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Abstract

The clinical features of 47 children with Henoch-Schonlein purpura (HSP) are presented.
The most common ages at presentation ranged from 3-5 years, Duration of data collection was 60
months. The peak incidence was from December to February. The organ involvements included skin
(100%), gastrointestinal tract (74.5%), renal (46.8%) and joint (42.6%). Renal involvement was
detected within the first 2 months in 16 cases (72.7%) but was delayed until 6 months after diagno-
sis in 6 cases. No risk factors for renal involvement could be identified. The mean duration of follow-
up was 2.6 years (range 1-5 years). Six out of 16 (37.5%) patients had residual renal diseases but
none were end stage. Recurrent episodes of abdominal pain and skin purpura were found in a few
cases during the first year.

Overall prognosis of HSP is good and long-term morbidity is predominantly associated with
renal involvement. Patients with initially normal urinalysis should have sequential urinary examina-
tion at least for 6 months.
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Henoch-Schonlein purpura (HSP) is the most
common vasculitis disease of childhood. The inci-
dence is 13.5-18 to 100,000 children per year(1,2).
Although multisystem involvement occurs in HSP,
the long-term outcomes of patients are determined by
the extent of renal involvement. Most patients have
relatively mild diseases characterized by asympto-
matic hematuria and resolve spontaneously. Some
patients have severe renal diseases such as nephrotic
syndrome. Progression to end stage renal diseases
varies from 10-16 per cent(3.:4), Predictive factors
of severe renal involvement in HSP are controversial
and require more studies.

There is only one study on HSP in Thai
children which focused on the clinical manifestations
of HSP with particular emphasis on the cutaneous
features but no report on long-term outcomes. This
paper reports the epidemiologic data, clinical mani-
festations, treatment and outcomes of children with
HSP at the period of 1-5 year follow-up.

PATIENTS AND METHOD

A retrospective cohort study was conducted.
Children who were diagnosed with HSP from January
1995 to December 1999 were included in the study.
The criteria for diagnosis of HSP were non-thrombo-
cytopenic palpable purpura in conjunction with one or
more manifestations of the following organs: gastro-
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Table 1. Age onset of Henoch-Schonlein purpura in
47 children.

Age (years) Number Percentage

0-2 3 6.4

35 21 44.7

6-8 15 319

9-11 3 6.4

12-14 5 10.6

Total 47 100

intestinal tract (GI), renal and joint. Demographic data
such as age, sex, clinical manifestations, physical
examinations, laboratory data and clinical courses
of the diseases were collected. Patients who lost fol-
low-up were called back for evaluation of symptoms,
signs and urine analysis. Blood urea nitrogen and
serum creatinine were evaluated in some patients if
there were clinical indications.

RESULTS

From a total of 52 patients with HSP, 47
(90.4%) medical records were available for review-
ing. The ratio of male: female is 1.1:1. Their ages
ranged from 1.6 to 14.7 years with the mean age of
6.3 years. The most common age group was 3-5 years
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Frequency of children with Henoch-Schonlein purpura by months from 1995 to 1999,
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(44.6%) (Table 1). The majority of cases were diag-
nosed from December to February (Fig. 1). Twenty
two patients (46.8%) had 2-organ involvement and
20 patients (42.6%) had 3-organ involvement. Only
5 patients (10.6%) had more than 3-organ involve-
ment. Palpable purpura occurred in all cases. Gl
symptoms (74.5%) which included abdominal pain
(63.8%), nausea and vomiting (42.6%) and hemato-
chezia (23.4%), were the second most common mani-
festations (Table 2). Twenty two patients (46.8%)
had renal involvement which included isolated hema-
turia (27.7%), hematuria with proteinuria (10.6%)
and nephrotic syndrome with or without nephritis
(8.5%). Arthralgia or arthritis occurred in 20 patients
(42.6%) and involved ankle joints in 13 cases (27.7%),
knee joints in 9 cases (19.1%), wrist joints in 4 cases
(8.5%) and interphalangeal joints in 3 cases (6.4%).

