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Introduction

Clubbing of the nails is soft tissue swelling of the terminal 
phalanx, resulting in flattening the angle between the nail bed 
and the nail. The conditions related with digital clubbing are 
pulmonary causes (75-80%), cardiovascular causes (10-15%), 
gastrointestinal and hepatobiliary causes (5-15%) and miscel-
laneous causes (5-15%) [1]. On rare occasions, digital clubbing 
may be primary or idiopathic, which seen in the absence of any 
apparent known condition [2]. There are numerous etiologies 
which results in clubbing and all the patients with an underlying 
disease do not necessarily show clubbing. Thus estimating the 
incidence of digital clubbing pose challenges. Roughly 1% of all 
internal medicine admissions shows sign of clubbing and 40% of 

those patients have some serious underlying disease associat-
ed. Many years have passed and several hypotheses have been 
proposed to thoroughly understand the patho-physiology of 
digital clubbing. According to the traditional hypothesis, there is 
peripheral deposition of megakaryocytes and clumped platelets 
which are sequestrated from pulmonary vasculature, resulting 
in clubbing [3]. Increased capillary density is a pathological find-
ing associated with clubbing. Interestingly, according to many 
studies hypoxia and clubbing goes hand in hand. It is thought 
that hypoxia enhances the release of platelet-derived growth 
factor (PDGF) and vascular-endothelial growth factor (VEGF) 
[4]. The increased release of PDGF and VEGF from peripheral 
megakaryocytes leads to increased vascularity, permeability, 
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and connective tissue changes. High-resolution magnetic reso-
nance imaging using a contrast agent was done in a study by Na-
kamura in patients digital clubbing and healthy volunteers. Nail 
bed hyper-vascularization was seen with clubbed nails [5,6]. 

Case report

A 41 year old male presented to us with complaint of pain 
abdomen since last 8 days, localized to epigastric region, pen-
etrating in nature, radiating to back, increased with food intake 
and relieved with medication [7]. It was associated with nausea 
without vomiting. There is no history of loose stools, steator-
rhea, hematemesis or malena. Patient had history of alcohol in-
gestion few hours before development of symptoms.  No history 
of similar episode in the past with no history of any systemic ill-
ness. Patient gave vague history of bulbous enlargement of fin-
gers first noticed by his mother 8 years back but didn’t seek any 
medical attention for it; and not present during birth and early 
childhood. There was no history of cyanotic spells, recurrent 
chest infections, chronic cough or hemoptysis, jaundice, bloody 
diarrhea or altered bowel habits. Our patient was chronic al-
coholic since last 5 years taking around 30-40 gram of alcohol 
per day. On examination, patient was alert, conscious and well 
oriented to time, place and person. Blood pressure was 110/70 
mm of Hg in right upper limb, pulse rate of 84 bpm, and oxygen 
saturation of 97% in room air. There was no evidence of pallor, 
icterus, cyanosis or lymphadenopathy. Examination of hand and 
feet revealed bulbous enlargement of distal phalanxes identi-
fied as Grade 3 clubbing (Figurs 1 & 2). No localized tenderness, 
skin thickening or joint swelling was found. On GI examination 
patient had epigastric tenderness without palpable liver or 
spleen. Respiratory examination revealed decrease air entry 
with crackles in left lower zone. Rest of the system examination 
were within normal limits.

Comprehensive blood count revealed leukocytosis with 
counts of 17330 which was predominantly neutrophilic, mild 
anemia with Hb of 11.6 g/dl with macrocytosis (MCV 104 fl). 
Liver function and renal function tests were normal. Thyroid 
function test was normal.

Serum amylase level were 384 IU/l and lipase were 786 IU/l, 
corroborating our suspicion of acute pancreatitis (alcohol in-
duced). 

