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Diagnosis of Henoch-Schönlein purpura by sonography
and radionuclear scanning in a child presenting

with bilateral acute scrotum
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The involvement of the male genitalia presenting as the
only initial manifestation of Henoch-Schönlein purpura
(HSP) is so unusual that the diagnosis can easily be
missed. To date, only 5 cases have been reported in which
acute scrotum was the initial presenting symptom in
patients with HSP [1-4]. Unfortunately, most of these
patients underwent surgical intervention for fear of
testicular torsion. We report a case of HSP presenting
as acute scrotum in a 4-year-old boy.

Case Report

A previously healthy 4 year-old boy suffered from cough
with sputum and rhinorrhea for nearly 2 weeks and
had been treated at local clinics. However, fever up to
38.5°C developed 2 days before admission. Upon
admission, coarse breath sounds were heard bilaterally.
Chest X-ray showed increased parahilar peribronchial
infiltration. Laboratory data obtained on admission
showed a hemoglobin of 12.4 g/dL, a hematocrit of

Acute scrotum presenting as the only initial manifestation of Henoch-Schönlein purpura (HSP) is so unusual that
the diagnosis can easily be missed. We report this condition in a 4-year-old boy admitted with bronchopneumonia.
Bilateral painful scrotal swelling with ecchymosis occurred on the second day of hospitalization. Scrotal sonography
was performed and a good blood supply was documented. Scrotal nuclear scanning was performed and was
consistent with bilateral epididymoorchitis. Multiple purpuric lesions over the lower extremities and perineal region
developed on the third day of hospitalization. Intermittent abdominal pain and knee pain developed thereafter.
HSP was diagnosed and steroids were prescribed. The symptoms subsided gradually and no complication was
noted. This case reminds us that an acute scrotum may be the only initial manifestation of HSP. Sonography and
nuclear scanning can help rule out other diseases.
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37.4%, a white blood cell count of 15,060/mm3 with a
normal differential count and a platelet count of
472 × 103/µL. C-reactive protein was 0.37 mg/dL and
erythrocyte sedimentation rate was 21 mm/hour.
Mycoplasma antibody and cold hemagglutinin titers
were within normal limits. Intravenous cefazolin
(100 mg/kg/day) was administered. Fever did not
develop after admission. Bilateral painful scrotal
swelling with ecchymosis was noted at the second night
(Fig. 1). A urologist was consulted immediately and
scrotal sonography was performed, documenting a
good blood supply to the testis. Urinalysis was normal.
Prothrombin time, partial thromboplastin time and
international normalized prothrombin ratio were
within normal limits. Hemogram was rechecked and
the hemoglobin was 11.9 g/dL, hematocrit 35.0%,
white blood cell count 9210/mm3 with a normal
differential, and platelet count 514 × 103/µL. Scrotal
nuclear scanning was arranged the next morning. Scrotal
nuclear scanning confirmed no testicular torsion and
bilateral epididymoorchitis was considered. (Fig. 2)
Multiple purpura over both legs and perineal region
was noted several days later (Fig. 3). Intermittent
abdominal pain and knee pain developed thereafter. HSP
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was diagnosed and intravenous dexamethasone
was administered (0.5 mg/kg/day). The symptoms
subsided gradually and 5 days later he was started
on oral prednisolone (1 mg/kg/day). He was discharged
in stable condition. Knee pain and purpura of lower
extremities flared up a few times during the 3-month
period after discharge. Corticosteroid treatment was
continued during that period.

Discussion

Acute scrotum in children frequently presents a
diagnostic dilemma. For fear of testicular torsion,

the patients usually undergo surgical exploration,
although most cases have no surgical indications [1-4].
HSP, also known as anaphylactoid purpura, is a
syndrome of systemic vasculitis of unknown cause
characterized by a non-thrombocytopenic purpura and
associated primarily with skin, joint, intestinal and renal
involvement. The first case of male genital involvement
in this syndrome was reported by Allen et al in 1960
[5]. Since then, there have been numerous reports of
this condition with the incidence of scrotal involvement
varying from 2 to 38% [6-12]. The disease is generally
self-limited and responsive to steroid therapy [13].
Among previous cases of HSP that had acute scrotal
swelling as the only initial presentation, none was
found to have testicular torsion [1-4]. There has been
only 1 report of true testicular torsion in a patient with
HSP [14].

There have been few reports of HSP in Taiwan.
Lin et al studied 27 children (17 boys and 10 girls) with
HSP, among whom only 1 child had acute scrotal
pain [15]. Lin et al reported that 2 among 17 children
(6 boys and 11 girls) with HSP had scrotal swelling
[16]. Choong et al noted acute scrotum with purpuric
lesions on the lower extremities in a boy [17]. However,
none of them had acute scrotum as the only initial
presentation.

In our patient, the admitting diagnosis was
bronchopneumonia and initial treatment was focused
on infection control. However, the sudden onset of

Fig. 1. Bilateral scrotal swelling with ecchymosis.

Fig. 3. Purpura over bilateral lower legs and perineal region.

Fig. 2. Increased radioactivity of the scrotum bilaterally.
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bilateral ecchymotic painful scrotal swelling without the
typical purpuric lesions of HSP made the diagnosis
difficult. In previous reports, the majority of boys
had the diagnosis of HSP established before scrotal
complaints developed [18]. In this situation, scrotal
nuclear scanning and scrotal sonography are beneficial
in evaluating patients with an acute scrotum [19].

The sonographic findings of symptomatic HSP
involving the scrotum are remarkably consistent with
epididymal enlargement, scrotal skin thickening and
hydrocele. The testis is not significantly enlarged,
nor is intratesticular blood flow markedly altered
[7,11]. The finding of a sonographically normal testis
makes torsion unlikely. The sonographic findings of HSP
are sufficiently characteristic to allow distinction from
torsion in most cases and have relatively high sensitivity
(89 to 100%) and specificity (97 to 100%) [20-22].

Scrotal nuclear scanning is extremely accurate in
differentiating hyperemia from impaired blood flow
encountered in torsion of the spermatic cord [23]. The
demonstration of increased radionuclear activity of
the affected hemiscrotum suggests hyperemia. Since
vasculitis of the scrotum and testicle is the basis for the
swelling in HSP and the testicular blood supply is intact,
the images are expected to show increased activity on
the affected side [24].

Kadish and Bolte found that patients with testicular
torsion were much more likely to have a tender testicle,
abnormal testicular lie, and/or an absent cremasteric
reflex when compared to patients with epididymitis
[22]. Rabinowitz also found that no patient with a
normal cremasteric reflex had testicular torsion [25].
Awareness of the possible association between scrotal
involvement and other symptoms of HSP will help
in making the diagnosis. The overall prognosis is
excellent. All patients with scrotal involvement
recovered completely and none of them was found to
have infertility thereafter.

This case reminds us that an acute scrotum may
be the only initial manifestation of HSP and that this
condition needs to be included in the differential
diagnosis. Although HSP infrequently presents with
an acute scrotum initially, a precise diagnosis in
patients with this condition will prevent unnecessary
surgery.
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