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The Clinical Efficacy of Nailfold Capillaroscopy in Rheumatic Diseases
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Nailfold capillaroscopy (NFC) is a non-invasive morphological study that routinely used to differentiate between a primary and
secondary Raynaud’s phenomenon (RP). Secondary RP is a manifestation of an underlying rheumatic disease that occurs in
80-95% of patients with systemic sclerosis (SSc), 75% of patients with mixed connective tissue disease and in 20-25% of patients
with systemic lupus erythematosus or rheumatoid arthritis. These RP frequently precedes the underlying disease by many years.
The well-established roles of NFC are the early diagnosis of SSc, and potential for predicting clinical complication, as like digital
ulcers. The following review will present a technique about how to perform NFC and optimal assessment with emphasis on its pos-
sible role as a reliable diagnostic tool. (Korean J Med 2016;90:494-500)
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Table 1. The nailfold capillaroscopy is essential in diagnostic
criteria for primary Raynaud’s phenomenon [1,14]

Meets 3 step criteria for diagnosis of Raynaud’s phenomenon

Normal capillaroscopy”

Physical examination is negative for findings suggestive of sec-
ondary causes, (e.g. ulcerations, tissue necrosis or gangrene,
sclerodactyly, calcinosis, or skin fibrosis)

No history of existing connective tissue disease

Negative or low titer ANA (e.g. 1:40 by indirect immunofluor-
escence)

It was described as “normal” and “perfect normal” by Ingegnoli
et al [3].
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Figure 1. The example of nailfold capillaroscopic finding in systemic sclerosis (SSc) (x200) [1,6,10,29]. (A, B) It shows that almost
capillaries are dilated and large number of megacapillaries in the early phase of SSc. (C) Typically many giant capillaries and micro-
hemorrages are noted in the active phase of SSc. (D) At the late phase of SSc, avascular areas (arrows) are observed along with bushy

capillaries.
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Figure 2. (A) It shows the digitalized nailfold capillary microscopy. (B) It shows the videocapillaroscopic equipment containing han-
dling probe. (C) Nailfold of a patient with a scleroderma spectrum disease can be seen with the naked eye. (D) A drop of oil is being

placed for better quality of images.
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Figure 3. Normal nailfold capillary defined as hairpin-shaped or
nonspecific variation including tortuous (the limbs bend but do
not cross) or once/twice crossing (modified from [28]).
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Figure 4. The examples of counting the total number of capillaries in 1 mm. We should check the number of the loop that exceeded a half
line of mean capillary length. The first image shows the 10/mm of capillary number. The second image shows the 6/mm dilated capillaries.
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