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Chilblains Associated with Chronic Chikungunya
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A 63-year-old woman was admitted to the intensive care
unit (ICU) because of pulmonary thromboembolism. She had
a history of multiple autoimmune diseases as Crohn’s dis-
ease, myasthenia gravis, and Hashimoto’s encephalopathy,
all of them in remission. She had been on treatment of
chronic chikungunya for the past 3 months and was weaning
off from steroids with prednisone 10mg/day and using
hydroxychloroquine 400mg/day. During her ICU stay, she
developed a diffuse rash and painful violaceous erythema-
tous skin lesions on the feet (Figures 1 and 2), predominantly
in the toes. It was associated with new arthritis in the hands,
elbow, and ankles. Antinuclear antibodies, complements,
cryoglobulins, antiphospholipid antibody, rheumatoid factor,
anti-CCP, parvovirus, EBV, CMV, and serology for HIV, HBV,
and HCV were negative. Serology for arboviruses showed
positive IgG and negative IgM antibodies for dengue and
Zika virus, and persistently positive IgM and positive IgG
antibodies for chikungunya, suggesting the hypotheses of
chronic chikungunya flare. Doppler ultrasonography of the

lower limb arteries and abdominal ultrasonography ruled out
peripheral arterial occlusive disease and abdominal aneu-
rysm. Punch biopsy of the lesion revealed red cells in the
superficial dermis associated with foci of epidermal necrosis.
No signs of vasculitis or thrombosis were found in this sam-
ple, suggesting changes secondary to nonspecific vascular
damage. She was diagnosed with chilblain lesions related to
chikungunya. We hypothesize that chilblain lesion may have
been caused by chikungunya. Chikungunya fever is an
endemic disease in northeastern Brazil, and its typical clini-
cal presentation is characterized by fever, polyarthralgia
(with or without arthritis), and diffuse rash.1 Chilblains are
characterized by skin lesions (macules, papules, plaques, or
nodules) that begin 12 to 24 hours markedly after cold

FIGURE 1. Painful violaceous erythematous skin lesions on toes.
This figure appears in color at www.ajtmh.org.

FIGURE 2. Painful violaceous erythematous skin lesions on feet.
This figure appears in color at www.ajtmh.org.
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exposure and resolve within a few weeks. Itching, pain, or
burning may accompany the lesions. Treatment mainly
involves local heating.2 The most frequently reported and
most studied disease in which chilblains are found is
systemic lupus erythematosus (SLE).3 There are no patho-
gnomonic histopathological or serological findings to
confirm its diagnosis.4 The pathogenesis is unclear. Cold-
induced vasoconstriction resulting in hypoxia that stimulates
an inflammatory response is a potential mechanism.5

Given the patient’s extensive list of autoimmune comorbid-
ities, it is hypothesized that chilblains occurred secondary
to an immunological phenomenon with vascular repercussion
after cold exposure in the ICU as a trigger. She was
treated with local heating, prednisone 40mg/day, and meth-
otrexate 15mg/week with resolution of the lesions within
30 days.
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Cruz, Recife-PE, Brazil, E-mail: luydson.vasconcelos@fiocruz.br

This is an open-access article distributed under the terms of the
Creative Commons Attribution (CC-BY) License, which permits unre-
stricted use, distribution, and reproduction in any medium, provided
the original author and source are credited.

REFERENCES

1. Silva MMO et al., 2019. Concomitant transmission of dengue,
Chikungunya, and Zika viruses in Brazil: clinical and epidemi-
ological findings from surveillance for acute febrile illness. Clin
Infect Dis 69: 1353–1359.

2. Cappel JA, Wetter DA, 2014. Clinical characteristics, etiologic
associations, laboratory findings, treatment, and proposal
of diagnostic criteria of pernio (chilblains) in a series of
104 patients at Mayo Clinic, 2000 to 2011. Mayo Clin Proc 89:
207–215.

3. Doutre MS, Beylot C, Beylot J, Pompougnac E, Royer P, 1992.
Chilblain lupus erythematosus: report of 15 cases. Dermatol-
ogy 184: 26–28.

4. Boada A, Bielsa I, Fern�andez-Figueras MT, Ferr�andiz C, 2010.
Perniosis: clinical and histopathological analysis. Am J Der-
matopathol 32: 19–23.

5. King JM, Plotner AN, Adams BB, 2012. Perniosis induced by a
cold-therapy system. Arch Dermatol 148: 1101.

CHILBLAINS ASSOCIATED WITH CHRONIC CHIKUNGUNYA 381

mailto:marcusvillander@yahoo.com.br
mailto:marcusvillander@yahoo.com.br
mailto:daniel_scarvalho@hotmail.com
mailto:luydson.vasconcelos@fiocruz.br
https://creativecommons.org/licenses/by/4.0/

