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Palmar digital vein thrombosis in a patient with
COVID-19

doi: 10.1111/ced.14442

A 53-year-old woman presented with a 3-week history of
intermittent blue nodules on the palmar digits of her
hands, coincident with COVID-19 infection. The patient
carried the factor V Leiden mutation. She had a strong
family history but no personal history of venous throm-
boembolism. She had not undertaken any strenuous or
heavy manual labour prior to the onset of the nodules.

On physical examination, a soft, nontender subcuta-
neous blue nodule, 5 mm in size, was seen near the prox-
imal interphalangeal joint (PIPJ) on the palmar aspect of
the left third digit (Fig. 1). Full physical inspection of the
skin revealed no other similar cutaneous manifestations.
The patient was diagnosed with palmar digital vein
thrombosis.

Thrombosis of the palmar digital veins causing cuta-
neous nodules is rare. Digital vein thrombosis was first
described in 1936 by Jadassohn.1 In the few cases
reported, patients were generally women, with an age
range of 35–65 years. The nodules are commonly
described on the palmar aspect of the digits and found
at or near the level of the PIPJ, but they can also be
located over the middle or distal interphalangeal joint.

The condition appears to have a predominance for the
fourth digit but it does not discriminate between domi-
nant and nondominant hands. Pain, tenderness, ery-
thema and warmth are features that are suggestive of
this diagnosis.2

There are four functional systems draining blood from
the digits: the arborizing veins, venous arch, and the deep
and superficial axial veins. Thrombosis is more commonly
reported in the superficial axial veins, particularly the
palmar veins, which are small in diameter and contain
more valves. The role of hypercoagulable states in digital
vein thrombosis is poorly understood and has not been
formally investigated. Lechner et al. described a patient
who developed deep vein thrombosis of the legs with
recurrent lung emboli, which were preceded by digital
vein thrombosis.3 In 2002, Hofer described an isolated
case of antiphospholipid syndrome causing digital vein
thrombosis.4

The diagnosis of palmar digital vein thrombosis is
based mainly on clinical symptoms although noninvasive
assessment by ultrasonography can be undertaken. The
mainstay of treatment is conservative therapy, including
massage and compression. Surgical removal can be con-
sidered if the condition is painful or progressive.

The marked inflammation triggered by COVID-19 infec-
tion results in coagulopathy and endothelial dysfunction.

Figure 1 A small, soft, nontender, subcutaneous blue nodule,

5 mm in size, on the left third palmar digit in a patient with

COVID-19.
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The ensuing hypercoagulable state, termed ‘thromboin-
flammation’, can manifest as thrombosis in both large
and small blood vessels.5 We hypothesize that the hyper-
coagulability induced by COVID-19, combined with the
patient’s known thrombophilia, resulted in digital vein
thrombosis.

To our knowledge, this is the first description of digital
vein thrombosis in a patient with COVID-19, adding to
the wide spectrum of thrombotic manifestations found in
this illness. The patient was treated conservatively and
had a good outcome.
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Dermoscopic features of acquired perforating
dermatosis: a retrospective analysis of 19 cases

doi: 10.1111/ced.14444

The term ‘acquired perforating dermatosis’ (APD) covers a
group of transepidermal elimination disorders. The clinical
picture is characterized by the presence of multiple pruritic,
keratotic, follicular/nonfollicular papules and nodules, com-
monly over the extremities and trunk.1 The dermoscopic fea-
tures of APD are sparsely reported in the literature.2,3 We
aimed to study the various dermoscopic features of APD.

The study was approved by the institutional ethics
committee. Informed consent was waived as the study
was retrospective.

This retrospective, descriptive study was conducted in
a tertiary care hospital in south India. Only biopsy-pro-
ven cases of APD, seen between January 2014 and
December 2016, were included in the study. The clinicode-
mographic data and clinical and dermoscopic images were

retrieved for all the patients. The dermoscopic images had
been taken using a nonpolarized contact dermatoscope
and attached SLR camera (Nikon, Tokyo, Japan).

Nineteen patients (16 men, 3 women) with APD, hav-
ing a total of 122 lesions, were included in the analysis.
Mean age at the initial presentation was 49.05 years
(range 24–76) and mean lesion duration was 4.1 months
(range 2–10). Lesions were distributed over the extremi-
ties, trunk and buttocks. All but one case had associated
underlying disease; diabetes mellitus alone (n = 8),
chronic kidney disease (6), chronic kidney disease with
diabetes mellitus (2), alcoholic liver disease (1) and zinc
deficiency (1).

The detailed dermoscopic features are shown in Table 1.
A three-zone concentric pattern (a central keratotic plug,
middle white homogeneous area and outer zone of hyper-
pigmentation), was observed in 112 (91.8%) of the 122
lesions (Fig. 1), while a two-zone concentric pattern
(Fig. 2) was observed in the remaining 10 (8.1%). A cen-
tral keratotic plug was present in all the patients (100%),
the shape of which varied widely from round to angulated,
with colours varying from shades of yellow and brown to
black. A white homogeneous area around the central ker-
atotic plug was observed in 91.8% of the lesions, which
we term the ‘white-collar sign’, as it surrounded the cen-
tral keratotic plug like a collar. Hair-shaft abnormalities
such as thin and broken hair shafts were observed in fol-
licular keratotic papules. A grey to brown peripheral
homogeneous pigmentation was noted in 94.3% lesions.

Table 1 Dermoscopic features observed in acquired perforating

dermatosis.

Dermoscopic feature Lesions, n (%)

Global pattern

Three-zone concentric pattern 112 (91.8)

Two-zone concentric pattern 10 (8.1)

Local feature

Central keratotic plug 122 (100)

Central white homogeneous

area (‘white-collar sign’)

112 (91.8)

Peripheral hyperpigmentation 115 (94.3)

Altered hair shaft 32 (26.2)

> 1 keratotic plug per crater 10 (8.19)

Variable shaped keratotic plug 42 (34.4)

Peripheral pigment network 49 (40.2)

Peppering (granularity) 51 (41.8)

Peripheral erythematous zone 24 (19.7)

Peripheral ridge and groove pattern 36 (29.5)

Peripheral striation 5 (4.1)

Pigment network-like area 8 (6.5)

Vessels

Haemorrhage 17 (13.9)

Focal red/purple dots/globules 28 (22.9)

Peripheral hairpin vessels 26 (21.3)

Peripheral glomerular vessels 8 (6.5)

Arborizing vessels 1 (0.8)
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