticoids, on the other hand, do not always work for all patients,
and some even experience flares when tapering. Systemic glucocorticoids are
not a good long term treatment for cutaneous vasculitis because of the many
side effects they have. Therefore, an appropriate steroid sparing agent should
be started for those who have vasculitis that recurs frequently or worsens when
tapering is attempted.
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