In patients with abdominal pain, most epi-
sodes occurred 1-21 days after the appearance of skin
purpura, Only 5 patients (16.7%) developed abdo-
minal pain 3-30 days before the onset of skin pur-
pura. Corticosteroid was given to patients with severe
abdominal pain. Sixty per cent of patients with abdo-
minal pain received corticosteroid and the mean dura-
tion of abdominal pain was 2.3 + 1.7 weeks. Abdo-
minal pain disappeared by 56.7 per cent, 73.3 per
cent and 100 per cent within 1, 3 and 5 weeks, res-
pectively. Recurrent abdominal pain occurred in 16.7
per cent during the first 4 months. None had recurrent
abdominal pain after 1 year. The remainder did not
receive corticosteroid and the mean duration of abdo-
minal pain was 2 + 1.7 weeks.
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Skin purpura resolved by 70 per cent, 87.2
per cent and 100 per cent within 1, 3 and 5 weeks,
respectively. One patient had recurrent palpable pur-
pura without abdominal pain or arthralgia at 1 year
after the onset of HSP.

Urinalysis was performed in all cases except
one. Abnormal urinalysis was detected during the first
2 months of diagnosis in 16 cases (34.8%). During
the first 6 months of diagnosis, 19 cases with initially
normal urine findings had repeated urinalysis and
abnormal findings were detected in 6 cases (31.6%).
In those with late renal involvement, 2 patients had
nephrotic syndrome, 1 patient had microscopic hema-
turia with moderate proteinuria and 3 patients had
isolated microscopic hematuria.

The follow-up period ranged from 1-5 years
(mean 2.7 +1.4 years). Sixteen of 22 patients with
nephritis had regular follow-up. The final outcomes
were as follows: 10 patients (62.5%) had normal
urinalysis and 6 (37.5%) had persistent renal diseases
which were isolated hematuria in 4 cases and hema-
turia with moderate proteinuria in 2 cases. None had
hypertension. Neither had abnormal serum creatinine
nor end stage renal diseases. The other organ involve-
ments were neither persistent nor recurrent.

All cases of nephrotic syndrome were treated
with corticosteroid and combination therapy was
required in 2 cases. (Table 3)

The possible predictive factors for renal
involvement which were age more than 7 years, GI
bleeding, persistent purpura, required corticosteroid
therapy for GI symptoms were analyzed. None was
statistically significance.

Table 2. Clinical manifestations of Henoch-Schonlein purpura
in 47 children.
Organ involvement Number
Percentage

Skin involvement 47 100
Palpable purpura 47 100
Edema 6 12.8
Gl involvement 35 74.5
Abdominal pain 30 63.8
Nausea/vomiting 20 42.6
Hematochezia 11 234
Renal involvement 22 46.8
Isolated hematuria 13 27.7
Hematuria with proteinuria 5 10.6
Nephrotic syndrome 4 8.5
Arthralgia or arthritis 20 42.6
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Table 3. Treatment and outcome of nephrotic syndrome with or without nephritis.
Age Sex Treatment Duration Outcome at 1 year
(years) (months)
49 F Prednisolone 8 Isolated microscopic hematuria
8.6 M Prednisolone 6 Microscopic hematuria with moderate proteinuria
Cyclophosphamide 3
5.7 F Prednisolone 4 Microscopic hematuria with moderate proteinuria
Cyclophosphamide 16
Dipyridamole 16
13.5 F Prednisolone 8 Isolated microscopic hematuria
Fish oil 6
DISCUSSION

HSP is the most common vasculitis disorder
in children. The most common age group is 3-5 years.
The prevalence of disease in males and females was
not different in the present study. In contrast, pre-
vious studies showed that HSP are more common in
males(5:6). The majority of the presented patients
were in the age group of 3-5 years and 6-8 years.
This is similar to other reports both in Thailand and
other countries(7,8).

The occurrence of HSP has a seasonal varia-
tion, in all previously reported series, the majority
occurred in winter and spring(9). Most patients in this
study developed disease from December to February
which is the lowest temperature of the year in Thai-
land. This suggests that HSP may be a viral-asso-
ciated disease.

