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CASE REPORT

Rectal perforation in a 42-year-old
woman due to Henoch-Schonlein purpura:
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SUMMARY

Henoch-Schonlein purpura (HSP) is caused by deposition of IgA-containing immune complexes within the
blood vessels. HSP mostly occurs in children and is less common in adults. In addition to palpable purpura,
arthritis or arthralgia, renal disease and abdominal pain, gastrointestinal symptoms occur in 50% of children.
These can be caused by gastrointestinal hemorrhage, bowel ischemia and necrosis, intussusception, and bowel
perforation. In adults, intussusception is less frequent than in children.

We report a 42-year-old woman referred to our hospital with acute abdominal pain. After laboratory and radio-
logic examinations, laparatomy was performed which revealed rectal perforation due to HSP.

HSP is a multisystem disorder. Abdominal pain in patients with HSP may herald a serious gastrointestinal

problem also in adult patients.
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enoch-Schonlein purpura (HSP), also

called IgA vasculitis, is caused by de-
position of IgA-containing immune com-
plexes within the blood vessels (1) and its
characteristic finding is leukocytoclastic
vasculitis. HSP mostly occurs in children
between the ages of 3 and 15 years (2) and
is less common in adults (3). The incidence
of 3.4 to 14.3 per million was reported for
HSP in adults (4). HSP manifestations in
children include palpable purpura, arthritis
or arthralgia, renal disease and abdominal
pain (5). Gastrointestinal symptoms like
nausea, vomiting, abdominal pain, and
transient paralytic ileus occur in 50% of the
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risk of renal disease is increased (7). The
diagnosis of HSP is usually based on clini-
cal manifestations, especially palpable pur-
pura in the lower extremities and a biopsy
of the involved organ (e.g., skin or kidney)
in those who have unusual presentations.
There is no specific diagnostic laboratory
test (8). Imaging is commonly performed
on patients with abdominal pain. Abdomi-
nal radiography may show dilatation of the
bowel loops; it may demonstrate peritoneal
fluid, hematomas, intussusception and an
increased bowel wall thickness (9). We re-
port a rare case of rectal perforation due to
HSP in a 42-year-old woman.
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children and the findings are: gastrointesti-
nal hemorrhage; bowel ischemia and necro-
sis; intussusception, and bowel perforation
(6). In adults, in addition to the above-men-
tioned manifestations, there are two main
differences: intussusception is rare and the

