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We reported previously on a case of a young adult with

dermatomyositis who developed bilateral ureteral stenosis

[1]. Although rare, ureteral involvement can be present in

various forms of systemic small-vessel vasculitis [2].

However, this complication can be overlooked by rheu-

matologists. Indeed, there are only a few reports of this

complication in the rheumatology literature. Here we

report on another case of bilateral ureteral stenosis in a

patient with Henoch–Schönlein vasculitis.

A 66-year-old male was referred to our clinic in January

2007 for aggravation of renal failure. He was admitted to

another hospital in December 2006 for macrohematuria. He

reported that he hadn’t had any abnormal signs or symp-

toms during the last few months. Physical examination in

that hospital revealed normal chest and abdomen and no

skin rash or purpura. Laboratory findings included leuko-

cyte count of 17,460/ll, C-reactive protein (CRP) 10.1 mg/

dl, serum creatinine 1.95 mg/dl, and blood urea nitrogen of

18 mg/dl. A computed tomographic scan demonstrated

bilateral hydronephrosis. Intravenous pyelography revealed

complete obstruction in the left lower ureter, and severe

stenosis in the right lower ureter. Intracystic endoscopy

showed no abnormalities in the bladder mucosa. Due to the

evident renal dysfunction, a stent was inserted into the right

stenotic ureter. Percutaneous nephrostomy was performed

for hydronephrosis of the left kidney (Fig. 1). However,

serum creatinine increased further, and he was referred to

our clinic for further management.

Laboratory tests at our clinic showed a leukocyte count

of 9,680/ll, an erythrocyte count of 282 9 104/ll, a

platelet count of 27.5 9 104/ll, hemoglobin 8.1 g/dl, CRP

7.30 mg/dl (normal \0.30), serum creatinine 5.32 mg/dl,

and blood urea nitrogen 28 mg/dl. Serological tests were

negative for cryoglobulin, antinuclear antibody, and an-

tineutrophil cytoplasmic antibodies. Serum concentrations

of complements (C3 and C4) were normal. The levels of

both IgG and IgM were normal, but IgA levels were

increased to 998.3 mg/dl. Prothrombin time (PT) and

activated partial thromboplastin time (APTT) were normal.

Urinalysis showed numerous red blood cells with granular

and white cell casts under high-power field. Urine protein

was positive at 2.06 g/day. Renal biopsy was performed

and the histology showed necrotizing glomerulonephritis

with cellular crescents (Fig. 2). Five glomeruli with global

sclerosis were noted. Cellular crescents were found in four

out of the remaining nine glomeruli. Immunofluorescence

histochemistry showed fine granular deposition of IgA in

the paramesangial areas. Immune-complex deposits were

also confirmed by electron microscopy. The patient was

diagnosed as having Henoch–Schönlein vasculitis. He was

treated with 30 mg/day prednisolone, which resulted in a

rapid normalization of CRP and improvement in serum

creatinine levels.

However, two weeks after starting the steroid therapy,

the patient developed massive melena. Erythrocyte count

and hemoglobin were decreased at 173 9 104/ll and

5.5 g/dl, respectively. Platelet count was 15.4 9 104/ll.

PT and APTT were not prolonged at 10.0 and 21.0 s,
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respectively. Serum CRP level was not elevated at

0.11 mg/dl. Serum creatinine level was 2.62 mg/dl. Since

the source of the bleeding could not be localized by upper

or lower intestinal endoscopy, it was considered to be the

small intestine. Therefore, it was suspected that intestinal

bleeding was associated with Henoch–Schönlein vasculitis.

Accordingly, cyclophosphamide (25–50 mg/day) was

added to the steroid therapy to control the activity of the

systemic disease. The melena subsided with conservative

treatment.

Follow-up percutaneous pyelography performed in

February demonstrated partial resolution of the left ureteral

obstruction. The catheter for left nephrostomy was

removed and a stent was inserted into the stenotic ureter. In

March, he was discharged from the hospital with bilateral

ureteral stents. He remains clinically well and is being

treated with 5 mg/day prednisolone at the time of writing

of this report.

Although it is extremely uncommon, the ureter may be

involved in Henoch–Schönlein purpura. A literature search

of the PubMed database identified nine documented cases

of patients with Henoch–Schönlein purpura who developed

ureteral stenosis (six of them in non-English publications

with English abstracts) [3–11]. The previous cases occur-

red at the ages of 6 to 14. Purpura was not observed in our

patient. However, clinical and laboratory findings, such as

necrotizing glomerulonephritis with cellular crescents and

mesangial IgA deposition, intestinal bleeding and systemic

inflammation, supported the diagnosis of Henoch–Schön-

lein vasculitis in our case.

Ureteral involvement may lead to serious complications

in patients with systemic small-vessel vasculopathy.

Hematuria in patients with vasculitis suggests renal

involvement, but the possibility of ureteral stenosis should

also be considered. Early diagnosis and treatment are

crucial for long-term prognosis. Computed tomography or

renal ultrasonography may help identify the presence of

ureteral stenosis. The present case emphasizes the impor-

tance of recognizing this complication in systemic

vasculopathy including Henoch–Schönlein purpura.
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