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Case Report

Unusual presentation of immunoglobulin A vasculitis with acute scrotal
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ABSTRACT

Immunoglobulin A (IgA) vasculitis, formerly known as Henoch-Schénlein purpura (HSP), is a small vessel vasculitis
primarily affecting children. It commonly presents with palpable purpura, arthralgia, abdominal pain, and renal
involvement. However, atypical presentations can occur, posing diagnostic challenges. Here, we present a case of IgA
vasculitis in a 5-year-old boy with a unique manifestation of epididymitis as the primary presenting symptom. Scrotal
ultrasound demonstrated Epididymo-orchitis with funiculitis. Skin examination revealed scattered palpable purpura
over the lower extremities. Thus, a clinical diagnosis of IgA Vasculitis is made. The patient recovered with

corticosteroids and supportive care.
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INTRODUCTION

Immunoglobulin A (IgA) vasculitis, previously termed
HSP, is a systemic vasculitis characterized by IgA
immune complex deposition in small blood vessels. It
predominantly affects children. Purpura, arthritis and
abdominal pain are known as the “classic triad” of HSP.!
However, a wide spectrum of clinical presentations
exists, and atypical manifestations can pose diagnostic
challenges. Here, we report an unusual case of IgA
vasculitis presenting with epididymitis in a 5-year-old
boy.

CASE REPORT

A 5-year-old previously healthy boy presented with a
two-day history of acute scrotal pain and swelling. The
pain was localized to the left hemiscrotum, exacerbated
by movement. Further history revealed the patient had an
episode of resolved sore throat with intermittent fever 8
days before this presentation which resolved 2 days back.

There was no history of trauma or urinary symptoms. On
examination, his left hemiscrotum was edematous,
tender, and warm to the touch, with mild erythema on the
overlying skin. The cremasteric reflex was present
bilaterally. A review of systems was notable for a pruritic
rash on his ankles, which the patient presumed to be due
to recent mosquito bites, with no other exposures being
identified. Patient also complained of mild ankle pain
bilaterally.

Given the clinical suspicion of epididymitis, laboratory
investigations were performed, revealing elevated
inflammatory markers with a white blood cell count of
12,000/mm? (reference range: 4,500-11,000/mmq) and a
C-reactive protein level of 64 mg/l (reference range: <5
mg/l). The urinalysis result was normal, showing a
specific gravity level of 1.014 and pH of 6.0, and being
negative for leukocyte esterase, nitrates, blood, and
protein.

Scrotal ultrasound demonstrated the following: The tail
of the right epididymis is enlarged in size and shows

International Journal of Contemporary Pediatrics | April 2025 | Vol 12 | Issue 4 Page 648



Putcha S et al. Int J Contemp Pediatr. 2025 Apr;12(4):648-650

heterogeneous echotexture with increased vascularity and
the Left testis is normal in size, measures 1.4x0.7x0.8cm,
and shows minimal alteration of echotexture and mildly
increased vascularity. The left epididymis is diffusely
enlarged in size and shows heterogeneous echotexture
with moderately increased vascularity. The left spermatic
cord is diffusely thickened and shows heterogeneous
echotexture with increased vascularity. Diffuse edema of
the left hemiscrotal wall is noted. Mildly enlarged
inguinal lymph nodes are noted on the left side. Minimal
fluid is seen in the left Tunica vaginalis. Penis shows
diffuse severe wall edema with increased venous flow,
hyperemia consistent with epididymitis.

Further investigations including serological tests for
autoimmune and infectious diseases were pursued. IgA
levels were elevated at 480 mg/dL (reference range: 33-
165 mg/dl), and serological tests for Streptococcus
species, Mycoplasma pneumonia, and viral pathogens
were negative. Skin examination revealed scattered
palpable purpura over the lower extremities. Since the
clinical presentation was atypical, a skin biopsy was
performed  which  demonstrated  leukocytoclastic
vasculitis with IgA deposition on immunofluorescence,
confirming the diagnosis of 1gA vasculitis.

DISCUSSION

HSP is a condition characterized by the classic triad of
symptoms, including purpura, arthritis, and abdominal
pain.! However, urological involvement, in particular
penile involvement, is exceedingly rare.?

The 90% of the children initially developed skin
symptoms. Scrotal involvement in IgA vasculitis is rare,
with few cases reported in the literature. However, the
involvement of the scrotum may be the first symptom of
HSP, and thus, a delayed appearance of the rash may
impact the correct diagnosis.?

