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Background  
Leukocytoclastic vasculitis (LCV) is a small-vessel vasculitis that typically presents with 
palpable purpura or erythematous skin lesions. While it may be triggered by infections, 
drugs, or autoimmune disorders, malignancy-associated vasculitis is rare and has been 
only exceptionally reported in ovarian cancer. 

Case Presentation   
We report the case of a 68-year-old woman with advanced ovarian carcinoma, previously 
treated with multiple lines of chemotherapy including platinum compounds and 
liposomal doxorubicin. Due to disease progression and declining performance status, she 
was transitioned to palliative care. During hospitalization for acute renal failure, she 
developed painful erythematous and purpuric lesions on both lower extremities, 
clinically consistent with LCV. The lesions were symmetrically distributed without 
necrosis or mucosal involvement. Serological investigations excluded infectious and 
autoimmune causes. Given her frailty and palliative status, a skin biopsy was not 
performed. Supportive management with local skin care and analgesia was initiated. The 
patient’s condition deteriorated and she passed away shortly thereafter from progressive 
ovarian cancer. 

Conclusion  
This case illustrates that vasculitic skin eruptions, although rare, may complicate the 
course of advanced ovarian cancer. In palliative settings, clinical decision-making should 
prioritize patient comfort and symptom control rather than invasive diagnostic 
procedures. Awareness of such manifestations is essential for oncologists and palliative 
care teams to ensure management strategies aligned with quality of life at the end of life. 

INTRODUCTION 

Leukocytoclastic vasculitis (LCV) is a small-vessel vasculitis 
characterized by neutrophilic infiltration and fibrinoid 
necrosis of postcapillary venules, clinically presenting as 
palpable purpura or erythematous skin lesions.1 Its causes 
are heterogeneous, including infections, autoimmune dis
orders, medications, and underlying malignancies.2,3 In on
cology, drug-induced vasculitis is more frequently encoun
tered, particularly with agents such as gemcitabine, 
taxanes, and platinum compounds.4‑6 
Malignancy-associated vasculitis represents a much 

rarer subset, more often described in hematological malig
nancies than in solid tumors.7,8 Among solid cancers, asso
ciations have been sporadically reported with lung, colorec
tal, and breast carcinoma, while reports involving ovarian 
carcinoma are exceedingly rare.9,10 

Such cases raise important diagnostic and therapeutic 
challenges, particularly in patients with advanced disease 
or in palliative care settings, where the clinical objective of
ten shifts from establishing an exact diagnosis to ensuring 
comfort and quality of life.5,11 
We present the case of a woman with end-stage ovarian 

carcinoma who developed vasculitic skin lesions during 
hospitalization for acute renal failure. This case is remark
able not only because of the exceptional association be
tween ovarian cancer and LCV, but also because it occurred 
in a palliative context, where clinical decisions were guided 
by comfort-focused rather than invasive approaches. 

CASE REPORT 

A 68-year-old woman with a medical history of hyperten
sion and type 2 diabetes mellitus was diagnosed in 2017 

Belrhali I, Lamsyah O, Naciri S, Ruck S, Mrabti H, Errihani H. Paraneoplastic
Leukocytoclastic Vasculitis in Advanced Ovarian Cancer: A Case Report and Review of
the Literature. Academic Medicine & Surgery. Published online November 10, 2025.
doi:10.62186/001c.144942

https://doi.org/10.62186/001c.144942
https://doi.org/10.62186/001c.144942


Figure 1. Painful erythematous and purpuric lesions      
on the lower extremities, clinically consistent with        
leukocytoclastic vasculitis.   

with advanced high-grade serous ovarian carcinoma, FIGO 
stage IIIC. She underwent initial debulking surgery fol
lowed by six cycles of carboplatin–paclitaxel combination 
chemotherapy, achieving partial response. 
In 2019, she experienced her first relapse and received a 

second-line carboplatin–gemcitabine regimen, which pro
vided disease control for 10 months. A subsequent relapse 
in 2020 was treated with weekly paclitaxel, followed by 
pegylated liposomal doxorubicin as fourth-line therapy in 
2021. Despite these treatments, her disease continued to 
progress with peritoneal carcinomatosis and bilateral 
pleural effusion. By early 2022, given her declining perfor
mance status (ECOG 3), she was transitioned to exclusive 
palliative care. 
She was admitted to the Department of Medical Oncol

ogy in March 2022 for acute renal failure related to progres
sive disease. Approximately four weeks after her last dose 
of liposomal doxorubicin, she developed painful erythema
tous and purpuric lesions on both lower extremities (Figure 
1). The lesions were confluent, symmetrically distributed in 
dependent areas, and associated with a burning pain rated 
7/10 on the visual analog scale (VAS). There was no ulcera
tion, necrosis, or mucosal involvement. 
The skin lesions caused significant discomfort, impairing 

ambulation and limiting her ability to perform basic daily 
activities. Laboratory investigations confirmed acute kid
ney injury but were otherwise unremarkable. Infectious and 
autoimmune serologies were negative. Given her frailty and 
end-stage status, a skin biopsy was deliberately not per
formed, in order to avoid additional burden and to respect 
the palliative goal of care. The eruption was therefore con
sidered most likely a paraneoplastic manifestation rather 

