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Abstract

Leukocytoclastic vasculitis (LCV) is a histopathologic descriptor for a prevalent type of small-vessel vasculitis (SVV)

that affects arterioles, capillaries, and postcapillary venules. Although the association between vasculitis and
malignancy only accounts for <5% of vasculitis cases, it has been recognized as a true paraneoplastic syndrome
in several studies. A 57-year-old Filipino male presented with erythematous, nonblanching macules on his lower
extremities, which rapidly progressed to violaceous lesions on his trunk, buttocks, and lower extremities. He also
reported significant weight loss, decreased appetite, and vomiting. A skin biopsy confirmed LCV. Initially treated
for meningococcemia, his condition did not improve. Abdominal imaging revealed an enlarged heterogeneous
liver with retroperitoneal lymphadenopathy and a parenchymal nodule. He was eventually diagnosed with
vasculitis secondary to an underlying hepatic malignancy and expired later from multiorgan failure.
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INTRODUCTION

Leukocytoclastic vasculitis (LCV) is a type of small vessel
vasculitis (SVV) affecting arterioles, capillaties, and venules. It
is charactetized by neutrophilic infiltration, neutrophil nuclei
fragmentation, fibrinoid necrosis, and vessel wall damage.
Clinically, LCV typically presents as an asymptomatic palpable
purpura on the lower legs or other dependent areas.”! Although
mostare idiopathic, <5% of vasculitis cases are associated with
malignancies as a paraneoplastic phenomenon.

CASE REPORT

A 57-year-old Filipino male presented with a 1-day history
of erythematous, nonblanching macules on both lower
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extremities, which rapidly spread and became violaceous on
the trunk, buttocks, and legs. He had no prior medication
use or dermatological consultation. Symptoms included
decreased appetite, 30% unintentional weight loss
over 3 months, and vomiting, He completed treatment for
pulmonary tuberculosis and was evaluated for reactivation.
His medical history includes type 2 diabetes, for which he
was prescribed metformin, a 5-pack-year smoking history,
and weekly alcohol consumption (six beers).

On arrival at our institution, the patient was febrile (38°C)
and tachypneic (24 bpm), with an oxygen saturation of
95% on room air. Physical examination revealed multiple
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well-defined, irregularly-shaped, violaceous nonlanching
macules and patches on the trunk, buttocks, and lower
extremities [Figure 1]. The abdomen was nontender
with normal bowel sounds and no palpable masses,
or organomegaly. The rest of the examination was
unremarkable.

The laboratory results indicate severe inflammation, poor
glucose control, electrolyte imbalances, and liver and kidney
damage. Laboratory results revealed high inflammatory
markers, which suggest infection or autoimmune issues,
while high troponin levels suggest myocardial injury. He
also had impaired liver and renal function,

Given the rapid progtression of the lesions, he was referred
to the infectious disease service for co-management
and initially treated as a case of meningococcemia. He
received ceftriaxone (5 days), metronidazole, piperacillin/
tazobactam (3 days), and meropenem (2 days), but showed
no improvement.

A 4-mm skin punch biopsy from the right lower extremity
revealed a basket-woven stratum corneum, flat epidermis,
and scattered necrotic keratinocytes. The edematous
dermis had perivascular lymphocytes, histiocytes,
neutrophils, and extravasated red blood cells. Blood
vessels showed endothelial swelling, fibrinoid necrosis,
and eosinophilic thrombi. These findings were consistent
with LCV [Figure 2.

A whole abdomen ultrasound showed a normal-sized
liver with homogeneous echotexture and smooth borders,

Figure 1: Physical examination of a 57-year-old Filipino male revealed
multiple erythematous well-defined, irregularly shaped, hyperpigmented
to violaceous nonblanching macules and patches on trunk, buttocks,
and lower extremities

but also revealed a 3.1 cm X 2.1 cm hyperechogenic
focus and a 4.8 cm X 5.8 cm hypoechogenic lesion with
rim hyperechogenicity in the right hepatic lobe, with a
suggestion of a parenchymal nodule. Furthermore, a plain
computed tomography scan of the abdomen showed
an enlarged, heterogeneous liver with retroperitoneal
lymphadenopathy [Figure 2].

