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REEAR2 (cutaneous arteritis, LT CA &B&ER) (& 2012
FICHETESNIME LD Chapel Hill 48IC & W TR ERHEETE
ZHEREBMAICRDIEBHZE L THIZICERI NI single
organ vasculitis (SOV) TH DV, —ERICKEHRESEHFET
BZZENHSNTVWS, SEBANREELIESTIE, ZHRM4
BN RS WIRIERDEITT 2D, HEEEODIIHRES
MRBEINTITRBL, RIE3 7 BRELZBEARDERIC
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ERTBIEICED CAlCKDMEXA M= 2 —O/XF—& 2K
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BRE  PhE—MEREBRICHUTI0mBLD T2 EILY
TTORENEAS N, REERDRE Ui 32 mEFIC—
RKhlisnch, BIEEL 33 mEE (AB4 » Bl LK DER
Infc. AFEAIC COVID-19 ICTEEBULIARETCEE L. A
B3 w BRlICERHEICIEUED, BEASEFICIEAT 2EERE

(‘EEQOEDELSBIVIVE) &, GFOHAETZRD,
BRICHUBHCBN BT, RERICRREEREIMEICES
RESIOHAETNORESE, RESEEREIZEDONAEICT
BEID2AE AN, TOBRERE, ETRMICHES
BE (EUEY & UER NEEL, 1 yBRICIEEREI
DEBMNMEKRL, BEGLLBotcdBEEARE R &l
FICKEXMBOBER 7 ME—EREBROEE>EN .

ABERFIRAE - B 160 cm, A% 48.5 kg. IE 123/66 mmHg,
fi’iE 73/4, . Sp0,99% (EAR), AR 36.6°C. kDY
VINEIERZRD Y, WRMICEERARZRO LMoz, 28
DRE=Z®RRT D&, GRIBEAICS CRVWINIRZRD
(Fig. 1A). EgIBgICc® & <IN\ IREBZ AR WL (Fig. 1B)
R, WINHARERIICHERELZEWS ZETH 2. I
BTRICIIRFLEINEREMRZROEHN oo, HBRENZER
Tid, B SRMHEEEICEEZROT, HERIIEETH-
fz. BAIEH 105kg, £19.0kg EATETLTRD, #EFE
AT A~ (manual muscle test, LU MMT &B&EE) TlEBE¥E
ICHEWT=A MMT 4, EBI—588 MMT 5, +RBi=588 MMT
5, BIBFREHEE MMT 5, #IEMHEH MMT 5, RAIFRERH
MMT 4, #EAIFRER MMT 5, SERISNER MMT 5, FE5E
(1) MMT 5, E—ERIEME MMT 2, SEIEESH (I, V)
MMT 3 &, BRE#HRE, GREFROEEIEZ SNk £
ETRETERZZL, FIEEEH MMT 2, £ 5 XH MMT 5,
RARHES MMT 3, FRERNERH MMT 5 &, GEHFEHROES
NEZ SN, ELETEO MMT FRIchTWe, BREIGAE
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Left posterior forearm
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Fig. 1 Dermatologic findings on admission.

(A) Small erythema on the right anterior forearm. (B) Small non-pulpable purpura on left posterior

forearm. Black markers are dotted around the lesions for a punch biopsy.

TR=EHRRE ARER A7FLAETETLTW. BE
EDOWTIFAEFENSEEL (B 1~518) T TORERE,
MERE - TERAMI, AREICERRESIVBEHMREZR
AERHRE, GREME MABSEHE RS HEOE
e UTFERD I

REMR | MREETIINE, £EFARICEEZRDT,
FERIRD LR 7RI o Tz, IRIMERLERE & 67 mm (EH
&F - 3~15mm) & EFZRH. CRP (£ 0.19mg/dl. FiF
FEREE TR (ANCA), ZinikidgsET, 7y¥A7ry
VERMARESR (ACE) (& 11.31U/m ((EEEEHE : 7.7~29.4 |U/m/)
THofe. HVHUE, HCVHFIERE EREE TIIERELE
REZEHI, BEAIE37.5mg/dl, 1gGindex & 0.72, AU ITY
O—FILN\Y RiFEETH > fc. RRETIEEH, B, #B%
RHHT, AEOHBIBERDLEN oo, ABRICIT - e R EH R
BRETIE, EEHEHELL (compound motor action potential:
CMAP) IRIBDETZEIER, ARE, WEBEEHETRD,
REMHREENENM (sensory nerve action potential, T SNAP
EBEEE) IRIBOIETZREFR, GREFERTHRDEL. AREROD
T7AO—7 v 7 TREESR, EREBHRBICEVTS SNAP DE
TR (Table 1). WEEIER CT T, BIHFREICE 9 mm
BEOEE INDEEHEERORD, ficEERY v /EEER
[FRDIEM o Ie.

