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A 53-year-old man presented with a painful skin lesion on his left lower leg, without trauma. The lesion was initially pruritic and
had appeared spontaneously 2 weeks earlier. The patient had been evaluated 1 week earlier and was prescribed clindamycin for
presumed cellulitis. Despite this, the lesion continued to grow. The patient had a history of peripheral vascular disease and had
resumed receiving warfarin sodium for this 1 week before appearance of the lesion. On physical examination, the patient was afebrile,
with a 5-cm-�-7-cm nonraised area of ecchymosis with an erythematous border on the anterior left lower leg (Figure).

Figure. Ecchymotic leg lesion. Used with permission of Derek M. Sorensen, MD, University of Illinois at Chicago Emergency
Medicine Residency Program, University of Illinois College of Medicine, Chicago, IL.
For the diagnosis and teaching points, see page 305.
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In reply:
While welcoming the commentator’s thoughts on the subject

and appreciating his close, clear attention to both this article
and the surrounding research on work hours limits, I would call
attention to a genre distinction. The News & Perspective
department, as the editors’ introduction has pointed out, treats
its topics journalistically rather than academically; it

occasionally makes room for views that are frankly somewhat
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contrarian; presenting “more perspective than news” is not a
lapse but its acknowledged mission. It often places these
discussions in the context of peer-reviewed literature (including
in this case the IOM report, with its thorough references), but it
does not aspire to the comprehensiveness of a full, rigorous
literature review. The department serves a different and more
informal purpose, presenting the quoted physicians’ individual
perspectives, not so much “put[ting] aside” the published
evidence assembled by the IOM as reflecting on its relation to
their clinical experience. I hope that the separate,
complementary functions of research and commentary will
strike most readers as useful.
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DIAGNOSIS:
Warfarin sodium skin necrosis. Necrotic skin lesions develop in 0.01% to 0.1% of patients receiving warfarin

sodium, with the majority of cases in women.1,2 The lesions most commonly occur on the breast, buttock, or
thigh.3,4 The majority of cases of warfarin sodium skin necrosis occur within 3 to 6 days of starting therapy,
though it may occur after months or even years.5

The lesions are typically painful, localized, abrupt in onset, and the result of thrombosis of the underlying
microvasculature. The first sign is an evanescent flush, followed by petechial hemorrhages that coalesce into a well-
demarcated ecchymosis. Within hours, hemorrhagic bullae may form. Warfarin sodium skin necrosis may be
confused with necrotizing fasciitis or purpura fulminans.

Treatment of warfarin sodium skin necrosis is supportive, with wound care, debridement, and occasionally skin
grafting.5 Warfarin sodium is typically withheld, with the use of heparin as bridging therapy for those patients who
require long-term anticoagulation.
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