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Abstract

A 64 year-old woman presented with a one-year
history of purpuric, atrophic, linear patches along
the left lateral forearm. The patient had received
two ultrasound-guided triamcinolone injections
one year earlier into her left extensor pollicis brevis
and abductor pollicis longus tendon sheaths
for DeQuervain tendonitis. In the seven months
following the second injection, the patient developed
atrophy, purpura, and telangiectasias starting at the
site of injection and extending proximally, following
the course of her left cephalic vein. The patient was
treated initially with amlactin and moisturizing cream
containing alpha-hydroxy acid cream to aid in dermal
repair. Despite treatment, she continued to have
proximal progression of the atrophy and purpura.
A 4mm punch biopsy revealed a normal-appearing
epidermis overlying horizontal dermal fibrosis, along
with atrophic-appearing adipocytes with accentuated
capillaries in the subcutaneous fat, consistent with
a diagnosis of corticosteroid atrophy. These gross
and microscopic changes presumably resulted from
lymphatic uptake and spread of the corticosteroid
following the injections for tendonitis. Although local
atrophy and vascular fragility are well-documented
side effects of corticosteroid injections, linear spread
of these symptoms is rarely reported, and to this point
has not been demonstrated in the literature following
ultrasound-guided steroid injection for DeQuervain
tendonitis.
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Introduction

Triamcinolone injections have been used for decades
in the fields of rheumatology, orthopedics, and

dermatology to treat a variety of cutaneous and
musculoskeletal maladies. Although cutaneous side
effects, such as localized hypopigmentation and
atrophy, following triamcinolone injections are well-
documented, linear atrophy in a lymphovascular
distribution is rare. In this report, we present a rare
case of linear atrophy and vascular fragility following
ultrasound-guided triamcinolone injection for
DeQuervain tendonitis.

Case Synopsis

A 64-year-old woman, with no prior history of
connective tissue disease or atopy presented with
a one-year history of fixed patches of purpura,
erythematous telangiectasia, and lipoatrophy
extending 10cm in a linear fashion along the left
lateral forearm (Figure 1). The patient had received
two ultrasound-guided triamcinolone injections
one year earlier into her left extensor pollicis brevis
and abductor pollicis longus tendon sheaths for a
diagnosis of DeQuervain tendonitis. The firstinjection
contained 1ml of triamcinolone acetonide 40mg/ml,

Figure 1. Linearly-arranged atrophic patches with associated
telangiectasias, purpura, and ecchymosis, along the course of the
left cephalic vein; right-pointing arrows denote areas of atrophy;
left-pointing arrows denote telangiectasias and purpura.
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Figure 2. Horizontal dermal fibrosis, solar elastosis, and atrophic
appearing adipocytes with accentuated capillaries in a small
portion of subcutaneous fat, consistent with steroid atrophy in the
setting of sun-damaged skin. H&E, 40x.

for a total dose of 40mg. Owing to inadequate relief
of her tendonitis, the patient received a subsequent
0.5ml injection of triamcinolone acetonide 40mg/
ml, for a total dose of 20mg. The patient’s tendonitis
resolved within several weeks following the second
injection.

In the six months following the second injection,
the patient developed atrophy, purpura, and
erythematous telangiectasias starting at the site
of injection and extending proximally, following
the course of her left cephalic vein. The patient was
treated initially with amlactin and over-the-counter
moisturizing cream with alpha-hydroxy acid to
promote and accelerate dermal repair. However, she
continued to have proximal progression of the linear
atrophy, purpura, and telangiectasias.

A 4mm punch biopsy of the linear, atrophic lesion
revealed a normal-appearing epidermis overlying
prominent dermal solar elastosis, horizontal dermal
fibrosis, and atrophic appearing adipocytes with
accentuated capillaries in the subcutaneous fat,
consistent with a diagnosis of steroid atrophy and
chronic sun-damage (Figure 2). Features of morphea
were not identified in the biopsy specimen. The
patient started pulsed-dye laser therapy (595nm)
and experienced a noticeable decrease in the
number and prominence of her purpuric patches
and erythematous telangiectasias in the area of
linear atrophy.