A8 « SREBEBRAZRNET JBIKFAIENS, B8
EEELTMERZRE > o, REMOAERL, |SIE N—X

FAUHS5DOBEEDEL, REREEE, HILBERZRDRK
Molcl ENSMDERFEEIFRDLONT, FLFEMBERMKE
Z 2—0/8F— (nonsystemic vasculitic neuropathy, X NSVN
ERREE) MERSI e, ULHNL, DD DREEHIRERIC
DWTEEHRXRERICREREZRD T, BEEPEREOH
mhOLSEEIEEDN TV 22 THRICHRUVCREZE
EERT 2 EDOZHNBRRICOVWTEERIEHELL. BE
IFERICHIRLTED, TRICIEASNEBWRIFMERE LT
JEHBIMTH D EEZ SN, T, BMNCHEEDO—IBIFEM
kTIEHdh, FIRE UL TROTEMTH D, EiRICTHIERT
BENRHIN2FREFEVWESEZ SN, LML, @RE
HICMEXNE—ICERIND I EZRFER, REBEOLHE
ZEEICHRALL L TEGRIBOMNE &K O TROEZSIEL D
ERRET oI, ZORR, ARBOIIHE (Fig. 1A) & DEEX
UlcigfrT, R THREGEBPOPEEIRIC) >/ BRg & DERK
Rz EEE LIMEENTRB I N, REREICY Y ITROT 17
UYikBENR SN, CAEEZMULE (Fg.2). 70O+ R/YULR
iz 2 I—ABTL, BREFRELTIL RV OY
25 mg/BZERA L. e, NUDT15EEFIRY 139 ZRIF
Arg/Arg TH D E=ZFERL, FHFATU>%Z 25mg/HELD
B L, 50mg/BAICBE U (Fig. 3). A7 O R/VLAEE
1 I—XBEfTHH 5, MTEICEHROERELI~ LN H
HRICHIRL, ZORBEBRTPICIRLITHRU (Fig. 4A, B).
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Table 1 Nerve conduction study findings.
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On admission*

AEBIERS

2 weeks after admission

MNC Right Left Right Left
MCV (m/s) 57.7 64.7 59.0 70.0
Median
CMAP (mV) 6.5 9.9 7.9 10.1
MCV (m/s) 56.5 64.4 57 .3 62.3
Ulnar
CMAP (mV) 41 6.5 5.4 8.2
MCV (m/s) 56.6 60.0 50.4 61.5
Radial
CMAP (mV) 3.2 3.6 2.4 3.0
MCV (m/s) 46.0 451 55.8 48.3
Tibial
CMAP (mV) 9.6 6.6 9.7 8.9
MCV (m/s) N/A N/A N/R 43.3
Fibular
CMAP (mV) N/A N/A N/R 1.6
SNC
Median SNAP (uV) 25.6 68.0 22.9 18.1
Ulnar SNAP (uV) 5.6 38.5 7.7 7.6
Radial SNAP (uV) 20.1 33.6 33.8 61.2
Sural SNAP (uV) 22.7 15.9 21.1 19.0

MNC: motor nerve conduction study, SNC: sensory nerve conduction study, MCV: motor nerve conduction velocity, CMAP: compound motor
action potential, SNAP: sensory nerve action potential, N/A: not applicable, N/R: no response. *MNC/SNC were conducted 2 weeks before

admission for bilateral median and ulnar nerves, and one day before admission for the other nerves.

Fig. 2 Hematoxylin and eosin staining of skin punch biopsy specimen.

Note inflammatory cell infiltration on small-medium sized vessels (arrows) and marked fibrin deposition on the vascular lumen (arrowhead).
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POV EHBEZTHIL, HNAERTRBEEE I LE
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Methylprednisolone pulse therapy (1000 mg/day)

Prednisolone (mg/day)

COVID-19

Azathioprine (mg/day)
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Dupilumab 300 mg every 2 weeks

Muscle weakness
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Months from admission (X)

Fig. 3 Clinical and treatment course.
She was treated with methylprednisolone pulse therapy and oral prednisolone and azathioprine. New erythema and papule appeared during
methylprednisolone pulse therapy and improved following the recovery of her muscle weakness. Erythrocyte sedimentation rate (ESR) decreased

concordantly with clinical symptoms. COVID-19: coronavirus disease 2019.

