WP e)astax]. 3B, A1z
J Korean Soc Plast Reconstr Surg
Vol. 33, No. 1, 116-119 2006

RAAA dte] 3hape] SH ukA) A
UFs - AYE - FEA - K
e EEEEEEE DS PECEN

LA

Jo) X¢e)

Treatment of Chronic Wound in a Patient with
Systemic Vasculitis

Jin Soo Lim, M.D., Hyung Jun Kim, M.D.,
Hong Sil Joo, M.D., Yun Seok Choi, M.D.

Department of Plastic Surgery, College of Medicine, The
Catholic University of Korea, Seoul, Korea

Management of chronic wound has been a great
problem to many surgeons because the wound is
usually associated with an underlying disease of the
patient. Without accurate diagnosis and treatment of
the disease, the wound can not be healed. Systemic
vasculitis is a rare systemic disease which causes in-
flammation and obstruction of the vessels. This auto-
immune disease involves multiple organs and may
inflict skin wound spontaneously without traumas. It
would improve or aggravate the wound in proportion to
the activities of the disease. Our experience is a case
of 28-year-old female who has had chronic ulcers on
her right foot, especially on the great toe for 1 year.
Although she had several operations of sympathec-
tomy, debridement and artificial dermal graft, her
wound was not improved. She has been diagnosed as
systemic vasculitis during the evaluation for histopa-
thology and cause of fever and pancytopenia. After
medical treatments, she had the operation of adipo-
fascial turnover flap coverage and skin graft, and the
wound was improved without any complication or
relapse. The diagnosis and treatment of the underlying
disease should be ahead of the management of
chronic wound.
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Immunoglobulin
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Bals 284 A2 WY 13 A AL 54
o) BE Y AY $4E nyon), oF &
L2 Aol o2 A X8E APsHLe
o o5t A& Edo) sy i 73
SHjFo] o7 Fo FFAEo] Ao, E:
g F9e At g EH 29 —LEO] 63 d
Tk AAL A WE A YA F X
Aehe w4 294 ArkFig. 1). ) 2l 5
Hato] A3 dAxHeA}(Fig 2, Above)
AAZT = =l 1:_1 v Z Euu,] HMAALAT & A
22 AHATE Boln o] A9 BRSNS A W
24 94 ol 9ztela w7 AAEL APege
g Agel 38 A0 £ 9T 2 F 9 A W
Ae & AP 2424} HFig. 2, Below) F# % AAF
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Fig. 1. A 28-year-old woman with soft tissue defect & exposure
of distal phalangeal bone in right great toe.

Fig. 3. Distally based adipofascial turnover flap coverage and
split thickness skin graft. (Above) Intraoperative view. (Below)
Immediate postoperative view.

A OBRT RAFE Hol AAH TR FAs) WIS
224 2 2dzo|se) I8 58 FEXEE A
At F2AE AW 5 19 L PPEge] BHHUL
WET FLFE JAFAE J250) FEAE Y 25
F 2R A0 e 242 ABsan. 4920 /)4
£ AY-2oNRL o) §iel B9 xZRUT Y P
F Aoldg NYAeH(Fig ) $¢ F A0 4%
o2 Q3] o AE W BEA 24 go % o
102 o 93 AgHYon B SHE B

(Fig. 4). TA4= 5 =

St A AAA = A a2 len dde] A
Fig. 2. (Above) Femoral angiography. Segmental occlusion - SIakol 2lEFo = palel whHlo] O3 A
of right distal posterior tibial artery and total occlusion of & AAAA Bdel Aol the el wEel §l=
anterior tibial artery and peroneal artery. (Below) Light Micro- g o]t}

scopic finding. (Hematoxylin & eosin stain, x 40). Marked
lympho-plasmacellular infiltrates involving perineural stro-
ma and perivascular area, and perivascular fibrosis and
Necrosis.

