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An 86-year-old female patient was diagnosed with seroposi-
tive rheumatoid arthritis (RA) in March 2019 and she also had 
approximately ten-year history of diabetes mellitus, hyperten-
sion, dyslipidemia, osteoporosis, and total knee replacement in 
her left knee joint in 2014. She had been treated with metho-
trexate, leflunomide, and prednisolone for RA, then tofacitinib 
was added for uncontrolled disease activity of RA in December 

2019, symptoms and signs of arthritis subsided and she was 
treated on methotrexate, tofacitinib and methylprednisolone 2 
mg daily thereafter. In April 2020, she developed erythematous 
papules, palpable purpura, and ulcers on the left lower leg, and 
visited the department of dermatology. There were no other 
systemic symptoms and signs, and laboratory tests were non-
specific. Suspicious of leukocytoclastic vasculitis (LCV), an al-
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Figure 1. Her skin lesions with papules 
and ulcers were shown on her left leg 
unilaterally (A), and the biopsy site 
was marked (B). The crust formation 
(asterisks) was found in the epidermis 
layer, and there were diffuse infiltrates 
of inflammatory cells (black arrows) 
in the upper dermis (x100 high power 
field [HPF]) (C). High magnification 
showed neutrophils,  lymphocytes 
(black arrowhead) in the upper dermis, 
and thrombosis (green arrowheads) 
in capil laries, and red blood cell 
extravasation (yellow arrowheads) could 
be seen (x200 HPF) (D).
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lergic reaction, topical methylprednisolone was applied to have 
a good effect in 1~2 weeks. However, in December 2020 more 
severe skin lesions with the same morphology recurred that a 
punch biopsy was conducted (Figure 1A and 1B), and the result 
revealed thrombo-occlusive lesions in small vessels in the upper 
dermis with occlusion of the venules and capillaries with throm-
botic clots, epidermal necrotic change, and relatively scarce 
infiltration of perivascular inflammatory cells, thus excluding 
vasculitis (Figure 1C and 1D). She had multiple risk factors for 
vascular diseases such as old age, diabetes mellitus, hyperten-
sion, dyslipidemia, the postoperative status of her left knee 
joint besides RA. Then, she was prescribed rivaroxaban, an oral 
anticoagulant with off-label usage similar to livedoid vasculitis 
along with supportive care such as dressing and improvement 
of skin lesions was shown in the next visit in 2 weeks, and she 
had complete resolution of lesions in 3 months (Figure 2) [1-
4]. We excluded both deep vein and superficial vein thrombosis 
by Doppler ultrasonography in the lower extremities. After the 
biopsy results were reported, tofacitinib treatment was switched 
to leflunomide due to the possible association of tofacitinib and 
the patient’s small vascular thrombotic lesions. Her RA disease 
activity had maintained to a minimal level throughout the treat-
ment course. The newly developed biopsy-proven thrombotic 
skin lesion with scarce inflammation in our patient brought up 
several differential diagnoses to be considered but was incon-
sistent with any existing specific thrombotic skin disease to our 
knowledge. And we tried differentiating her skin lesions from 
other entities including livedoid vasculopathy, LCV, and vasculi-
tis.        Her lesions were located unilaterally, however, skin lesions in 
livedoid vasculopathy were prone to be bilateral with some uni-

lateral cases; and the gross appearance of the lesions was distin-
guished from those of livedoid vasculopathy which generally has 
atrophic, stellate, ivory to white plaques also known as “atrophie 
blanche”; the histologic findings of livedoid vasculopathy had 
characteristic endothelial proliferation with hyalinization even 
though thrombosis could commonly be accompanied [5]. In 
contrast to LCV or other various vasculitides, her lesions were 
unilateral with less perivascular inflammatory cell infiltration. 
Additionally, tofacitinib has been suspected to increase arterial 
or venous vascular events, including arterial thromboembolism, 
deep vein thrombosis, and pulmonary embolism, even though 
the current cutaneous thrombotic lesion had not been reported, 
the possibility of association still exists [6-9]. The superficial 
thrombo-occlusive vascular disease showed thrombosis in small 
vessels and the treatment could be anticoagulation.

We experienced a case of superficial thrombo-occlusive vas-
cular disease in a patient with RA, along with other multiple 
cardiovascular risk factors successfully treated with rivaroxaban. 
When new skin lesions occur in patients with RA, a multidisci-
plinary approach should be prompted and diagnostic efforts for 
various differential diseases should be conducted.

This study was approved by the Institutional Review Board 
(KYUH IRB approval no. 2021-03-010-003). Informed consent 
was waived by the IRB.
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Figure 2. The changes of the skin 
lesions. The initial appearance of the skin 
lesion at her second visit for worsening in 
December 2020 (A) and after a biopsy, 
she had prescribed rivaroxaban for 
superficial thrombo-occlusive vascular 
disease. In 2 weeks, the skin lesion which 
being treated with rivaroxaban (B), and in 
3 months, she had complete resolution 
of symptoms (C).
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