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Henoch-Schonlein Purpura
There are few problems in the diagnosis of a typical case of
Henoch-Schonlein purpura, with its characteristic rash,
arthralgia, abdominal pain, and nephritis. However, assess-
ment of cases with only some of the typical symptoms and
signs brings with it all the difficulties of classifying cases of
cutaneous and systemic vasculitis. The interplay of many
variables (which organs are affected, the size of the vessels
involved, the severity of the vascular damage, as well as the
continuance or otherwise of the original stimulus) has led to
a confusing multiplicity of names and syndromes.1 2 Dis-
cussions of terminology are relatively fruitless until the
mechanism of vascular damage is established, but it is useful
to group cases of cutaneous vasculitis according to the size of
the vessels affected. When the lesions predominantly affect
capillaries, as in Schamberg's disease and related conditions,
systemic abnormalities are rarely found. In Henoch-Schonlein
purpura the medium-sized vessels-arterioles, and perhaps
even more the venulesl-are affected. When the larger vessels
are involved, as in polyarteritis nodosa, the incidence of
serious systemic lesions is even greater. There is immuno-
fluorescence evidence that antigen-antibody complexes are
sometimes present in the skin and kidney in Henoch-Schonlein
purpura, like the changes found in experimental arteritis in
animals.3 The origin of the antigen in these cases is seldom
apparent. Streptococcal infection, once considered very
important, is now held responsible for only a minority of
cases, but even here good evidence such as has been found
for some cases of nodular vascular lesions on the legs4 is not
yet available. Staphylococcal infection has also been incrimi-
nated. In many cases the disease follows an ill-defined and
often mild upper respiratory infection. The evidence for
drug, food, and other allergies is unconvincing in the majority
of cases.

Henoch-Sch'onlein purpura is most commonly a disease of
children. The cutaneous eruption is characteristic and con-
sists of a mixture of inflammatory and purpuric lesions, most
commonly on the legs and buttocks but sometimes more
widespread. Purpuric macules and petechiae may occur
alone, but usually small inflammatory nodules or papules are
present. Urticaria and sometimes large localized areas of
oedema occur, especially in children. A striking picture with
marked facial oedema and inflammatory purpura elsewhere
sometimes occurs in the neonatal period and has been con-
sidered a separate syndrome.6 In adult cases more severe
vessel damage can lead to blistering or ulceration. The lesions
appear in crops and usually disappear after four to six weeks.
However, fresh crops may continue to appear and one-
quarter of cases continue for over a year. Cutaneous lesions
are usually but not always present from the onset of the
disease. Their severity and persistence correlates poorly with
the incidence and chronicity of systemic lesions, which if
they occur may coincide with the skin lesions or may follow
several weeks or even months afterwards.
The classical systemic syndrome includes arthritis and

abdominal lesions and occurs in up to 80% of cases.5 7 The
arthritis is seldom severe and nearly always self-limiting. Gut
lesions can cause severe abdominal pain, mimicking or un-
commonly even leading to intussusception, haemorrhage
sometimes life-threatening, protein-losing enteropathy, or
very rarely perforation. Recurrences are less frequent than
with the skin lesions.
There can be no doubt that the most important systemic

lesions are in the kidney; these are found in nearly half of
all cases.5 8 The most common sign is microscopic haematuria,
or there may be overt macroscopic haematuria. Albuminuria
occurs in most such cases, but not in the absence of haema-
turia, and it is often relatively unimpressive compared with
the haematuria. The majority of these patients clear com-
pletely within a month and are left with no detectable renal
damage; however some do develop either malignant hyper-
tension or progressive chronic renal failure, and others
continue to have haematuria and albuminuria for very long
periods without any other evidence of ill-health. In other
cases the presenting renal lesion is an acute nephritis with
haematuria, oliguria, hypertension, cardiac failure, and wide-
spread oedema. As with those showing haematuria only, this
may clear completely or progress either to a nephrotic picture
or to chronic renal failure. J. J. Cream, J. M. Gumpel, and
R. D. G. Peachey5 could find no evidence to support the
view that renal failure is more common in older patients than
in children. The clinical picture of the renal lesion does have
some differences from ordinary acute nephritis. Electron-
microscopic evidence also suggests that the mechanism of the
two diseases differs.9 Some cases show a rather distinctive
pattern of focal glomerulonephritis attributable to immune
complexes, but there may also be a diffuse proliferative
glomerulonephritis.

