


Case report 
Recurrent Cutaneous Lupus Flare with Photosensitivity, Palmar-Plantar Hyperpigmented Papules, and Mild Proteinuria Following Abrupt Medication Cessation in a 10-Year-Old Boy: A Case of Juvenile Systemic Lupus Erythematosus
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Abstract
Juvenile systemic lupus erythematosus (JSLE) is a rare but aggressive autoimmune disease in children, with boys comprising only 10–20% of cases. Cutaneous manifestations are often the initial or predominant feature, yet atypical palmar-plantar lesions and flares triggered by medication non-adherence remain under-emphasised in the literature. We describe a 10-year-old Indian boy who presented with an 18-day history of multiple erythematous plaques over the face, upper limbs and trunk, hyperpigmented papules on bilateral palms and soles, facial puffiness, photosensitivity, and low-grade fever. He had discontinued prednisolone and hydroxychloroquine four days earlier after completing treatment for a similar episode six months previously that included seizures. Laboratory findings showed elevated spot urine protein-creatinine ratio (0.8), proteinuria (++), thrombocytosis, neutrophilia, and raised liver enzymes. Abdominal ultrasonography was normal. A provisional diagnosis of JSLE flare with predominant cutaneous and mild renal involvement was made. Re-initiation of oral prednisolone and hydroxychloroquine, along with sun protection and topical care, led to rapid clinical improvement within two weeks. This case underscores the critical role of medication adherence in preventing JSLE flares and highlights hyperpigmented palmar-plantar papules as a valuable cutaneous clue in paediatric lupus. Early recognition and prompt re-treatment in resource-limited settings can avert organ damage.
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Introduction
Juvenile-onset systemic lupus erythematosus (JSLE) is a chronic, multisystem autoimmune disorder that differs from adult-onset disease by its more aggressive course, higher frequency of renal and neurological involvement, and greater cumulative organ damage. The worldwide prevalence of JSLE ranges between 1.89 and 25.7 per 100,000 children, with only 10–20% of cases occurring in boys. In resource-limited settings, diagnostic delays are common due to overlapping infectious and nutritional conditions, limited access to paediatric rheumatologists, and low awareness among primary-care providers.
Cutaneous involvement is reported in up to 80% of JSLE patients and frequently precedes systemic features. Classic signs include malar rash, photosensitivity, and discoid lesions, yet less common manifestations such as hyperpigmented papules on palms and soles are infrequently documented. Flares following abrupt discontinuation of corticosteroids or hydroxychloroquine are well recognised and can precipitate rapid deterioration, including renal and neurological complications.
Several case reports have illustrated diagnostic challenges and unusual presentations of JSLE. Traore et al. described a 17-year-old boy in Côte d’Ivoire with 12 years of misdiagnosis before confirmation of JSLE, emphasising barriers in semi-rural African settings. Petrea et al. reported a new paediatric case triggered after SARS-CoV-2 and Epstein-Barr virus exposure, highlighting potential environmental precipitants. Chen et al. documented an 11-year-old girl presenting with fulminant myocarditis, pulmonary hypertension, and massive pericardial effusion, illustrating life-threatening cardiac involvement. Beshir et al. reported Guillain-Barré syndrome as the inaugural manifestation of SLE in a teenage girl, demonstrating that neurological features may precede classic lupus signs.
Tumours involving the brachial plexus (schwannoma, spindle cell haemangioendothelioma, and malignant peripheral nerve sheath tumour) have been reported as rare differentials for neck or shoulder swellings, but were excluded in the present case by clinical and imaging findings. This report adds to the literature by describing a medication-withdrawal-triggered flare in a young boy with distinctive palmar-plantar hyperpigmented papules and mild proteinuria, reinforcing the educational value of recognising such cutaneous markers in paediatric practice.
Case Presentation
A male patient of age 10 years old came from a non-consanguineous family in Karimnagar, Telangana, India, presented to the combined Paediatrics and Dermatology outpatient services of Chalmeda Anand Rao Institute of Medical Sciences on 20 March 2026. He reported an 18-day history of skin lesions over the face and body, facial swelling for 18 days, and low-grade fever for three days. He had self-discontinued oral Prednisolone (10 mg daily) and Hydroxychloroquine (200 mg daily) four days earlier after completing a tapering course prescribed for a similar episode six months previously. That prior illness had featured fever, four episodes of seizures, and an erythematous rash; it was diagnosed and treated as SLE with Prednisolone, Hydroxychloroquine, and Levetiracetam.
On examination, the child was conscious, oriented, and afebrile but appeared mildly ill. Multiple erythematous plaques were noted over the face, upper limbs, and trunk, with hyperpigmented papules prominently distributed over bilateral palms and soles. Photosensitivity was evident on history and examination. Mild facial puffiness was present without periorbital oedema or jaundice. Systemic examination revealed no pallor, icterus, lymphadenopathy, or organomegaly. Neurological examination, including higher mental functions, cranial nerves, motor and sensory systems, and deep tendon reflexes, was entirely normal. Growth parameters plotted on IAP charts were within normal limits for age and sex.
