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Livedo reticularis is a cutaneous sign that presents 
with red violaceous patches with a net-like pattern and 
mainly affects the lower extremities. It is produced by an 
interruption of blood flow in the dermal arteries, due to 
spasm, inflammation or vascular obstruction. So, it can 
be associated with different aetiologies. 

We present a case of severe livedo reticularis in a pa-
tient with acute myocardial infarction.

A 49-year-old man, active smoker, was admitted with 
an inferior ST elevation myocardial infarction and then 
thrombolysis with streptokinase was done with successfully 
reperfusion criteria. At night, the patient developed fever, 
myalgia, hypotension, tachycardia and painful red viola-
ceous patches in a net-like pattern on his lower extremities 
associated with ulcers, blisters and purple discoloration of 
the toes and soles of both feet, which rapidly extended to 
pelvic area (Figures 1 A, B). The distal pulses were preserved. 
During the first days, a progressive rhabdomyolysis and re-
nal failure were detected, in fact, the blood test showed cre-
atinine phosphokinase of 12,000 mg/dl and creatinine of 
4.5 mg/dl associated with mild eosinophilia of 672 cells/µl.  
Thorax-abdomen computed tomography (CT) scan with 
contrast showed ulcerated atherothrombosis of the ab-
dominal aorta (Figure 1 C). Therefore, lower extremities em-
bolization syndrome was suspected.

The immunological panel was negative and sepsis was 
ruled out. A skin biopsy showed dermoepidermal necro-
sis and arteriolar vessel microthrombosis with no signs of 
vasculitis or inflammatory cell infiltration, compatible with 
atheroembolism (Figures 1 D, E). The patient presented 
with acute distress syndrome and renal failure requiring 
mechanical ventilation and haemodialysis in an intensive 
care unit. 

After 3 weeks of supportive treatment, the patient 
recovered his renal function and the skin lesions slowly 

improved with medical wound care, however, amputa-
tion was required of his fifth right toe and part of his left 
hallux due to gangrene. A long-term follow-up did not 
show any other organic affectation.

Atheroembolism is a very rare complication of throm-
bolytic therapy. It produces a microembolism (thrombose 
or cholesterol crystal) from ulcerated atherosclerotic 
plaques to any organ and the circulation of the distal 
lower limbs, causing occlusion of dermal arterioles, isch-
aemic infarction of the epidermis, desaturation of blood 
and cyanosis in the toes [1]. Interestingly, the kidney and 
skin are the most commonly affected organs. Renal fail-
ure and cutaneous manifestations such as livedo reticu-
laris, blue toe syndrome, ulcers, purpura and digital gan-
grene are common signs [2]. Skin lesions can be the only 
clinical presentation, although embolization syndrome 
has the potential to cause multi-organ involvement of the 
brain, eyes, gastrointestinal tract and kidneys. Its mortal-
ity rate is up to 70–90% [3]. The diagnosis is suspected by 
clinical presentation and confirmed by the biopsy which 
may be made from the skin, kidney or muscle [4]. In our 
case, the diagnosis was suspected by the presence of 
livedo reticularis, blue toe syndrome, renal failure and 
eosinophilia.

Other treatments such as angiographic procedures, 
vascular surgery or anticoagulation therapy (warfarin) 
have also been described to produce embolization syn-
drome [5]. Usually, patients have unstable atherosclerotic 
lesions over the entire aorta. Male gender, advanced age, 
acute coronary syndrome, multivessel coronary artery 
disease, hypertension, smoking, cerebrovascular disease 
and aortic aneurysm have been recognized as major risk 
factors for embolization syndrome [2]. In our patient, risk 
factors such as male gender, acute coronary syndrome 
and active smoking were present.
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Livedo reticularis is a key sign for suspecting systemic 
microembolism in a patient with a history of thrombolytic 
therapy. It is an under-diagnosed clinical entity which is 
often related with increased in-hospital mortality. Since 
treatment options are limited without proven efficacy, 
increased awareness by the clinicians is needed and the 
diagnosis to be suspected with the triad of livedo reticu-
laris, renal failure and eosinophilia. Therefore, we high-
light this important cutaneous sign to be kept in mind 
especially in patients with recent thrombolysis.
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Figure 1. A – Extensive violaceous patches in a net-like pattern with ulcers and blisters on his lower extremities.  
B – Gangrene toes. C – Thorax-abdomen CT scan with contrast. The arrow indicates a complicated atherosclerotic plaque 
with thrombosis in the descending aorta. D – Full thickness epidermal necrosis with reticular dermis showing vascular 
occlusion by intraluminal amorphous eosinophilic thrombi. HE, 100×. E – Dermal blood capillary vessel with intraluminal 
hyaline thrombi with full occlusion of the lumen. There is no inflammation or vasculitis. Masson’s trichrome stain, 400×
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