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Livedo reticularis with ulcers in a patient with IgA
anticardiolipin antibodies*

Livedo reticularis ulcerado em paciente com anticorpo
anticardiolipina tipo IgA*
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Abstract: The authors describe a case of livedo reticularis with ulcers caused by IgA anticar-
diolipin antibodies. The correct identification of the etiologic factor and anticoagulation led
to regression of the clinical picture and  healing of ulcers.
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Resumo: Os autores descrevem um caso de livedo reticularis com ulceração em paciente
portadora de anticorpo anticardiolipina do tipo IgA. A identificação do elemento causal e
o estabelecimento de anticoagulação permitiu considerável melhora do quadro clínico com
cicatrização das lesões.
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Communication

Livedo reticularis presents as a painless red-
dish blue reticular skin lesion that is more common
in extremities.1 Although its etiology is unknown in a
group of patients in whom the disease is considered
idiopathic, in other individuals livedo reticularis can
be a manifestation of an underlying condition, such
as systemic lupus erythematous, polyarteritis nodosa,
thyroid diseases, oxalosis, vascular obstructive dis-
eases, hyperviscosity states, use of drugs (including
amantadine) and antiphospholipid antibodies syn-
drome.1

The search for antiphospholipid antibodies is
part of the diagnostic workup of these patients,
including assessment of the main antibodies of this
group: lupus anticoagulant, IgG anticardiolipin anti-
body; IgM anticardiolipin antibody.

The authors would like to share the experience
of a case of livedo reticularis, in which the final diag-
nosis was antiphospholipid antibody syndrome,
probably caused by an IgA anticardiolipin antibody.

The patient was a 22-year-old white female

who was admitted with painful leg ulcers for two
months. She had been treated in her hometown as if
it were brown spider bite (Loxosceles sp) but with no
success. Two years before, she had paresthesia and
paresis on the left arm, which were diagnosed as
ulnar neuritis. She was treated with carbamazepine
and gradually recovered her function and sensitivity.
She discontinued treatment since she felt better. One
year before, livedo reticularis appeared in both legs
but was not treated. The patient smoked one pack of
cigarettes a day and was on birth control pills.

On physical examination, blood pressure was
120x80 mmHg and pulse rate was 72/ minute.  Chest
and abdomen examination were normal. She had
painful leg ulcer and livedo reticularis bilaterally
(Figure 1). Other peripheral segments were normal.
Laboratory investigation showed negative ANA (anti-
nuclear antibodies), C3, C4, ENA profile, VDRL, IgG
and IgM anticardiolipin antibodies and lupus antico-
agulant, and serology for B and C hepatitis.
Electrolyte levels, thyroid function and a mesenteric
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FIGURE 1: Aspect of skin ulcers before treatment FIGURE 2: Pathological aspect a thrombus in dermal arteriole

angiography (performed to rule out polyarteritis
nodosa) were normal. Skin biopsy near the leg ulcers
showed capillary microthrombus in dermis with no
inflammatory infiltrate (Figure 2). Based on biopsy
report, a second laboratory test for antiphosphilipid
antibodies (IgG and IgM anticardiolipin, lupus anti-
coagulant) was required and the results were nega-
tive. Test for IgA anticardiolipin antibody was positive
at titer of 19 APL/ml (normal value = below 10
APL/ml).

The patient was treated with oral anticoagulant
(warfarin) and chloroquine. She gave up smoking
and discontinued birth control pills. Her picture
improved, 80% of ulcers healed in three months and
the livedo was less evident. A year later the ulcers
healed.

Antiphospholipid antibodies can be found iso-
lated (in the primary form of disease) or associated
with others conditions, such as systemic lupus, infec-
tions and use of medications.2 They are directed
against negatively charged phospholipids and are
strongly associated with clinical manifestations, such
as recurrent arterial/venous thrombosis, neuropsychi-
atric disorders, livedo reticularis , myocardial infarc-
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tion, stroke, thrombocytopenia and recurrent miscar-
riages.2 Cervera et al. studied one thousand patients
with this syndrome and found livedo reticularis in
about 20% of subjects. 3

To clarify the etiology of livedo reticularis is
important to prescribe treatment correctly. In the
case of antiphospholipid antibodies, treatment is
done with anticoagulants  and platelet aggregation
inhibitors.2 Recently antimalarial drugs have been
used due to beneficial antiplatelet action.
Chloroquine and hydroxychloroquine have
antiplatelet action for inhibiting aracdonic acid
release from platelet membrane; they inhibit the
interaction of fibrinogen with platelet receptors and
inhibit platelet aggregation induced by collagen and
adenosine-diphosphate.4

Testing for IgA anticardiolipin is not routinely
performed and it could be easily missed, like in the
case described. Because of this experience, the
authors advise that the test for IgA anticardiolipin
antibodies should be included in all cases of obscure
livedo reticularis, since treatment may be more effec-
tive in case of positive antibody detection. q


