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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

BACKGROUND 

A 7 year old girl is brought to ED with several hours of severe and persistent abdominal pain 

and bright green vomit. Over the past few days she has had intermittent abdominal pain but 

has looked well between episodes. 

On examination her abdomen is tender without guarding and she is slightly tachycardic for 

her age. Other observations are normal. 

You notice a non-blanching rash on her legs – see the picture below. There is no meningism. 

 

 

 

QUESTIONS 

1. What is the likely cause of the rash? 

2. How are the rash and the abdominal symptoms related? 

3. How should you manage this patient? 
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ANSWERS & DISCUSSION 
 

1. Henoch Schonlein Purpura 
 
Henoch Schonlein purpura is the most common paediatric vasculitis and is characterised by:  
 

 Palpable purpura in the absence of thrombocytopenia or coagulopathy. 

 Arthritis/arthralgia. 

 Abdominal pain. 

 Renal disease. 
 
It is an immune-mediated vasculitis predominantly affecting children between 3 and 15 
years of age. Infection is hypothesised to provoke the autoimmune reaction, though the 
pathogenesis is incompletely understood. Immunologic, genetic and environmental factors 
seem to play a role. Affected vessels have IgA immune complex deposition and an 
inflammatory infiltrate of neutrophils and monocytes. 
 

  
 
Arthritis is usually transient, migratory and oligoarticular. Peri-articular swelling is usually 
present but effusion, erythema and warmth is uncommon and joint destruction does not 
occur. Young children may present unwilling to mobilise. 
 
IgA nephropathy is a complication of HSP and renal disease is evident in 20-50% of patients. 
Haematuria is the most common presentation but nephrotic range proteinuria, acute kidney 
injury and hypertension can also occur. Co-existent haematuria & proteinuria, AKI, 
significant proteinuria and hypertension are more associated with progressive renal disease 
and adults/older children are most at risk of developing severe renal complications. 
 
HSP also rarely causes epididymo-orchitis and neurological complications. 

Rashes in HSP 
 
Classically HSP causes 
palpable purpura. Lesions are 
symmetrical & located in 
dependent areas like the legs 
(or buttocks in toddlers). 
 
Sometimes the rash may 
initially be erythematous, 
macular or urticarial and only 
later evolve into ecchymoses, 
petechiae or purpura. 
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2. Intussussception  
 
Gastrointestinal symptoms or complications are present in roughly half of children with HSP 
and presentations range from mild abdominal pain & vomiting, transient ileus, 
intussussception, GI haemorrhage, bowel ischaemia and bowel perforation. On endoscopy 
purpuric lesions and ulceration of the GI mucosa can be seen. GI symptoms can precede 
purpura or present days or weeks after its onset. In this child the presence of bilious 
vomiting raises the question of intussussception. 
 

  
 
 
3. Management 
 
The most pressing management priority is the possible intussussception. Keep the child nil 
by mouth and consider NG decompression of the stomach. Commence IV fluids and take 
bloods for FBC, coagulation, capillary blood gas, U&E, LFT, CRP and cross match. Refer to the 
paediatric surgical team at the QEUH. 
 
The diagnosis of HSP is usually clinical. In ED investigations are focused on ruling out 
alternative diagnoses and detecting complications (such as intussussception). A general 
approach to a patient with possible HSP follows: 
 

 If there is any concern regarding meningococcal sepsis commence IV antibiotics. 

 Perform a FBC, U&E and coagulation screen. This will detect AKI and rule out 
thrombocytopenia or coagulopathy as the cause of the haemorrhagic rash. 

 Perform a urinalysis to detect proteinuria or haematuria. 

 Refer to the medical paediatric team unless there are surgical complications. 
 

 

Intussussception 
Intussussception is the most common GI 
complication of HSP. One section of bowel 
invaginates into another causing 
obstruction, ischaemia and perforation. 
The GI tract lesions caused by HSP act as 
anatomical lead points: a lesion becomes 
trapped during peristalsis and is dragged 
into the distal section of bowel. 
 
Prompt diagnosis and correction averts 
irreversible ischaemia. Stable patients can 
be diagnosed by ultrasound and treated 
non-operatively by enema. Patients in 
whom non-operative management fails or 
who are peritonitic require immediate 
surgery. 


