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WHAT IS YOUR DIAGNOSIS?

CASE REPORT
5 year-old boy, of previous good health, was

sent by his family doctor to the hospital´s emergency
department complaining of testicular pain which had
developed over the previous few hours. Initial exami-
nation by the Pediatric Surgeon revealed violet-col-
ored staining of both scrotal bags, more pronounced
on the right, and with pain on manipulation of the
right testis (Figure 1). Despite the presence of cremas-
teric reflexes we performed a Doppler testicular ultra-
sound which showed normal testes with increased
blood flow, but ruled out testicular torsion. Multiple
erythematous, maculo-papular violaceous circular
lesions,  between 2-8 mm in diameter,  were also
observed on both lower limbs and buttocks (Figure

2). The child also experienced pain at the tibio-tarsal
joint which affected his ability to walk. He had no
fever or gastro-intestinal pain. The previous week the
patient had developed unmedicated acute rhinosi-
nusitis.   Henoch-Schönlein purpura (HSP), with
inflammation of the testes (orchitis), was
diagnosed. All the additional tests (blood pressure,
blood platelet count and urine analysis) were nor-
mal. The child was treated with ibuprofen and moni-
tored regularly both clinically and analytically (weekly
blood pressure and urine tests) until resolution of the
clinical symptoms, and thereafter sporadically for 6
months post first treatment.

FIGURE 1: Violet-colored testicular lesions with purpura 
on the thighs 

FIGURE 2: Skin
lesions on the
thighs
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DISCUSSION
HSP is a leukocytoclastic vasculitis that mainly

affects children aged between 5 and 10. Its prevalen-
ce ranges from 3.3 to 26.7 per 100,000 inhabitants,
with a characteristic seasonal variation (with the hig-
hest number of cases during the winter months). 1-3

Although the underlying etiology is unknown,
it is generally acknowledged that HSP is an IgA-media-
ted immune complex vasculitis, probably triggered by
infectious agents (50% of cases are preceded by upper
respiratory tract infection) and other antigenic stimu-
li such as vaccines, drugs or even insect bites.

The classic tetrad of HSP is palpable purpura,
arthritis or arthralgias (60-84%), abdominal pain (35-
85%) and nephritis (21-54%), generally manifesting as
skin lesions and arthralgia. Palpable purpura, which
develops in all patients, is a mandatory criterion. 2.3

Kidney involvement, characterized by hematu-
ria (usually microscopic), proteinuria and rarely oli-
guria, hypertension, and azotemia, 2 is the most seve-
re complication and may present at any stage of the
disease. 

Scrotal involvement is variable (2-38%) and
may mimic testicular torsion, which can be ruled out
by clinical examination with a cremasteric reflex test
and, where necessary, a Doppler ultrasound
test. 4,5 Testicular torsion is rarely the first presenting
symptom. Patients may have testicular inflammation,
bleeding or epididymitis, but a real torsion is excep-

tional. In a study of 120 children with HSP 4 scrotal
involvement was in fact present in only 26.

The diagnosis of HSP is mainly clinical, with no
specific laboratory diagnostic tests recommended. A
hemogram with platelets and coagulation helps to
exclude other types of purpura. Renal function (crea-
tinine and urea) should be tested if the urine test
shows changes. Urine screening together with blood
pressure monitoring should be continued beyond the
acute phase, since nephritis may occur at any time up
to 6 months later. 6

A skin or kidney biopsy should be reserved for
atypical cases or when kidney involvement justifies it
(e.g. to reveal leukocytoclastic vasculitis accompa-
nying classic IgA deposits). 

HSP treatment is primarily supportive and
symptomatic, involving adequate hydration, rest and
pain relief. Treatment can also be targeted at  lesse-
ning the risk of other complications (corticosteroid
therapy in the event of severe abdominal pain, or cor-
ticosteroids, azathioprine, cyclophosphamide and
plasmapheresis for use in cases of severe nephritis). 7

HSP in children has an excellent prognosis,
with spontaneous resolution within an average of one
month, although the disorder can recur in about one
third of patients. Only a minority develop long-term
complications, mainly as the result of  kidney disea-
se. 2,6 ❑

Abstract: Henoch-Schönlein Purpura (HSP) is the most common vasculitis in children. In the absence of
significant renal disease it has an excellent prognosis. In the case described, HSP initially presented toget-
her with orchitis. This infrequent event required the exclusion of testicular torsion. 
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Resumo: A Púrpura de Henoch-Schönlein é a vasculite mais comum na idade pediátrica, tendo um prog-
nóstico excelente na ausência de doença renal significativa. No caso descrito, a apresentação inicial cursou
com orquite, o que não é frequente, obrigando a exclusão de torção testicular. 
Palavras-chave: Orquite; Púrpura; Púrpura de Schoenlein-Henoch; Testículo; Vasculite

REFERENCES
Penny K, Fleming M, Kazmierczak D, Thomas A. An epidemiological study of1.
Henoch-Schönlein purpura. Paediatr Nurs. 2010;22:30-5.
Saulsbury FT. Clinical update: Henoch-Schönlein purpura. Lancet. 2007;369:976-8.2.
Brandt HRC, Arnone M, Valente NYS, Criado PR, Sotto MN. Vasculite cutânea de3.
pequenos vasos: etiologia, patogênese, classificação e critérios diagnósticos -
Parte I. An Bras Dermatol. 2007;82:387-406.
Ha TS, Lee JS. Scrotal involvement in childhood Henoch-Schönlein purpura. Acta4.
Paediatr. 2007;96:552-5. 
Søreide K. Surgical management of nonrenal genitourinary manifestations in chil-5.
dren with Henoch-Schönlein purpura. J Pediatr Surg. 2005;40:1243-7.
McCarthy HJ, Tizard EJ. Clinical practice: Diagnosis and management of Henoch-6.
Schönlein purpura. Eur J Pediatr. 2010;169:643-50. 
Saulsbury FT. Henoch-Schönlein purpura.Curr Opin Rheumatol. 2010;22:598-602.7.

How to cite this arti cle/Como citar este arti go: Januário G, Santiago F. Case for diagnosis. Henoch-Schönlein
Purpura. An Bras Dermatol. 2012;87(1):153-4.

MAILING ADDRESS / ENDEREÇO PARA CORRESPONDÊNCIA:
Gustavo Januário 
Av. Bissaya Barreto
3000 Coimbra, Portugal.
E-mail: gjanuario@hotmail.com




