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a few bullous lesions on his legs [Figure 1]. Blood 
counts were normal with platelet – 3.2 lakhs/cumm. 
Sepsis markers were negative. He had normal liver 
and renal function and coagulation profile. Routine 
urine examination did not reveal any hematuria or 
proteinuria. Antinuclear antibody was negative and 
C3 and C4 were normal. Skin biopsy was suggestive 
of neutrophilic infiltrate in the epidermis. Fibrinous 
necrosis of wall of small dermal vessels associated 
with karyorrhexis and red cell extravasation was 
noted. Perivascular and interstitial neutrophilic 
dermal infiltrate admixed with nuclear fragments, and 
mononuclear cells were present. Sections also showed 
subepidermal blisters containing inflammatory cells 
and RBCs and involvement of subcutaneum in the 
form of lobar panniculitis. Immunofluorescence 
showed IgA and IgM deposition in the wall of small 

INTRODUCTION

Henoch Schonlein purpura is rarely noted to have 
skin lesions of the face. Our patient presented with 
abdominal pain, arthritis and bullous, non hemorrhagic 
lesions of the face 

CASE REPORT

A 12‑year‑old boy was admitted with a history of pain, 
swelling of ankles, and difficulty in walking for the 
last 5 days. He was also having abdominal pain since 
3 days and had developed a purpuric rash over his legs 
and trunk since the last 2 days.

On admission, he was afebrile with normal 
sensorium. Vitals were stable and blood pressure 
112/78 (<90th centile for age and sex) of Hg. Abdomen 
was soft, without any tenderness, or organomegaly. 
Both his ankle and right knee joint was swollen, 
warm, and tender. He had multiple purpuric eruptions 
over his lower limbs and on his hands. He also had 
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ABSTRACT

Henoch–Schonlein purpura (HSP) with facial involvement with bullous rashes are extremely rare. A  12‑year‑old boy 
presented with abdominal pain and features of arthritis. He also had multiple purpuric rashes over his lower limbs. Gradually, 
he developed bullous rashes which were seen on his legs and hands and progressed to involve the face. He was confirmed to 
be suffering from HSP from clinical presentation and skin biopsy. The child responded well to oral steroids. Bullous lesions 
may be seen in HSP. However, there is neither prognostic significance of this nor does it alter the management. Other causes 
of bullous lesions should be ruled out. As facial involvement is associated with renal and gastrointestinal involvement, these 
children should be monitored for sequelae.
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dermal vessels. Staining of C3 in vessel wall was 
patchy and faint with the overall morphological 
features being suggestive of leukocytoclastic vasculitis, 
i.e., Henoch–Schonlein purpura (HSP).

Over the next 48 h of admission, his abdominal pain 
persisted. He developed purpuric rashes over his face 
and postauricular region. Bullous eruptions without 
any hemorrhage were noted on lower legs, hands, 
trunk, and even on face [Figure 1]. He was started 
on oral prednisolone at 60 mg/day. Over the course of 
next 5 days, his joint swelling and the abdominal pain 
subsided. Rashes also stopped progressing, and he was 
discharged on tapering doses of prednisolone for the 
next 6 weeks. During this period, his blood pressure 
increased to 132/84 mm of Hg (>95th centile), 
for which he was given amlodipine. Repeat urine 
examination was normal. He was gradually tapered off 
antihypertensive. At 1 year follow‑up, he is clinically 
well with no evidence of renal involvement.

DISCUSSION

HSP – a leukocytoclastic vasculitis is characterized 
by the deposition of IgA in the wall of the small 
vessels, with the predominant involvement of the 
skin, renal, gastrointestinal system, and joints.[1] The 
diagnosis of HSP is confirmed on the basis of palpable 
purpura (without any evidence of coagulopathy and 
thrombocytopenia) and along with 1 of the 4 following 
features: abdominal pain, features of arthritis or 
arthralgia, biopsy confirming IgA deposition, and 
kidney involvement (proteinuria, hematuria or 
red cell casts) as per EULAR criteria.[2] Our patient 
had purpura, arthritis and positive biopsy findings 
suggestive of HSP.

Dermatological involvement is characterized by 
palpable purpura over the legs and buttocks. Bullous 
lesion is extremely rare in children. Only 29 children 
have been reported to have bullous lesion in literature.[1] 
Two percent children have been reported to have 
bullous lesion in a study by Abdel‑Al et al. compared 
to 60% in adults.[3,4] Bullae are characteristically seen 
in the legs and buttocks (dependent areas). However, 
our patient had bullae on his leg, hands, trunk, and a 
few on the face as well. Lesions affecting the face are 
extremely uncommon in children. Only two children 
have been previously reported to have bullous 
lesion of the face.[5,6] Bullous lesion is commonly 
seen in staphylococcal scalded skin syndrome, toxic 
epidermal necrolysis, bullous impetigo, and erythema 
multiforme in children, leading to a diagnostic 
dilemma. The presence of abdominal pain with 
articular involvement along with biopsy findings 
confirmed this to be HSP.

Bullous lesion and IgM deposition have been 
associated with renal involvement in an adult study. 
Our index case had abdominal pain without any renal 
involvement.[7]

The child responded well to oral prednisolone. Joint 
inflammation and skin lesions gradually subsided. 
Steroids may have a role in extensive bullous HSP 
to reduce the severity of lesions and chance of ulcers 
and necrosis.[8‑10] We also gave steroids because of the 
persistent abdominal pain and arthritis.

Skin lesions are not known to influence the outcome 
in bullous HSP.[1] Our patient responded well to 
treatment without any sequelae. We would like to 
highlight the fact that although rare, bullous lesions 
are seen in HSP, and a renal workup with skin biopsy 
should be considered to establish the diagnosis.
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