Case Discussion

Although corticosteroid injections for cutaneous
lesions are considered very safe, with very little risk
of systemic complications, there are many reports
of local hypopigmentation and atrophy occurring at
the site of injection [1, 2, 3]. Very rarely corticosteroid
injections can result in a linear distribution of steroid-
induced atrophy and hypopigmentation through
uptake of steroid by the superficial lymphatic vessels,
and subsequent leakage of the steroid during
proximal transport [4]. These side effects will typically
resolve with time [5, 6], though there have been cases
reported in which symptoms will persist up to a year
or longer [2,7].

Corticosteroids lead to cutaneous and subcutaneous
atrophy by decreasing the mitotic rate of fibroblasts
and keratinocytes, leading to decreased production
of vital extracellular matrix and epidermal proteins,
such as keratin and collagen [3]. Corticosteroids also
decrease production of extracellular lipids such as
ceramides, cholesterol, and fatty acids, contributing
to atrophy of the dermis and subcutaneous fat
[3]. These effects lead to prominent and fragile
blood vessels within the subcutaneous fat, as was
demonstrated in our patient’s skin biopsy.

Cutaneous complications related to corticosteroid
injections are seen less commonly when performed
for musculoskeletal injuries, such as arthritis and
tendonitis, as the corticosteroid is typically injected
directly into a joint space or tendon sheath (both of
which have poor vascularity); this is often done under
ultrasound guidance. Review of the literature reveals
only a few cases of atrophy and hypopigmentation
following corticosteroid injections for DeQuervain
tendonitis (DQT), a tendonitis involving the abductor
pollicis longus and extensor pollicis brevis tendon
sheaths of the wrist [8-10]. Only two cases of linear
spread of atrophy and hypopigmentation have been
documented, neither of which involved ultrasound
guidance of the injection [8, 10]. A thorough search
of the literature regarding cutaneous complications
following ultrasound-guided corticosteroid
injections for DQT revealed only 4 patients who
reported self-resolving local hypopigmentation,
without linear spread or atrophy [11, 12]. Therefore,
not only is our case just the third documented case
of linear atrophy following corticosteroid injections
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for DQT, it is the first such documented case in which
ultrasound guidance was utilized to perform the
injections.

Although our patient’s corticosteroid injections
were done under ultrasound guidance, with good
visualizationofdruginjectionintothetendonsheaths,
extravasation of the triamcinolone likely occurred
into the surrounding tissue. The corticosteroid was
likely then absorbed into the patient’s superficial
lymphatic system coursing alongside the cephalic
vein, leading to atrophy, telangiectasia, and purpura
from the resultant vascular fragility. We hypothesize
that the degree of our patient’s symptoms was a
product of the concentration of triamcinolone used,
as 40mg/ml or greater of triamcinolone acetonide
(which was the dose used in our patient) has
been shown to result in higher rates of cutaneous
complications as compared to lower doses [1].

Although hypopigmentation, cutaneous atrophy,
telangiectasias, and vascular fragility are a known
complication of corticosteroid injections, linear
spread of these complications is rare and has not
been described in the literature following ultrasound-
guided injection for DeQuervain tendonitis until now.
Our case highlights the importance of continuing
to inform patients of the potential complications of
corticosteroidinjections.Care mustbe takentoensure
that patients understand that these complications
can occur even when ultrasound guidance is being
used to ensure proper delivery of the medication.
And while the majority of patients who experience
vascular fragility, hypopigmentation, and atrophy
following corticosteroid injections will experience
resolution of these complications over time, our
case and this article serves to remind physicians and
patients alike that corticosteroid injections can have
long-lasting, even permanent, side effects.
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