A 42-year-old woman with chief com-
plaint of abdominal pain, was referred
to Rasool-e-Akram hospital in February
2015. Her pain had started gradually a
week before in the hypogastric region re-
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ferring to her flanks and back. The pain
was exacerbated on the day of the visit.
The patient was weak and lethargic and
had nocturnal sweating, nausea, anorexia
and vomiting. The pain increased with
defecation and she had a green foul-
smelling discharge of her rectum during
defecation for 25 days. The patient stated
that the feces diameter had reduced in the
last week. She had been diagnosed with
HSP three months before and had been
taking prednisolone 5 mg three times a
day for two months and azathioprine 50
mg daily for 8 days. HSP diagnosis was
made by skin biopsy performed because
of hyperpigmented skin lesions. Upon
physical examination, her general condi-
tion was good. Her vital signs were stable
(blood pressure = 110/70 mmHg, respira-
tory rate = 20 per minute and pulse rate
= 90 beats/min) but she had a low grade
fever on the admission day (38.5°C). The
abdomen was soft, without any distention
and resistance and showed tenderness in
the hypogastric region (left lower quad-
rant). Heart and lung examinations were
normal. She was divorced and she had not
had any sexual intercourse for two years.
Mild vaginal discharge was seen at al the
vaginal examination without bleeding.
The left adnex was tender and no mass
could be palpated. Laboratory data on the
admission day were as follows: hemoglo-
bin (Hb) 128 g/L; white blood cell (WBC)
count 18,700 pL with an increased neu-
trophil percentage (91.2%); hematocrit
40.6%; platelet count 470,000/L; erythro-
cyte sedimentation rate (ESR) 59 mm/1*
h; C-reactive protein (CRP) 96 mg/L;
blood urea nitrogen (BUN) 9 mg/dL; se-
rum creatinine (Cr) 1.3 pmol/L; serum
sodium (Na) 139 mmol/L; serum potas-
sium (K) 4.9 mmol/L; urine protein, ke-
tone, glucose and culture were negative;
stool exam was negative for parasite and
occult blood. Abdominal and pelvic com-
puted tomography (CT) demonstrated no
mass or para-aortic adenopathy; chest x-
ray in the standing position was normal.
At abdominal and pelvic ultrasonography
at the admission time, the right ovary was
enlarged (5.5%5.5 cm) and contained mul-
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tiple cystic structures with thick walls and
no septation - the biggest one was inside
the right ovary (3.4x2.9 cm). The size of
the left ovary was 2x3.2 cm with normal
echo. No free fluid in the abdomen and
pelvis was reported. The color Doppler
sonography of the right ovary was nor-
mal and without any evidence of torsion.
Among ovarian tumor markers, CA 125
was as high as 100 U/ml. Serum B-hCG
was checked to rule out ectopic pregnancy
(EP) and was negative. After stabilization
of the patient’s condition and symptom-
atic treatment, she underwent an elective
laparotomy for the presumptive diagnosis
of ovarian tumor. Upon opening the abdo-
men, foul-smelling liquid was detected
on the surface of the omentum, which
was sent for culture; both ovaries were
enlarged and were attached to the bowel
and omentum from behind and no cystic
or solid lesion was observed; the posterior
side of the uterus was perforated and con-
tained pus that was adherent to the bowel.
She then underwent a total abdominal
hysterectomy and bilateral oophorectomy.
The anterior-superior part of rectum was
perforated and had a stiff swelling necro-
sis; appendecectomy was performed by
surgeons due to suspicious appearance
of omentum and appendix, colostomy
was placed and the abdomen was washed
with 5 litres of warm saline solution. The
culture of abdominal liquid showed Esch-
erichia coli.

HSP is known as a multisystem disorder
affecting the skin, gastrointestinal tract,
joints, and kidneys, but rarely reported in
the nervous system, lung, heart, and genito-
urinary tract (4). More than 90% of patients
with HSP are children. One of the most
common symptoms of the gastrointesti-
nal involvement is abdominal pain (4), as
seen in the present case. The most common
intra-abdominal complication which needs
surgical management is intussusception
(with incidence of 3.5%) (1), but in adults
intussusception is rare and renal involve-
ment (ESRD) at al increased risk (2). Less
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frequent reasons for surgery are hemor-
rhage, necrosis and bowel perforation. Per-
foration results from vasculitis leading to
bowel necrosis (3). In our case the anterior
and superior side of the rectum had a stiff
swelling necrosis. Treatment with gluco-
corticoids increases the risk of perforation,
usually in the second week of therapy (6).
Our patient had been taking prednisolone
5 mg thrice a day for about 2 months. The
highest incidence of HSP has been reported
in Asians (10). Knowing that bowel perfo-
ration in children with HSP usually occurs
due to intussusception and is in the small
intestine, we report a rare case of HSP in a
42-year old female with rectal perforation
who was admitted with abdominal pain and
pus discharge during defecation. Terminal
ileitis has been reported rarely in the lit-
erature (4, 11, 12). Crohn disease and PID
were the other differential diagnosis in this
patient but since, according to her history,
about 9 months ago she divorced and did
not have any subsequent sexual activity,
PID was ruled out.

HSP is a multisystem disorder. Abdomi-
nal pain in patients with HSP may herald
a serious gastrointestinal problem also in
adult patients. Appropriate diagnostic tests
should be performed to rule out severe
complications, such as intestinal perfora-
tion.
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