USG whole abdomen showed bulky pancreatic tail with peri-
pancreatic & perinephric fat inflammation with normal liver size 
and echo-texture. Contrast CT abdomen was performed after 
48 hrs which revealed moderate acute pancreatitis with tail end 
necrosis and adjacent fluid collection which confirmed our di-
agnosis of acute necrotic pancreatitis however no clues were 
found regarding GI causes of clubbing. HRCT thorax revealed 
mild left pleural effusion (secondary to pancreatitis) without 
any evidence of fibrosis, bronchiectatic changes, mass or lung 
abscess. To rule out cardiac causes of clubbing, trans thoracic 
echo-cardiography was performed which did not reveal any 
clots, vegetation or any structural heart defect. Patient was 
kept nil per mouth, treated with i.v. fluids and antibiotics; as 
his abdominal symptoms alleviated oral feeding was initiated. 
Our patient was counseled for regular follow up visits in order 
to identify any abnormal disease process that may manifest as 
time passes and to treat it all the same.

Figure 1: Grade 3 clubbing of distal phalanxes of hand.

Figure 2: Clubbing feet.

Discussion

Digital clubbing is examined during initial evaluation of the 
patient. There are various possible etiologies of clubbing, thus 
a thorough history with an intent to recognize the characteristic 
features and cause of clubbing should be taken into account. 
The history is followed by the physical exam, where nail club-
bing is assessed. Acquired clubbing is most often associated 
with pulmonary or cardiovascular diseases, so initial workup es-
pecially targeting these systems is a very reasonable approach. 
Furthermore, to make a diagnosis of idiopathic clubbing rigor-
ous in-depth examination, work ups, and investigations must 
be done to eliminate any known possible cause of secondary 
clubbing.

Differential diagnosis of nail clubbing includes: Neoplastic 
diseases like lung cancer, mesothelioma, lymphoma, nasopha-
ryngeal carcinoma, and esophageal cancer. Other non-neoplas-
tic heart and lung related conditions like aortic aneurysm, bron-
chiectasis, lung abscess, cyanotic congenital heart diseases, 
cystic fibrosis, sarcoidosis, empyema, pulmonary fibrosis, endo-
carditis. Other conditions like celiac disease, ascariasis, Inflam-
matory bowel disease, thyroid disorders are also related. Many 
attempts have been made by number of researchers to deter-
mine the underlying mechanism of clubbing [8]. On critically 
analyzing their attempts, increased blood flow to distal part of 



www.jcimcr.org                Page 3

digits resulting from vasodilation comes out to be a common 
factor in development of clubbing. But currently it is not agreed 
upon whether this vasodilation is due to local or circulating va-
sodilators, or due to hypoxia, or due to some neural (especially 
vagal) component, or a combination of these and other media-
tors. We could not establish any significant history of this be-
ing present by birth in the patient or any recurrent pulmonary 
infection. None of the parents nor the siblings had clubbing. 
Systemic examination of respiratory and cardiovascular system 
ruled out majority of the causes which was further consolidated 
by CT and Echocardiography findings.

Since our patient noted this bulbous enlargement just few 
years back, not present in childhood we believe it to be ac-
quired clubbing which could not be ascertained to any known 
cause during our investigation, henceforth “idiopathic” in na-
ture. Furthermore, the history and the investigations eliminates 
the possibility of alcohol induced pancreatitis to be the cause 
of clubbing. Alcohol induced pancreatitis is not a known cause 
of clubbing, therefore it prompts us to indulge in more compre-
hensive research related to clubbing and its causes. 

Aesthetic changes due to digital clubbing in an individual can 
lead to complications especially surrounding the psycho-social 
aspects of day-to-day life. There has been several reports in-
dicating that acquired clubbing is reversible with targeted in-
tervention of the underlying cause, although the data is very 
scarce [9]. Thus identification of the root cause of clubbing re-
mains of utmost importance, as the prognosis and intervention 
needed depends upon the it.

Conclusion

In conclusion, digital clubbing is a physical exam finding which 
often correlates with a serious underlying disease. Clubbing 
can be recognized by medical students, nurses, and physicians 
conducting the physical examination. Regardless of who identi-
fies the clubbing first, an inter-professional team approach is 
the ideal way to evaluate and manage a patient with clubbing. 
Furthermore, cases of clubbing are warehouse of unknown in-
formation and have a great potential for further comprehensive 
researches, therefore must not remain unrecognized.
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