Fig. 4 Dermatologic findings that appeared during
methylprednisolone pulse therapy.
(A) Multiple erythema or purpura on bilateral legs (arrows). (B)
Purpura on the right foot.

WEREZTW, AKTOT7A0—T vy TZ#itTd &L
fo. BE, BHEREEHICOVWTRBEREDOEARICEREL
fc®, EHNBEGRREIC T AOD—T v /Il ek,

£ K
FERIIE 3 o B ORETHEERIETL, ZTORICHEL

TEREDOREFMENS CA DEMICE > e, CA IFEBMERK &
UcHzh, BAEMBICIZ, REMRESZEHIT DI ELHMS
nNTWaY, HRERZET S CA &, BEMEZHRBIRR
(polyarteritis nodosa, T PAN &B&EE) DERICDWTIFE
NH D2, FEEBHBWIBALICHBRERN B 255 PAN &
TEHZMEEDRIBINTWNSY, 15&, CAPAN & KIEF DI
TREBEOBERTH 2N, 7hE—MERBRICHTZTEL
N7 OER BRIt S RME R ERFBEOEEEZRET S
EFRE IFBE I NZY HY, CAPAN & DR Z RS @k IFiR
REF TRHBRN o2, COVID-19 EDEEICDWTH, FHE
O0OF 71 JLA mRNA 72 F Vi1 CA/PAN ZFIE U 23R
HiE 26199 FeHfeh, COVID-19 & DEEZREL 26 DIFFR
HEMoTe. WINDEITER, XS ERZNREH S M
EROREICEAS ULAEEESERFTERVLD, ZNULED
SEEEE S nEh o e,

¥, AEFITIENSYN & WZ BEEREE D ERMNS, HiF
FERICEN T ERICRENERL, BEREARICTRICEERE
MR LT (Fig. 3). Z ORMFMIRERERET R OHERIE, NSVN,
CA/PAN IZL 2K HHREZDOZHEZEZ 2 L TEERTBZ
5z2%3&Ez25N%. NSUN OZRIICIE CA DBRANBE L X
N7 H, NSUN ICEWTEZSEORBEERD S MERDRE
TINS5 EY P, NSUN & SNEFICHE WTEIC CADE
WIEEZ B IHINH 2 I &) NMRESINTWS, Fiz, NSUN
DEEFRGEZ2URAS, ®F-FDG PET CT TEERBNSERZIC
ERERD, ASBMNOERLDIMERNTEBEINILLHE2EMH
MERDOZMICE ST 1 HIOWEDH 2. FEGFIDRRLE
bEhiE, FEESHHERICTREBLULEEKSIT? NSUN &
CA/PAN [FR—RART N LA LDEBERZ SN, EN5DE
BHRICIIEEN DD EEZS5NS. NSUN &SN TWSEES
DHRICIE, NEFID &SI, BHEIRENZHOANT ERD
BEERZHE> TWDHAEEDLEETET, ERRAIIC NSYN A
FondHRICIE, REFAROHRICERELDD25Z< FR
CERIZIENVETHBS.
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Mononeuropathy multiplex caused by cutaneous arteritis diagnosed by skin biopsies
for emerging atypical erythema on upper limbs following neurological symptoms:
a case report
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Abstract: A 33-year-old female was admitted to our department complaining of multifocal paresthesia and weakness of
the upper and lower extremities that had developed over the previous three months. She had also been undergoing
treatment for atopic dermatitis with dupilumab, an anti-interleukin 4/13 receptor antibody. A nerve conduction study
revealed multifocal axonal sensorimotor neuropathy of bilateral limbs. On admission, a small erythema appeared on her
right forearm, but it was atypical for vasculitic skin lesions due to its location and time course. Nonetheless, a biopsy
revealed medium-sized vessel vasculitis. The patient was therefore diagnosed with vasculitic neuropathy caused by
cutaneous arteritis. Methylprednisolone pulse therapy with prednisolone and azathioprine markedly improved her
symptoms. A skin biopsy is useful when mononeuropathy multiplex is suspected, even if the skin findings are atypical for
vasculitic rash.

Key words: mononeuropathy multiplex, cutaneous arteritis, polyarteritis nodosa, dupilumab, COVID-19
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