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A Case of Cutaneous Leukocytoclastic Vasculitis Presenting as
the First Symptom of Adenosquamous Carcinoma of the Lung

Hyun-Ok Kim", Ho Cheol Kim", Gyung Hyuck Ko™, Inseok Jang3’4,
Min Gyu Kang', Hyun Oh Park’, Jian Hur’, Sang-1l Lee

Departments of Internal Medicine', Pathology’, and Chest Surgery’, Institute of Health
Sciences’, Gyeongsang National University School of Medicine, Jinju, Department of Internal
Medicine, Yeungnam University College of Medicine’, Daegu, Korea

Leukocytoclastic vasculitis (LV) is a systemic inflammatory disorder involving the small vessels.
The exact cause of LV remains unknown, yet malignancy has been considered as a causative
factor for LV. We experienced a 60-year-old male with purpura on his extremities. Computed
tomography of the chest showed a mass lesion that was suspected to be a non-small-cell lung
cancer and the biopsy revealed an adenosquamous carcinoma. There has been no report of
LV associated with adenosquamous carcinoma of the lung in Korea. Thus, we report here on
this case along with a review of the relevant articles.
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Z27AGA Aee ARG AFee SeA

2
LS
ekal Hlg s Afmsev AR S8R edskth

A Tz Az A WIF 10,760/
mm’ (FAT 933%, YIT 4.9%), DAL 119 g/dL,
P43 635,000/mm’e] ek, AT HREE} Ccub
Skl 120 mm/hr (0~9 mm/hr), 78.2 mg/L (0~5
mg/L)E 27 Z71E9ek. ALPE 155 U/L (35~130
UL)E Z718 £7HE& Elou, AST 26 U/L, ALT

o
o
&7 #EAEA et Fulel =R 17.58 U/
L (1~15 TUmL)E Z7}9 £74S X2t} Fluores-

cent antinuclear antibody+ 1:402.2 A A4S

g

29) o anti-neutrophil cytoplasmic antibody (ANCA)
T SA2E vEyel @4 A el4 HBs Ag, HCV
Ab, HIV 3 VDRLES SALAS EYtl AFPS
2.69 ng/mL (0~7 ng/mL), CEAX 2.26 ng/mL (0~ 3.4
ng/mL) L28]3 CA19-9< 596 U/mL (0~34 U/mL)Z
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AFHTTEES Adslislon 285 # ol
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Fig. 1. Purpuric lesions on the lower extremities.
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HAA ARGA Bo] &S W HA ehsket.
Aol AArelA AR 24 A4 As ¥ G
o Wi AE Hgo] W HYIL FA Fneutorphil,
Q71T 23 el o3 Wke] Aaiol
24 ¥9lor] W5 Hnuclei debrije] o] W

Fig. 2. (A) Chest PA shows fibrotic change with calcification in the right lung apical area and calcified pleural plaque
in the left lower lung zone as the sequela of pulmonary tuberculosis. (B) Contrast enhanced CT shows about
a 2 cm sized heterogeneous low attenuating mass lesion in the right lower lobe (posterior to the liver dome)

(arrow).

Fig. 3. (A) The dermal small vessels show swelling of the endothelial cells. The outline of the blood vessels appears
indistinct due to the infiltration of inflammatory cells around the blood vessels (arrow). The infiltrate consists
mainly of neutrophils and a small number of eosinophils and mononuclear cells. There is fragmentation of nuclei
(leukocytoclasis) (dotted arrow). (B) The lung cancer shows components of both squamous cell carcinoma (arrow)
and adenocarcinoma (dotted arrow) (Hematoxylin-Eosin Stain, A *x400, B x100).
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Tt gad oz Zgkstdoh(@d  3A). #HZ Ao Schonlein purpura)e] 22 5% 2 vERSETl (9). dHA,
A FHAATES o] &8 2EE A o] EA AL dRE A= §%°é e A4 =T
AAE Aslola =2 Al AlEAe] v Hoh ok FoFe] A fdel gudA EoH, &
(intercellular bridge)E E3rsl= HAHANEL LA} & 3] ANCA QA# #sdolA] v Frhe Bk 9t
A 712 E FhAE(columnar tumor cel)Ee] F (9,10 PubHo® FH AL A Fol RHFRIA
zZxlo] #d AHAAEYG o2 HE Ao Ak ad HEZ] (maculopapular rash)o] UER™ o] & 2] 214
3B). Hh(palpable purpura)e] FHE=HTF (1), IF PFS
X2 Y Hnh: )5 AAukel] wiel gslzelwl 2AZAA dEo g Aghd Fala, WE, o]dhAel
AE 4 Adsidleon RAAZS =4s7] Sl B &7, AAA &7 z=lz 443 Lol
ghulE, oA Eolu]ezlg FojstwlA AIE #F aEFolof e, WA §1°§°ﬂ o5t A4
o Il5 Biwle] TAEZA grol mElZH =Y A7t W& =5A gfotof dhet (7,11). T =F A
E£E2E T3t olF IF Wy IAFo] A ol| 4] &7 3 (atheroembolism), A14YE (neoplasia) &
2 3AEe] Mgz EYEES 2 F FUs 5 F el desid (). WS ERde] =4
Askaiet. ARl &7 AFAIZel ol 22 o] £l
A7 k7ot Hofl st 222 219 (fibrin)
! &t o] AAR=EE o] EAAQ £Aelet (7). ¥ FHlY
A5 BATE At 543 A4 Sl ¢l
i AHAR dFeo2 dfHe] E4E & o Ao A3t =27 HAA wWETEy
A 2 d¥A £4E8 olske As dasdelgt diddel HAd £ Kol o AR ol
I ogkeh (7). Efde 5 94l glo] HAY = FHoATld FR P sigade® Ay 5 gl

feov AF e, gu=r] Az Astdy Ag, ok
A Fgell FHtEle] vehd 5 Qdek 5). 94 F & 3] A elA Aol He VA AR
& AfE @l WA HEE 25~5%0]w, 2 T A o] A, dAz £ Fo 7]
P Hobs dAgtellA o 3~5m) AE o =A E BEHQ AAA AA FF o iAA Zedg )
Atk gEA vk 8). FZ 60 oY TS EF FHET gdew, &WFAddA o] £l
AdE P FAE e FPHoE =AY  WANE Afole BF 28 HAFEGSEA 5
At Atell ot wigFsty|dAdo] 45%F vF o AAEH HAAE FULE A (11). 53] 50
A woky AArh-E o] (polyarteritis nodosa)©] 36.7%, Al o]FellA IE wEFsty|Eede] el <o
Wegener’s granulomatosis?t 6.7%, &n|ZHchdds A FFo] 7S Azt Fd AW AAE

d(microscopic polyangiitis)®} 31|35 -4 2} A= Henoch-

et (12). AA=, T =

Table 1. Cases of leukocytoclastic vasculitis with malignancy

Patient Age/Gender Related cancer Systemic symptom  Laboratory finding Imaging study Reference

1 65/M Lung cancer Weakness, dyspnea Pancytopenia Chest CT' 2

2 53/F Ovarian cancer Absent Proteinuria, hematuria Abdominal ultrasound 3

3 63/M Renal cell Absent Hematuria Abdominal MRIT 4
carcinoma

4 71/M Lung cancer Fever NS* Chest X-ray 5

5 54/M Renal cell Absent NS Abdominal CT 6
carcinoma

6 60/M Lung cancer Arthralgia NS Chest CT Present case

*No significance, TComputed tomography,

TMagnetic resonance imaging
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