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Fig. 1 Skin and skin biopsy findings.
(A) Livedo reticularis is evident on the lower extremity surface. (B) Microscopic examination of the cutaneous findings
showed lymphocytic and neutrophilic infiltration around and within medium-sized occluded arteriole. (Hematoxylin-
eosin stain; Bar = 100 um). (C) The arteriolar wall had denatured elastic fibers (Masson trichrome stain; Bar = 100 pm).
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Fig. 2 Nerve conduction findings.
Skin temperature was kept to range between 32°C and 34°C. CMAP from the peroneal nerve was recorded at the extensor digitorum
brevis muscle with stimulation at the ankle and knee. CMAP from the tibial nerve was recorded at the abductor hallucis muscle
with stimulation at the ankle and popliteal. SNAP from the sural nerve was recorded at the lateral malleolus with stimulation at the
posterolateral side of the calf. (right/left: sural nerve, = 2.7/9 uV). CMAP is reduced in bilateral tibial and peroneal nerves (right/left:
tibial nerve, = 1.8/1 mV; peroneal nerve, = 7.6 mV/120 uV). CMAP: compound muscle action potential, SNAP: sensory action potential.
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Abstract

Mononeuritis multiplex in a patient with cutaneous arteritis diagnosed by skin biopsy

Kenji Isahaya, M.D., Ph.D.”, Makoto Shiraishi, M.D., Ph.D."”, Keita Tanaka, M.D.",
Rie Sasaki, M.D.”, Tamio Kawakami, M.D., Ph.D.” and Yasuhiro Hasegawa, M.D., Ph.D."”

YDepartment of Neurology, St. Marianna University School of Medicine
“Department of Dermatology, St. Marianna University School of Medicine

A 55-year-old man was admitted with paralysis of the left lower leg. He had purpura in the left lower extremity for
three years, left calf pain for two years, and dysesthesia in the left plantar region and first toe for one year. A physical
examination revealed livedo reticularis on the left leg and mononeuritis multiplex was diagnosed in the bilateral tibial
and left peroneal nerve area. Anti-neutrophil cytoplasmic antibody was negative. A nerve conduction study showed
decreased amplitude of compound muscle-action potential in the bilateral tibial and the left peroneal nerve, sensory
nerve action potential in the bilateral sural nerve. A skin biopsy revealed inflammatory cells on blood vessel walls and
cutaneous arteritis was diagnosed. Cyclophosphamide pulse therapy with steroid and anti-coagulation improved the
neurological symptoms. A skin biopsy should be considered when patients present with mononeuritis multiplex in the
lower extremities and cutaneous findings such as livedo reticularis in the symptomatic area.

(Rinsho Shinkeigaku (Clin Neurol) 2017;57:307-310)
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