Figure 2. Histopathology of the primary ovarian      
carcinoma showing complex glandular proliferation      
consistent with high-grade serous carcinoma (H&E,       
×40).  

than drug-induced, given the absence of recent chemother
apy changes. 
Histopathological review of her ovarian carcinoma had 

previously confirmed complex glandular proliferation con
sistent with high-grade serous carcinoma (Figure 2). 
She was managed symptomatically with local skin care, 

emollients, and opioid-based analgesia using patient-con
trolled morphine analgesia (PCA), which reduced her pain 
from 7/10 to 3/10 (VAS). In the last week of life, due to 
worsening dyspnea and agitation, she required continuous 
subcutaneous infusion of midazolam (Hypnovel®) for pal
liative sedation, which provided additional comfort. Sys
temic corticosteroids were not initiated in accordance with 
her palliative goals of care. The lesions remained stable but 
did not regress. 
Her overall condition progressively deteriorated, and she 

died peacefully, surrounded by her family. A chronological 
summary of treatments and disease evolution is presented 
in Table 1. 

DISCUSSION 

eukocytoclastic vasculitis (LCV) typically presents as palpa
ble purpura of the lower extremities. While its etiologies 
are diverse, paraneoplastic vasculitis remains an uncom
mon entity, more frequently associated with hematological 
malignancies than with solid tumors.1‑3,7,8 In solid cancers, 
sporadic cases have been reported in lung, colorectal, and 
breast carcinoma, while associations with ovarian cancer 
are exceptional.9,10 To our knowledge, only very few cases 
of paraneoplastic LCV have been reported in ovarian carci
noma, which makes this observation particularly notewor
thy. 
Table 2 summarizes previously reported cases of parane

oplastic LCV in solid tumors, including gynecological can
cers. This comparison highlights the uniqueness of our pa
tient, in whom the diagnosis was made clinically in a 
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Table 1. Chronological summary of treatments and outcomes in the reported patient with advanced ovarian              
carcinoma.  

Year / 
Date 

Treatment / Intervention Outcome / Evolution 

2017 Initial debulking surgery + 6 cycles 
carboplatin–paclitaxel 

Partial response 

2019 2nd line: carboplatin–gemcitabine Disease control (10 months) 

2020 3rd line: weekly paclitaxel Progression 

2021 4th line: pegylated liposomal doxorubicin Progression with peritoneal carcinomatosis, pleural 
effusion 

Early 2022 Transition to exclusive palliative care ECOG 3, declining status 

March 
2022 

Hospitalization for acute renal failure Development of painful purpuric vasculitic lesions 

Table 2. Reported cases of paraneoplastic leukocytoclastic vasculitis (LCV) associated with solid tumors,            
including gynecological cancers.    

Author, 
Year 

Cancer type Patient 
characteristics 

Vasculitis 
confirmation 

Management Outcome 

Solans-
Laqué et 
al., 20017 

Mixed solid 
tumors (n=15) 

Median age 
61 

Biopsy-
proven 

Corticosteroids, tumor 
treatment 

Variable, often 
poor prognosis 

Podjasek 
et al., 
20129 

GI and breast 
cancers 

Case series 
(n=12) 

Biopsy-
proven 

Corticosteroids ± 
supportive care 

Most progressed 
with cancer 

Buggiani 
et al., 
200810 

Mixed solid 
tumors (n=15) 

Adult patients Biopsy-
proven 

Corticosteroids, 
chemotherapy 

Some 
improvement, 
most relapsed 

Dogan et 
al., 20216 

Rectal 
adenocarcinoma 

55-year-old 
male 

Biopsy-
proven 

Withdrawal of 
capecitabine, supportive 
care 

Regression after 
drug withdrawal 

Current 
case 
(2022) 

Ovarian 
carcinoma 
(FIGO IIIC) 

68-year-old 
female, ECOG 
3 

No biopsy 
(palliative 
context) 

Symptomatic care only 
(PCA morphine, 
midazolam sedation) 

