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Perifollicular petechiae 
and easy bruising
This patient was a liver transplant recipient and had a 
history of malnutrition. One tell-tale sign on the physical 
exam, however, left no doubt as to the diagnosis.

A 45-year-old woman presented to our 
hospital with recurrent cirrhosis and sepsis 
secondary to a hepatic abscess from Pseudo-
monas aeromonas and Candida albicans. Ten 
years earlier, she had received a liver trans-
plant due to sclerosing cholangitis. The patient 
had a history of nausea from her liver disease 
and malnutrition due to a diet that consisted 
predominantly of cereal with minimal fresh 
fruits and vegetables. Her family reported that 
she bruised easily and had worsening dry, 
flaky skin.

The physical examination revealed jaun-
dice, scleral icterus, purpuric macules, super-
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ficial desquamation, gingivitis (FIGURE 1), and 
perifollicular hemorrhages with corkscrew 
hairs (FIGURES 2 AND 3). The patient also had 
acute kidney injury, delirium, and pancyto-
penia. She was admitted to the hospital and 
was started on piperacillin-tazobactam and 
fluconazole for sepsis, as well as rifaximin and 
lactulose for hepatic encephalopathy. 

●	� WHAT IS YOUR DIAGNOSIS?

●	� HOW WOULD YOU TREAT THIS 
PATIENT?

FIGURE 1

Erosions on the oral mucosa and gingivitis
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FIGURE 2

Perifollicular hemorrhages  
on lower extremities
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bruising, edema, petechiae, perifollicular 
hemorrhages, corkscrew hairs, gingivitis, 
poor wound healing, and mood changes. If  
untreated, jaundice, neuropathy, hemolysis, 
seizures, and death can occur.2-4

Perifollicular hemorrhages with corkscrew 
hairs are characteristic of the Dx
The differential diagnosis of vitamin C defi-
ciency includes vasculitis, thrombocytopenia, 
multiple myeloma, and folliculitis. 

Vasculitis typically presents with pal-
pable purpura and is not exclusively peri-
follicular.5 Thrombocytopenia may present 
with petechiae, but the petechiae are gen-
erally not perifollicular and hair shaft  
abnormalities are generally absent. Multiple 
myeloma may present with purpura with 
minimal trauma and larger ecchymosis that 
isn’t petechial in appearance. Folliculitis 
typically presents with folliculocentric pus-
tules that have surrounding erythema, but no  
hemorrhaging. 

Suspect vitamin C deficiency in  
patients with alcoholism, a poor diet, and 
those who are critically ill.6 During the physical 
exam, look for ecchymosis, edema, gingivitis,  
impaired wound healing, jaundice, and the 
tell-tale sign of perifollicular hemorrhages 
with corkscrew hairs.7

If lab values and/or circumstances 
leave doubt as to whether a true vitamin C  
deficiency exists, a punch biopsy of an area of 
perifollicular hemorrhage may be performed. 
The punch biopsy should demonstrate fol-
licular hyperkeratosis overlying multiple frag-
mented hair shafts that are surrounded by a 
perifollicular lymphohistiocytic infiltrate with 
extravasated red blood cells.4

Treat with vitamin C
Vitamin C can be replaced via the oral or  
intravenous (IV) route. There is currently no 
consensus on a single best replacement regi-
men, but several effective regimens have been 
reported in the literature.8,9

❚ We started our patient on IV vitamin C 
1 g/d, which improved her cutaneous lesions. 
Unfortunately, though, she succumbed to 
complications of her liver disease shortly after 
starting the therapy.  		                JFP 

Diagnosis:  
Vitamin C deficiency
We diagnosed this patient with vitamin C defi-
ciency (scurvy) based on the fact that she had 
perifollicular hemorrhages with corkscrew 
hairs, which is a pathognomonic feature of 
the deficiency. The diagnosis was confirmed 
with a blood vitamin C level of 10 mcmol/L 
(normal range: 11-114 mcmol/L). It’s impor-
tant to note that a vitamin C level drawn after 
hospitalization may be falsely normal due to 
an improved diet during hospitalization, so a 
normal vitamin C level doesn’t always rule out 
a deficiency.

Vitamin C is absorbed from the small  
intestine and excreted renally. A low vitamin 
C level occurs in the presence of several con-
ditions—specifically alcoholism and critical 
illnesses such as sepsis, trauma, major sur-
gery, or stroke—possibly due to decreased 
absorption and increased oxidative stress. 
Vitamin C is necessary for multiple hydrox-
ylation reactions, including hydroxylation of 
proline and lysine in collagen synthesis, beta- 
hydroxybutyric acid in carnitine synthesis, 
and dopamine-beta-hydroxylase in catechol-
amine synthesis.1 

Early vitamin C deficiency presents with 
nonspecific symptoms, such as malaise,  
fatigue, and lethargy, followed by the devel-
opment of anemia, myalgia, bone pain, easy 

Suspect vitamin 
C deficiency  
in patients with 
alcoholism,  
a poor diet, and 
in those who  
are critically ill.

FIGURE 3

Magnified image of corkscrew hairs
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CORRESPONDENCE
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