The patient was diagnosed with vasculitis, likely secondary
to hepatic malignancy due to the developed symptoms,
abnormal masses on imaging studies, and elevated liver
function tests. Ten days later, the patient expired due to
multiorgan failure.

DiscussioN

LCV is a histopathologic descriptor for a prevalent type
of SVV that affects arterioles, capillaries, and postcapillary
venules."! The typical clinical presentation is asymptomatic
palpable purpura, predominantly affecting the lower legs
or other dependent areas."? The lesions coalesce into
confluent patterns but usually disappear after 2—3 weeks,
leaving hyperpigmentation.!'

Data indicates that approximately 40% of cutancous
vasculitis cases are idiopathic. Other causes include
adverse drug reactions (20%), infections, mainly upper
respiratory (22%), connective tissue diseases such as
lupus and rheumatoid arthritis (12%), Henoch—Schénlein

Figure 2: Microsection showed basket-woven stratum corneum,
flat epidermis with scattered necrotic keratinocytes, blood vessels
exhibiting endothelial cell swelling, fibrinoid necrosis of vessel walls,
and eosinophilic thrombi within the lumen. The whole abdomen
ultrasound showed a hyperechogenic focus and a hypoechogenic
lesion with rim hyperechogenicity in the right hepatic lobe, while a plain
computed tomography scan revealed an enlarged heterogeneous liver
with retroperitoneal lymphadenopathy
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purpura (10%), and <5% due to malignancy, giant cell
arteritis, or other systemic inflammatory conditions."

Malignancy-associated vasculitis is believed to result
from immunogenic factors released by neoplastic cells,
forming immune complexes that trigger inflammation
in vessel walls.! While it accounts for <5% of cases,
paraneoplastic vasculitis has been reported in several
studies.P! Solans-Laqué e/ a/. examined cases of concurrent
vasculitis and solid tumors at their institution over 15 years,
where both conditions were diagnosed within 12 months
of each other.’!. The malignancies linked to vasculitis
included urinary bladder, prostate, lung, renal, and breast
carcinomas.’! Meanwhile, a study by Hutson ¢# a/. showed
an equal distribution between patients with hematologic
malignancies, including lymphoma and leukemia, and
those with solid organ cancers, such as breast, pancreatic,
and lung cancer.’? LCV was the most common phenotype
observed in these patients in both studies.*! Paraneoplastic
vasculitis linked to hepatocellular carcinoma is rare, with
reports mostly limited to case studies, highlighting how
uncommon hepatobiliary cancers are as undetlying causes.!”

A skin punch biopsy is an essential initial tool to diagnose
LCV.PI Key features include neutrophilic infiltration
around and within the vessel walls, neutrophil nuclear
fragmentation, fibrinoid necrosis with fibrin deposition, and
evidence of vessel wall or tissue damage such as red blood
cell extravasation."! A skin punch biopsy performed 2448 h
after lesion onset is sufficient for diagnosing cutaneous
vasculitis.” In cases of inconclusive biopsy results, a second
biopsy with direct immunofluotescence may be warranted.®

Routine screening for underlying cancer in vasculitis is not
recommended due to the rarity of malignancy-associated
vasculitis.l’ However, a high index of suspicion for
malignancy should be maintained in persistent vasculitis
despite appropriate treatment, particulatly in individuals
older than 50 years old.1 According to Catlson’s algorithm,
paraneoplastic vasculitis should be considered in patients
with purpura, hematuria, and hematologic abnormalities.
Imaging studies are recommended to detect any abnormal
masses suggestive of malignancy.”! In addition, reviewing
the patient’s recent history of drug use, infections, or
environmental exposures is crucial to determining the
likelihood of a paraneoplastic diagnosis.

Paraneoplastic vasculitis often follows the course of the
underlying malignancy, emerging before, at diagnosis, or

during relapse.”! Effective cancer treatment often leads to
improvement of vasculitis, with remission commonly aligning
with therapy success. Meanwhile, recurrence or worsening
of vasculitis may indicate cancer relapse or progression.*
The type of cancer primarily drives the overall prognosis for
patients with malignancy-associated vasculitis. In most cases,
itis the malignancy that leads to death.”

In resistant vasculitis, a thorough etiological investigation is
crucial. Histopathology with laboratory and imaging studies
aids diagnosis and guides targeted therapy, potentially
improving outcomes, even in rare malignancy-related cases.
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