
DECEMBER 2023  •  FEDERAL PRACTITIONER SPECIAL ISSUE  •  S31

*These authors  
contributed equally. 
^These authors  
contributed equally.
Author affiliations can be 
found at the end of this article.
Correspondence:  
Noah Goldfarb  
(gold0414@umn.edu)

Fed Pract. 2023;40(suppl 6).
Published online December 14.
doi:10.12788/fp.0435

WHAT’S YOUR DIAGNOSIS?

Coronary Artery Bypass Graft Saphenous 
Vein Harvest Site Hyperpigmentation
Katelyn J. Rypkaa,b*; Sophie M. Cronka,c*; Travis Fulk, MDa,b; Anne-Marie Leuck, MDb,^; Noah Goldfarb, MDa,b,^ 

A 59-year-old man with a history of 
coronary artery bypass grafting 
(CABG), ischemic cardiomyopathy 

(ejection fraction, 15%-20%) with implant-
able cardioverter-defibrillator, recurrent 
paroxysmal ventricular tachycardia on 
amiodarone and mexiletine, and heart fail-
ure requiring left ventricular assist device 
(LVAD) placement presented for recurrent 
cellulitis and infection of the LVAD drive-
line exit site. He was initiated on minocy-
cline 100 mg twice daily in combination 
with cefadroxil 500 mg twice daily. At his 
8-week follow-up, the driveline site ap-
peared improved with minimal erythema 
and no drainage. However, the patient de-
veloped a well-demarcated, linear, hyper-
pigmented patch along the length of the 
saphenous vein CABG harvest site and a 
few hyperpigmented macules medial to 
the harvest site (Figure). 

 
�n �What is your diagnosis?
n would you treat this patient?

DISCUSSION
Hyperpigmentation presenting within scar tissue, 
as seen in this patient undergoing minocycline 
therapy, is a classic presentation of minocycline-
induced hyperpigmentation (MIH) type I. 

MIH is an uncommon, potentially cosmeti-
cally disfiguring adverse effect associated with 
systemic minocycline use. MIH can affect skin, 
teeth, nails, oral mucosa, sclera, and internal 
organs. The cumulative incidence of MIH in 
patients receiving minocycline over prolonged 
periods of time has been estimated from 2% 
to 15% in patients with acne and rosacea, to 
approximately 50% over 5 years in orthopedic 
patient populations.1-3 The risk for developing 
MIH increases with vitamin D deficiency, liver 
disease, concurrent use with other medica-
tions that can induce hyperpigmentation, and 
higher cumulative doses (> 70-100 g; more im-

portant for MIH types II and III).3,4 
There are 3 distinct types of MIH. Type I MIH 

is characterized by blue-black macules and 
patches at sites of inflammation or prior scar-
ring, most commonly described in facial acne 
scars.1,2,4 Type II is typified by blue-grey pigmen-
tation on normal-appearing skin, most commonly 
on the shins, but also on sun-exposed sites.3 
Biopsies of type I and II MIH demonstrate pig-
mented granules within macrophages or within 
the dermis.4,5 Both Perls iron stain and Fontana-
Masson melanin stain are positive in type I and 
II MIH.5 Type III MIH presents as diffuse brown-
ish hyperpigmentation on normal skin in chroni-
cally sun-exposed sites.3 Histopathology of type 
III MIH can be distinguished by increased mela-
nin noted inside basal keratinocytes as well as 
dermal melanophages that stain positive for only 
Fontana-Masson.5 The current case exemplifies  

Linear hyperpigmented patch can be seen extending 
along the coronary artery bypass graft saphenous vein 
harvest site.

FIGURE Linear Hyperpigmention on 
the Lower Leg
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a unique presentation of type I MIH along the 
length of the saphenous vein CABG harvest site. 
The concomitant use of amiodarone with mino-
cycline may have contributed to the presentation.

The differential diagnosis for MIH depends on 
the type of MIH. Blue-grey pigmentation within 
scars is fairly unique to minocycline but has been 
reported with other medications, including van-
detanib.6 The differential diagnosis for diffuse 
blue-grey or brown hyperpigmentation in pre-
dominately sun-exposed sites is broader, includ-
ing endocrine disorders (ie, Addison disease), 
heavy metal poisoning (ie, argyria), inherited con-
ditions (ie, alkaptonuria, Wilson disease, and 
hemochromatosis), medication-induced hyper-
pigmentation (ie, antipsychotics, anticonvulsant, 
antimalarials, amiodarone, and cytotoxic drugs), 
as well as inflammatory dermatoses, such as er-
ythema dyschromicum perstans.7

MIH typically fades over months to years 
following minocycline discontinuation, so 
prompt recognition and discontinuation is rec-
ommended. Unfortunately, some cases per-
sist or only partially fade over time. While MIH 
is benign, it can be of aesthetic concern, cause 
anxiety, and impact patients’ quality of life.3,8 
Persistent MIH is typically recalcitrant to topi-
cal hydroquinone.9 However, persistent MIH has 
been shown to improve with Q-switched, nano-
second lasers such as the 694 nm ruby, 755 nm 
alexandrite, and 1064 nm neodymium-doped yt-
trium aluminum garnet neodymium (Nd:YAG) 
lasers, as well as the 755 nm picosecond alex-
andrite laser.4,9,10

In our patient, minocycline therapy was dis-
continued and replaced with doxycycline 100 mg 
twice daily monotherapy. At a subsequent visit 
12 weeks later, the hyperpigmentation remained 
unchanged. 

CONCLUSIONS
Though uncommon, we hope to encourage 
clinician awareness of MIH through our case, 
as prompt diagnosis and the discontinuation 
of minocycline are preferred to improve pa-
tient outcomes.
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