Laboratory investigations were as follows:
· Spot urine protein-creatinine ratio: 0.8 [reference <0.2]
· Urine routine examination: proteins ++, pus cells 3–4/HPF, bacteria present
· Complete blood picture: haemoglobin 14.3 g/dL, platelets 4.62 lakhs/cumm (elevated), neutrophils 72%, lymphocytes 19%
· Liver function tests: SGPT 78 U/L, Gamma GT 206 U/L (elevated), SGOT 18 U/L
· Serum creatinine 0.6 mg/dL, electrolytes and random blood sugar within normal limits
· Ultrasonography of the abdomen: liver (13 cm), spleen (9 cm), kidneys (right 8×3 cm, left 5.5×4×3 cm) normal in size and echotexture; no focal lesions or biliary dilatation
The provisional diagnosis was Juvenile Systemic Lupus Erythematosus(JSLE) flare with predominant cutaneous involvement and mild renal involvement (proteinuria). The patient was restarted on oral prednisolone (10 mg twice daily) and hydroxychloroquine (200 mg once daily), along with topical emollients, sunscreen, and strict sun-protection advice. He showed marked improvement within two weeks, with resolution of fever, fading of erythematous plaques, and reduction in facial puffiness. He was discharged with detailed counselling on lifelong medication adherence and scheduled for regular follow-up in the paediatric rheumatology clinic.
Discussion
This case illustrates a classic yet under-recognised scenario in paediatric rheumatology: a medication-withdrawal-triggered flare of JSLE in a young boy presenting with prominent cutaneous features and mild renal involvement. The temporal association between abrupt cessation of prednisolone and hydroxychloroquine and symptom recurrence four days later highlights the critical importance of patient and caregiver education regarding adherence in chronic autoimmune diseases. Steroid withdrawal can rapidly unmask underlying immune dysregulation, while hydroxychloroquine discontinuation is known to increase flare risk and disease activity scores in lupus.
The cutaneous presentation in this patient multiple erythematous plaques with photosensitivity and hyperpigmented papules on palms and soles is particularly noteworthy. While malar rash and discoid lesions are textbook features, palmar-plantar hyperpigmented papules are less commonly emphasised in JSLE literature yet serve as a valuable diagnostic clue, especially in darker skin types prevalent in the Indian subcontinent. These lesions, combined with facial puffiness and low-grade fever, prompted early suspicion of lupus flare despite the patient’s male sex and young age.
Comparison with previously published cases underscores both similarities and unique aspects of our report. Traore et al. described a 17-year-old boy in Côte d’Ivoire with a 12-year diagnostic delay before JSLE confirmation, illustrating the challenges of limited paediatric rheumatology services in semi-rural African settings. Their case, like ours, began with non-specific arthralgias and fever misdiagnosed as infectious or rheumatic conditions, emphasising the need for heightened awareness among primary-care providers. In contrast to their advanced renal and haematological damage at diagnosis, our patient presented earlier with milder proteinuria (PCR 0.8) and preserved organ function, likely due to prior partial treatment.
Petrea et al. reported a 14-year-old patient who developed SLE three and a half months after asymptomatic SARS-CoV-2 infection, with subsequent Epstein-Barr virus exposure. Their case featured haematological, renal, cutaneous (urticarial vasculitis), and digestive involvement, highlighting post-viral triggers. Although no recent infection was documented in our patient, the possibility of environmental or infectious precipitants contributing to the initial episode six months earlier cannot be excluded.
Chen et al. presented an 11-year-old girl with fulminant myocarditis, pulmonary hypertension, and massive pericardial effusion at JSLE onset. Their aggressive immunosuppressive regimen (methylprednisolone pulses, IVIG, cyclophosphamide) achieved excellent long-term cardiac recovery. Our patient lacked cardiac or severe neurological features but shared the theme of rapid response to re-instituted corticosteroids and hydroxychloroquine, reinforcing that early intervention can prevent life-threatening complications.
Beshir et al. described Guillain-Barré syndrome as the inaugural manifestation of SLE in a teenage girl, requiring prolonged plasma exchange and rituximab for recovery. Their case demonstrated that peripheral nervous system involvement can precede classic lupus signs; in our patient, neurological examination was normal, yet the prior seizure history six months earlier suggests possible subclinical CNS involvement.
The differential diagnosis of neck or shoulder swellings occasionally includes rare brachial plexus tumours. Yawalikar et al. reported a cystic brachial plexus schwannoma mimicking tuberculous abscess, while Jivani et al. described infraclavicular spindle cell haemangioendothelioma initially mistaken for a peripheral nerve sheath tumour. Chen et al. detailed brachial plexopathy due to malignant peripheral nerve sheath tumour in a patient with prior breast cancer radiotherapy. These reports highlight the importance of imaging and biopsy when neurological symptoms accompany masses; however, our patient had no neck swelling, normal CNS examination, and imaging limited to abdominal ultrasonography, making neural tumours unlikely.
From a pathophysiological perspective, JSLE flares after medication cessation likely result from rebound immune activation following withdrawal of corticosteroid-mediated suppression of pro-inflammatory cytokines and hydroxychloroquine’s interference with Toll-like receptor signalling and antigen presentation. The mild renal involvement (proteinuria without significant azotaemia) in our case aligns with early class II or III lupus nephritis, which is common in paediatric cohorts and responds well to prompt immunosuppression.
This case has several educational and clinical implications. First, it reinforces the need for structured adherence counselling in paediatric lupus clinics, particularly in resource-limited Indian settings where follow-up may be irregular. Second, it highlights hyperpigmented palmar-plantar papules as a cutaneous marker that should prompt rheumatological evaluation in children with photosensitive rashes. Third, the relatively mild renal involvement at flare suggests that early re-treatment can preserve long-term kidney function, consistent with findings in other paediatric series.
Limitations include the absence of ANA/dsDNA titres or renal biopsy in the provided records (common in initial presentations in many centres) and lack of long-term follow-up data. Nevertheless, the detailed clinical notes, laboratory results, and imaging provide sufficient evidence for a robust case report.
Conclusion
In conclusion, this report adds to the sparse literature on medication-withdrawal flares in male JSLE and emphasises that even in boys, cutaneous features can be the dominant presentation. Heightened clinician awareness, combined with patient education on adherence, can significantly improve outcomes in paediatric lupus.
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