A scrotal or penile swelling with erythema or pain occurs
in approximately 20% of males with HSP and is usually
self-limited.*

Patients with HSP disease should undergo a
comprehensive evaluation if they experience any scrotal
swelling, erythema, or pain, which should include a
thorough physical examination of the genital area,
including palpation of the scrotal skin and its contents.
Additionally, scrotal ultrasound and high-resolution color
(and pulsed) Doppler imaging are necessary for proper
diagnosis and treatment.*

Testicular torsion must be ruled out in cases with acute
testicular or scrotal pain and swelling during the course of
HSP. However, testicular torsion is unlikely to be bilateral
or to have normal vascularity.® Therefore differential
diagnosis of acute scrotum is essential to void urgent
surgical exploration of the testis.®

The exact pathogenesis of epididymitis in IgA vasculitis
remains unclear, but it may result from vasculitic
involvement of the epididymal blood vessels.

Diagnosis of IgA vasculitis relies on clinical features
supported by histopathological evidence demonstrating
leukocytoclastic vasculitis with IgA deposition on
immunofluorescence. Treatment is primarily supportive,
focusing on symptomatic relief and management of
complications, with NSAIDs being the mainstay for mild
disease. Severe cases with renal involvement may require
glucocorticoids or other immunosuppressive agents.

Patient course

The patient was administered corticosteroids orally at a
dose of approximately 1 mg/kg/day. The patient was
managed conservatively with NSAIDs for pain relief and
supportive measures. His scrotal pain gradually improved
over the following days, and repeat ultrasound showed
resolution of epididymal changes. He remained
asymptomatic during follow-up appointments, with no
evidence of renal involvement.

CONCLUSION

We report a rare case of IgA vasculitis presenting with
epididymitis as the primary symptom in a 5-year-old boy.
Clinicians should be aware of the diverse clinical
presentations of IgA vasculitis to facilitate prompt
diagnosis and appropriate management. Usually, patients
are managed with corticosteroids and supportive care.
Long-term follow-up is often needed to monitor for
potential relapses or complications.

Funding: No funding sources
Conflict of interest: None declared
Ethical approval: Not required

REFERENCES

1. Modi S, Mohan M, Jennings A. Acute Scrotal
Swelling in Henoch-Schonlein Purpura: Case Report
and Review of the Literature. Urol Case Rep.
2016;6:9-11.

2. Brodie A, Natasha G, Nitiahpapand R, Chowoo L.
Unusual  presentation  of  Hendch-Schonlein
purpura. BMJ Case Rep. 2018;bcr2017220129.

3. Ma, Zhang S, Chen J, Kong H, Diao J. Henoch-
Schonlein Purpura with Scrotal Involvement: A Case
Report and  Literature = Review.J  Pediatr
Hematol/Oncol. 2021;43(6):211-5.

4. Montorfani-Janett VML, Montorfani GE, Lavagno
C, Gualco G, Bianchetti MG, Milani GP, et al.
External Male Genitalia in Henoch-Schonlein
Syndrome: A Systematic Review. Children.
2022;9(8):1154.

5.  Turkish VJ, Traisman HS, Belman AB, Given GZ,
Marr TJ. Scrotal swelling in the Scho nlein-Henoch
syndrome. J Urol 1976;115(3):317€9.

International Journal of Contemporary Pediatrics | April 2025 | Vol 12 | Issue 4 Page 649



Putcha S et al. Int J Contemp Pediatr. 2025 Apr;12(4):648-650

Verim L, Cebeci F, Erdem MR, Somay A. Henoch-
Schénlein purpura without systemic involvement
beginning with acute scrotum and mimicking torsion
of testis. Arch Ital Urol Androl. 2013;85(1):50-2.
Riazat MI, Rai B, Sharif F. P92 Epididymitis  in
henoch-schonlein purpura, an unusual presentation of
a common vasculitic condition in children. Arch Dis
Childhood. 2019;104:A193.

Dalpiaz A, Schwamb R, Miao Y, Gonka J, Walzter
W, Khan SA. Urological manifestations of Henoch-
Schonlein  purpura: a  review. Curr  Urol.
2015;8(2):66-73.

Ha TS, Lee JS. Scrotal involvement in childhood
Henoch-Scho€nlein ~ purpura.  Acta  Paediatr.
2007;96(4):552-5.

10.

Shaher HM, Alzahrani AS, Alshaalan HM. Unusual
Testicular Ultrasound Findings in a Child with
Henoch-Schonlein  Purpura. J Med Ultrasound.
2013;21(4):217-20.

Cite this article as: Putcha S, Katakamsetty M.
Unusual presentation of immunoglobulin A
vasculitis with acute scrotal swelling and
epididymo orchitis in a 5-year-old boy. Int J
Contemp Pediatr 2025;12:648-50.

International Journal of Contemporary Pediatrics | April 2025 | Vol 12 | Issue 4 Page 650