3 =Rk A8e A4S
A dsad gAY 249 AR ¢ HraEs doZduizt 5 A §lol= Aol s o3tE
BAT FA] Bt 718 A 1d 2 fRER, AL T Agolth. B=Fs 7H #xEo] 9F a9l glolx




118 &8 97882 Vol. 33, No. 1, 2006

4 ot B9 Y (polyarteritis nodosa), 7}94A] E3F
(Kawasaki disease), #l A &0}% % (Wegener's granulo-
matosis), H-AEg9-2 FFF(Churg-Strauss syndrome),
Ao Ad oA E @9 (Microscopicpolyangitis), 3|=3-
A=l ARkE(Henoch-Schonlein purpura), 353718z
¢ (Cutaneous leucocytoclastic vasculitis), ¥&4 &3 3
Y228 Y% (Essential mixed cryoglobulinemia) 9]
NI oA BHRFE FHEISAY B F(Rheumatoid
arthritis), AA14 &8k YAH(SLE), %) E 1 (Behcet's
syndrome), WA 23 H(Buerger's disease), £18 F3

T(Sjogren’s syndrome), Z+g, GAAFYL FEFE dHY
Sol STk A4 ARAL Yosle B s
< B8] deA UA FAR A7 A A WA EF
oz dA@de Antar A UL FEAA AL e

o] ke u o] A7 Hi Guxde]l & H Az B3V dvke Aol 2 d@gg AL sty 8t
olof 3 A& 7IdE 4 vhe RE # L&A A Ay’ zAgHog A Wrd wel Fhe Fole
Aot} A7t HAASE 22 weto g AgdX o] DA SRR G o] A Ho Y E 954
A7 71d T 7P F8F o] 8 g5 A% A3 A 2o AFstet dHde) &Foz 1T 4
dyo Folz A8 FHEI} FrketE o] o3ty o Aoz ) EFY A7t dojue A& FALE
I AREN BRI golAWE B 54E 7o Fo}? o2 ot &49 Ao aRH JYE FFEE
Ak 59 BollMe 28y A AdrHT Pt z39 sEFHE BoA F9 A9 A719 75l &4
o] Aaso] o]2 Qs Jog HAFe ek HEe < FI ALY FET 43E YT F ok £ #$49
BFE FF Jo 2 B 9] BeE 9o As ZAAZAAE 3 3 AT dFads 9T
2 %E W Y 2 3-49 ARE e AV 8% z239] 73 B ko] AEHAL A9 A 2
oA & Fo] FMsiAHA FFo] L& HolxE T4 ZHAGE AN 4 Bole Zlo| glol A a4
(Raynaud phenomen)] 191ol} o]F Ztasta Aujct o A7t BF F o= R ERT FE U
AL A F 7ol B A LE] Ago] E WO 71HA MM FAV BAHA & F U 23
AR A Fgo]l BT S TFLE 2Aste o7} ¥ 3H4, 44, Ao g Hulg dRdY AAS B
He WA gt ARE dolgoy A} THE 719l ofell thal WHH ARE AR
71 & Atk & HdoME ugdF dAe, W A dH9Y AgEe -’iEﬂEﬂE(corhcosteroid)
AAE 2 A2AY o]l (Terudermis®) & A3 51 9 < oA A (cyclophosphamide, methotrexate, azathio-
oy e 54| glo] FF FA Adg welstd ¥ prine)& @5 & W AMESL slom dAls =Y
oA BAl EA7F FE AR 1d3 T FukE MEF 3 AR7E QAT AYS2EUS AMRE FEXE7} A1 A
a5g Bo| ANZ AL i Hln waEAE T U’ HYFEEIdL AERHY FEAZ JA s
Al UZE 22 A 4 8 Ad S B A g A Ato] EFFQ)(cytokines)& HAEaL 27t FA < A
o A A =k e ZaAFE Aol 1 7o AAE T okt o) g
A7t d92E F uE AdEe AL gRde & ARE ol ol ¢+ B2 Ao 3 AFs W,
A e AAIA Ao 2(1,000,0008F 42v) R 8o BA4%, JAHE 4], B9 PFHA, o] AW
e 3RS 58 €5 5AHCE de {2 HFe 2 g A8y Fae] R A e}l wet APt ARHE
ol e YA FHoE S A Ha = Aestadof sl X 5E Q13 Fuig FAHEo| GEF
Aoz 3 sh= Ao|vt. IBFL A A4 #EE 548 Hask & F lojof I’ 2} ol A
olger EFE & on e Ve AAxH 4 A gade AgdE Ersty Adate Aeot £%
Folu GAFE EFolu ool s HAste Ao F THg 2 8o 0}"}3 AARAI o] el ALt fEE
B34 B 44 #Rdede AdAE B9 G (Giant 2% 2] A =g AAY stk £ #xte] Ae 2
cell arteritis), E}7}ok & @ (Takayasu's arteritis), 272 2olEo} WS REYS o] &g WFH XFE AY3Y
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