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Catastrophic antiphospholipid syndrome (CAPS) is

a severe manifestation of APS that leads to

accelerated and widespread thrombosis and multi-

organ failure. Almost 50% of the cases are due to

underlying infections and the rest are seen after

surgery, malignancy, or trauma.
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A 71-year-old female with ESRD on dialysis, remote

history of provoked DVT/PE, and no history of

intravenous drug use, came to the hospital with

acute lower abdominal pain and was being

managed for acute diverticulitis. Pertinent initial

physical exam was remarkable for mild tenderness

in the lower quadrants and warm and pink distal

extremities with intact pulsations. On the third day of

the hospital stay, she had sudden onset bluish of

bluish discoloration of the left forefoot and left

middle finger. Venous doppler revealed

thromboembolism in the left popliteal and posterior

tibial vein and thrombophlebitis of left upper

extremity veins.

CAPS is a quite rare but sinister pathology that is

associated with significant morbidity and mortality.

The common contenders for differentials in the

hospital include disseminated intravascular

coagulation, heparin-induced thrombocytopenia with

thrombosis, and thrombotic microangiopathies. The

mortality from it approaches 50% even with

anticoagulation and immunosuppression. This makes

it an absolute necessity to not only know about this

disease but also familiarize with its presentation so an

early diagnosis can be made, and management

sought.
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Exhaustive initial testing to establish the etiology of

hyper-coagulable state and skin necrosis, including

workup for heparin-induced thrombocytopenia with

thrombosis (negative serotonin release assay,

heparin PF4 antibody), disseminated intravascular

coagulation, and vasculitis was non-revealing.

Transthoracic echocardiography was unremarkable

for an embolic source, abdominal imaging negative

for any other emboli, hepatitis B, C, and HIV was

negative. and the patient endorsed no history of IV

drug use. Her hospital course was complicated

further due to the rapid progression of her pathology

leading to ischemia of bilateral upper extremities,

ears, buttocks, and abdominal perforation

secondary to diverticulitis. Further clinical testing

revealed results positive for anticardiolipin

antibodies IgM, but negative for beta 2 glycoprotein

IgG, IgM, IgA. A clinical diagnosis of APS was made

and later based on the rapidity and sudden

progression was changed to CAPS. She was

treated in the critical care unit with plasma

exchange therapy and high dose steroids with taper

with improvement in her clinical status.
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