Progressive 
decline, death in 
palliative care 

palliative context without biopsy, with management fo
cused exclusively on comfort. 
In oncology, drug-induced vasculitis is a more frequent 

concern. Several chemotherapeutic agents, including gem
citabine, taxanes, platinum compounds, and capecitabine, 
have been implicated.4‑6 In our case, the absence of recent 
initiation of new cytotoxic drugs, combined with the neg
ative infectious and autoimmune workup, supports a para
neoplastic rather than drug-induced etiology. 
The pathogenesis of paraneoplastic vasculitis is incom

pletely understood. Proposed mechanisms include immune 
complex deposition, tumor antigen–antibody interactions, 
and cytokine-mediated endothelial injury.2,7,8 Solans-
Laqué et al. described a series of 15 patients with solid tu
mors and vasculitis, suggesting that paraneoplastic vasculi
tis may precede, coincide with, or follow the diagnosis of 
malignancy.7 Similarly, Podjasek et al. reported cutaneous 
LCV associated with solid tumors, including gastrointesti
nal and breast cancers, and emphasized the need to con
sider underlying malignancy in unexplained vasculitis.9 
Only very limited reports have described LCV in asso

ciation with gynecological malignancies. In most of those 

cases, the patients were treated at earlier stages of their 
disease, and histological confirmation of vasculitis could be 
obtained. Unlike previously reported gynecologic cases, our 
patient was in an end-stage palliative context, where de
clining performance status and end-of-life priorities shaped 
clinical decision-making. This distinction highlights the 
originality of our report: the diagnosis relied primarily on 
clinical findings, and management was deliberately ori
ented toward symptom control and comfort rather than ex
haustive investigations or immunosuppressive therapy. 
Diagnostic confirmation ideally relies on histopatholog

ical examination. In our patient, however, a biopsy was not 
performed due to her advanced oncologic and palliative 
status. We believe this decision was appropriate: a biopsy 
would not have altered management, would have exposed 
the patient to unnecessary discomfort, and would have con
flicted with the palliative objective of respecting dignity 
and comfort.\ This illustrates a common dilemma in pal
liative oncology: balancing diagnostic certainty against the 
invasiveness and potential burden of procedures. Prior 
studies have shown that in patients with limited prognosis, 
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management should prioritize comfort and avoid unneces
sary investigations.5,11 
Therapeutic strategies for LCV depend on the underlying 

etiology and clinical context. In potentially reversible cases, 
discontinuation of the offending drug or systemic corticos
teroid therapy can be effective.4‑6 Conversely, in end-of-life 
situations, aggressive interventions may not be justified. In 
our patient, symptomatic management prioritized comfort 
over invasive procedures. Pain was controlled with patient-
controlled morphine analgesia, and in the final week of life, 
palliative sedation with subcutaneous midazolam was initi
ated to address refractory dyspnea and agitation. Palliative 
sedation, when used appropriately, is an ethically accepted 
practice in advanced cancer care and has been shown to re
lieve intractable symptoms while preserving dignity at the 
end of life.12,13 
Although palliative sedation with midazolam is interna

tionally recommended for the management of refractory 
symptoms at the end of life,12,13 access to this medication 
may be limited in resource-constrained settings. In such 
contexts, alternative agents such as haloperidol, chlorpro
mazine, or benzodiazepines are sometimes used, reflecting 
disparities in drug availability rather than ethical or reli
gious prohibitions. This highlights the need to strengthen 
palliative care infrastructures to ensure equitable access to 
essential medications for symptom relief. 
This case illustrates the diagnostic and therapeutic chal

lenges of vasculitic eruptions in advanced ovarian cancer. 
It underscores the importance for oncologists and palliative 
care teams to recognize such cutaneous manifestations, not 
to embark on exhaustive investigations, but rather to en
sure that care strategies remain aligned with patient com
fort and quality of life. 

CONCLUSION 

Leukocytoclastic vasculitis is an exceptionally rare mani
festation in patients with ovarian cancer. This case under
scores the importance of recognizing paraneoplastic vas
culitic eruptions in oncology, even when they arise in 
end-stage disease. Unlike previously reported cases, our ob
servation occurred in a palliative context, where diagnostic 
certainty was less relevant than symptom relief and quality 
of life. 
In this setting, we fully agree with the management ap

proach that prioritized comfort and avoided unnecessary 
invasive procedures. Performing a skin biopsy would not 
have changed the therapeutic strategy and would have 

added burden to a frail patient; respecting her dignity and 
preferences was paramount. 
Clinical decision-making should therefore remain 

guided by the principles of comfort, dignity, and individual
ized care. This report highlights the need to raise awareness 
among oncologists and palliative care teams regarding such 
unusual cutaneous manifestations, ensuring that manage
ment strategies remain aligned with the patient’s overall 
goals of care. 

PATIENT CONSENT 

Written informed consent for publication of this case report 
and the accompanying clinical images was obtained from 
the patient’s next of kin. 
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