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Introduction 
Livedoid vasculopathy is a challenging diagnosis 
that requires workup of related conditions and 
exclusion of clinical mimics. In this case, we review a 
patient with lacy reticular violaceous patches 
clinically characteristic of livedoid vasculopathy, 
though with inconclusive findings on repeat 
biopsies, who responded to systemic 
anticoagulation with rivaroxaban. Our case 
highlights the importance of treating this condition 
based on high suspicion from clinical evaluation. 

 

Case Synopsis 
A 70-year-old woman with a history of hypertension 
and hyperlipidemia presented with three weeks of 
painful red rash on the hands, legs, and feet. She had 
previously completed a 9-day prednisone taper with 
no improvement. She had no systemic symptoms. 
On examination, she had lacy reticular violaceous 
patches with areas of necrosis on the dorsal hands, 
dorsal feet, and ankles (Figure 1). Work-up was 
notable for positive beta-2 glycoprotein IgM and  

indeterminant anti-cardiolipin IgM; anti-nuclear 
antibodies, rheumatoid factor, cryoglobulins, uric 
acid, immunofixation (immunoelectrophoresis), and 
hepatitis B and C were negative. Homocysteine was 
normal. Other laboratory tests to indicate 
hypercoagulation including antithrombin III, favor V 
Leiden, lupus anticoagulant, antiphospholipid 
antibodies, diluted Russell viper venom time, and 
anti-neutrophil cytoplasmic antibodies were 
negative. Protein C and S activity were not 
decreased. Multiple punch biopsies of the legs 
revealed no definitive evidence of vasculitis, 
vasculopathy, or calciphylaxis, but sparse 
perivascular hemorrhage was appreciated (Figure 
2). The patient was again trialed on high dose 
prednisone (60mg daily) with no response, then 
started on aspirin 81mg daily with progressive ulcer 
formation on the distal extremities and persistent 
pain. Given examination clinically consistent with 
livedoid vasculopathy, she was started on 
rivaroxaban (initially at 10mg daily and increased to 
10mg twice daily). One month later, she noted 
healing of distal extremity ulcers as well as 
decreasing pain (Figure 3). 

 

Case Discussion 
Livedoid vasculopathy is a rare thrombo-occlusive 
vascular disorder that typically presents on the lower 
extremities with purpuric macules and papules. It 
typically presents on the lower extremities with 
purpuric macules and papules. In some patients, 
hemorrhagic crust and superficial ulcers form, 
bordered by violaceous erythema. Disorders that 
predispose to thrombosis, such as Factor V Leiden 
thrombophilia and antithrombin III deficiency, may 
contribute to the pathogenesis [2]. 

Abstract 
Livedoid vasculopathy is a painful thrombo-occlusive 
vascular disorder characterized by spontaneous 
thrombosis in medium-size arterioles, which causes 
localized hypoxia and skin ulceration. As livedoid 
vasculopathy is rare, case reports are the primary 
means of expanding collective knowledge about its 
presentation and response to various therapies. 
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On histopathology, livedoid vasculopathy is 
characterized by thickened or hyalinized superficial 
dermal blood vessels along with fibrin deposits. 
Perivascular hemorrhage and focal thrombosis are 
often seen [3]. In our case, the absence of vasculitis 
and vasculopathy on biopsy may have been due to 
the older age of sampled lesions. An elliptical biopsy 
was not performed due to the patient's significant 
skin fragility, which would have made skin closure 
challenging. Since the patient’s symptoms showed 
no improvement on high-dose corticosteroids 
suggesting a non-inflammatory etiology, she was 
started on systemic anti-coagulation with 
subsequent skin healing. Though livedoid 
vasculopathy is a rare disorder for which there are no 
definitive therapeutic guidelines, anticoagulants, 

anti-platelet agents, and fibrinolytic therapies are 
considered first-line treatments [3]. 

Other treatments reported in the literature include 
anabolic steroids, danazol, hyperbaric oxygen 
therapy, intravenous immunoglobulin, 
immunosuppressive agents, JAK inhibitors 
(baricitinib, tofacitinib), TNF inhibitors (etanercept, 
adalimumab), and ultraviolet light [3-7]. 

Case reports, proof-of concept trials, and 
retrospective studies have supported the use of 
rivaroxaban for livedoid vasculopathy in patients 
both with and without identifiable coagulation 
abnormalities [8]. A report of a 57-year-old woman 
with livedoid vasculopathy and no abnormalities on 
numerous hypercoagulability and autoimmune 
tests, demonstrated ulcer resolution and pain 
reduction on rivaroxaban [8]. The authors postulated 
that the patient’s response to rivaroxaban could 
indicate that a currently unknown or undetectable 
coagulation abnormality may exist that predisposes 
patients to developing livedoid vasculopathy [8]. 
Likewise, a single-arm phase 2a trial of 25 patients 
with livedoid vasculopathy, of which 44% had 
confirmed hypercoagulability abnormalities, 
demonstrated a clinically significant reduction of 
pain across 95% of participants with no difference 
between those with known prothrombotic states 
versus idiopathic presentations [9]. A review of 73 
patients with livedoid vasculopathy found similar 
results; 49.3% (36/73) of patients had an identified 
hypercoagulability abnormality and 82.2% (60/73) 

Figure 2. Biopsy sample from the lower extremity revealing 
sparse perivascular hemorrhage without definitive evidence of 
vasculitis or vasculopathy. H&E, scale bar 20μm, 600×. 

Figure 1. Reticular patches on the dorsal hands and feet at initial presentation. 
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patients demonstrated improvement on rivaroxaban 
[10]. Further studies to investigate the 
pathophysiology of livedoid vasculopathy and the 
efficacy of rivaroxaban should be conducted to 
confirm these results. 

The prognosis for livedoid vasculopathy is unclear; it 
has been associated with thromboembolic events, 
including deep vein thrombosis and pulmonary 
embolism [3]. Treatment should be directed toward 
the underlying hypercoagulable state. 

Conclusion 
This case highlights a striking clinical presentation of 
livedoid vasculopathy that significantly improved on 
rivaroxaban, thus demonstrating the importance of 
early diagnosis and treatment in reducing morbidity 
and mortality. 
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Figure 3. Resolution of reticular patches and ulcer healing after two months on rivaroxaban. 