The most common GI manifestation is abdo-
minal pain(7,10-12), The serious GI complications
such as intussusception, perforation and massive GI
bleeding may occur(13,14), However, there was no
serious complication in the present study. Interest-
ingly, 16.7 per cent of the presented patients deve-
loped acute abdominal pain preceding the onset of
palpable purpura and the duration may last up to 30
days. Saulsbury reported that 40 per cent of patients
presented with abdominal pain or joint symptoms
preceding the onset of skin purpura for a period rang-
ing from 1 day to 2 weeks(10). Therefore, physicians
should be aware of this syndrome in children who
present with arthralgia and acute abdominal pain.
Careful observation for palpable pupura is crucial for
the diagnosis of HSP.

For the duration of abdominal pain, most of
the presented patients improved in 3 weeks and the
longest duration was 5 weeks. None had recurrent

abdominal pain after 1 year. A previous report showed
that very few patients had recurrent abdominal pain
after 1 year(15), Comparison between patients treated
versus untreated with corticosteroid, the durations of
abdominal pain were not significantly different. How-
ever, severe cases of abdominal pain were likely to
receive the treatment due to the limitations of retro-
spective study. The benefit of corticosteroid therapy
for shortening the duration of abdominal painis conclu-
sive. It is possible that without corticosteriod therapy
the duration of abdominal pain in severe cases may
be prolonged.

HSP nephritis occurred in 46.8 per cent of
the patients in this study. The majority of HSP nephri-
tis were detected by urinalysis during the first 2
months after the onset of skin purpura. However, 6
patients developed renal involvement during 2-6
months after diagnosis and 2 of them had nephrotic
syndrome. The authors suggest that repeated urinaly-
sis is required for at least 6 months even in those
with normal urinalysis initially.

Most patients had only microscopic hema-
turia. Nephrotic syndrome was less common in the
present study. Goldstein et al(16) and Scharer et al
(17) reported the prevalence of nephrotic syndrome
in HSP being 50 per cent and 59 per cent, respec-
tively. These may be due to racial variability, with a
high incidence in Native Americans(18),

The predictive factor for renal involvement
is unknown. Previous reports showed that age onset
of more than 7 years, persistent purpura and decreased
of Factor XIII activity were associated with renal
involvement(19), In the present study, no predictive
factor for renal involvement could be identified. One
possibility is due to the small number of patients.
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Most patients had good long-term outcome.
Sixteen of 22 (72.7%) cases with nephritis were fol-
lowed-up. Urinalysis returned to normal in 10 cases,
but remained abnormal in 6 cases, of which 4 had
isolated microscopic hematuria and 2 had persistent
hematuria with moderate proteinuria. Interestingly,
Goldstein et al studied the long-term outcome (mean
23.4 years) and found that although all patients had
normal kidney function at 1 year, 44 per cent of the
patients with nephrotic syndrome developed renal
insufficiency later(16). Due to a shorter follow-up
period in the present study, renal impairment was not
found. Hence, long-term sequential evaluations are
required for early detection and intervention.

To date, standard treatment for HSP nephri-
tis has not been established. However, therapy with
corticosteroid and other immunosuppressive drugs
may improve renal pathology(20'23). Treatment and
outcome of 4 patients with nephritic syndrome are
summarized in Table 3. All of them had an improve-
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ment in renal manifestation. Further study is required
for the evaluation of the outcome of these treatment
regimens.

SUMMARY

HSP is a common disease in young children.
In Thailand, the peak incidence occurs from December
to February and multisystem involvements are com-
mon. Corticosteroid therapy may be required in some
cases with severe abdominal pain and nephrotic syn-
drome. Renal involvement is not uncommon. Most
cases presented in the first 2 months, but the presen-
tation may be delayed until 6 months after the onset
of skin purpura. Urinalysis in HSP patients should be
intermittently repeated at least for 6 months. Isolated
hematuria is the most common presentation in HSP
nephritis. After 1-5 years follow-up, persistent renal
diseases can be found in one-third of patients with
HSP nephritis.

(Received for publication on September 16, 2002)
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