Occasionally respiratory symptoms have been reported.
Nervous system involvement is less common than with poly-
arteritis nodosa but a similar picture of mononeuritis multi-
plex has been recorded.
When confronted with a patient with the rash of Henoch-

Schonlein purpura clinical and laboratory investigations must
first exclude other purpuric eruptions, especially meningo-
coccal infection and haematological disease. Vasculitis
associated with lupus erythematosus, dysproteinaemia, and
subacute bacterial endocarditis must also be excluded. A
search must be made for evidence of any precipitating infec-
tion, especially streptococcal, or drug sensitivity. Assessment
of the extent of systemic lesions in the absence of symptoms
or clinical signs can normally be restricted to the renal system,
and an examination of the urine for red cells is the most
important. Prognosis is determined mainly by the renal
lesion.
Treatment in general is unsatisfactory. There is inadequate

evidence as to how much help can be obtained from steroids
and immunosuppressive drugs. They do seem to help some
patients with progressive renal damage and those with a
nephrotic picture. However, the majority of cases of Henoch-
Schonlein purpura run a relatively benign course, and there
seems little justification at present for giving active treatment
to patients without renal lesions or to those with haematuria
and albuminuria of short duration. In some cases the cutaneous
manifestations do seem to be suppressed by the administra-
tion of dapsone, but information is not yet available as to
which cases should be treated. The best management of those
cases with evidence of a more persistent or more severe renal
lesion-as with glomerulonephritis in general10 is contro-
versial and requires individual assessment, in which renal
biopsy is playing an increasing part.
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Treatment of Carcinoma of
the Larynx

At present there are three main ways of treating carcinoma of
the larynx-radiotherapy,' surgery,2-4 or both.3 5 Though
there is still some debate about the exact place of each of
these methods, and in the system of staging these tumours,8 9

highly effective routines oftreatment have now been established.
The method selected depends on the exact site and extent of
the tumour, which may arise on, above, or below the vocal
cord. The site of origin is particularly relevant at the upper
and lower boundaries of the larynx, where the mucosa merges
with that of the pharyngeal floor and trachea, respectively.'
Characteristically tumours arising in these regions invade
neighbouring compartments slowly, but those which arise
even just outside these boundaries may come into the same
category as pharyngeal or tracheal tumours, with correspond-
ingly poorer prognoses whatever treatment is used. Thus
cancer of the vocal cord, which characteristically manifests
itself while tiny (by producing hoarseness) and metastasizing
late, is long confined to the cartilaginous box of the larynx
and bears a relatively good prognosis, compared to growths
near the "escape" points of the larynx.

Cases of laryngeal cancer may be classified into three ill-
defined categories, which merge imperceptibly. In the first
are those cases suitable for curative, primary teleradio-
therapy. These include small glottic carcinomas, which do not
"fix" the vocal cord. A programme of radiotherapy usually
lasts for six weeks; the patient receives 6,000 rads, and this
may yield a five-year cure rate of over 90%O. Another group
that responds well to radiotherapy are women, who charac-
teristically are cured by radiotherapy even when the tumour
is advanced. The third, and more debatable, group are patients
in whom the intralaryngeal soft tissues are extensively invaded,
though neither destruction of the cartilage nor spread to the
regional lymph nodes has occurred.
When radiotherapy fails, surgical rescue is possible. If still

confined to the vocal cord the tumour can be removed by
laryngofissurel0-12 a limited operation carried out through
the laryngeal cartilage or, if more extensive, by total laryn-
gectomy. The latter leaves the patient with an end tracho-
steome, and oesophageal speech thereafter is possible using
regurgitated air.

In the second category are those patients for whom either
surgery or radiotherapy can offer only limited benefit. These
are patients with some destruction of the laryngeal cartilages,
spread of tumour outside the larynx, or involvement of the
lymph nodes. Because of the limitations of either kind of
treatment used on its own there is now widespread enthusiasm
for preoperative irradiation,13-19 in a dose of 1,500-4,000
rads (over from two to four weeks), followed by elective surgery
four weeks or so later. This programme seems particularly
effective, since after a full course of radiotherapy persistent
tumour may be difficult to detect, unless it was initially
advanced. For this reason laryngectomy, with or without a

block dissection of the regional lymph nodes in the neck,
is done no matter what the immediate outcome of the radio-
therapy has been. The purpose of the preliminary radiotherapy
is to reduce bulk and viability ofthe tumour without jeopardiz-
ing the subsequent healing of any operation wounds.

Into this relatively tidy regimen intrudes the conception
of partial laryngectomy,2030 in which large fragments of the
larynx are removed. Block dissection of the lymph nodes may
be combined with this and a laryngeal airway is reconstructed
from the remains,3032 though inevitably this is distorted and
inefficient. Broadly speaking these procedures are most
applicable to patients in the first category, and therefore com-
pete directly with radiotherapy. Moreover, the delicate repair
of the air and food passages is best done on unirradiated
tissues, and hence radiotherapy and partial laryngectomy are
mutually exclusive. The excellence ofthe radiotherapy services
in the United Kingdom and the problems of aspiration follow-
ing this type of operation have prevented its gaining in Britain
the widespread popularity achieved in the United States.
Nevertheless, the choice may be difficult, since partial laryn-
gectomy offers the prospect of retaining a normally produced,
albeit, husky voice-which is not the case when radiotherapy
has failed and hence has made laryngectomy necessary.

Finally, patients in the third category include those with
gross spread of cancer into the neck, involving the carotid
tree and cervical spine, with lymph nodes fixed to adjacent
tissues as well as distant metastases.1 Palliative radiotherapy,
tracheostomy, feeding gastrostomy, analgesics, tranquillizers,
and cytotoxics may offer these unfortunate patients with
essentially terminal disease a small measure of comfort.
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