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ABSTRACT

Context Pancreatitis may occasionally be
complicated by panniculitis as a result of the
release of pancreatic enzymes. Pancreatic
panniculitis is rare, occurring in 2-3% of all
patients with pancreatic disorders, with a
higher incidence among alcoholic males.

Case report A 29-year-old male was
admitted to our Department with acute
abdominal pain one day following alcohol
consumption. On physical examination,
tender erythematous plaques and nodules
were present on the left ankle and the pretibial
regions of both lower legs, a clinical sign of
panniculitis indicating acute pancreatitis
common in alcoholic patients. Abdominal
ultrasonography showed a diffusely
edematous pancreas suggestive of acute
pancreatitis. Abdominal contrast enhanced
computerized tomography revealed features
suggestive of severe acute pancreatitis with
pancreatic necrosis. A skin biopsy confirmed
the diagnosis of septal panniculitis without
vasculitis or fat necrosis, which is indicative
of a very early stage of pancreatic panniculitis
suggesting acute alcoholic pancreatitis.

Conclusion Septal panniculitis without
vasculitis or fat necrosis is a cutaneous
clinical marker which denotes a very early

stage of pancreatic panniculitis associated
with acute alcoholic pancreatitis. The
treatment of pancreatic panniculitis is
primarily supportive and depends on the
underlying pancreatic pathology which may
include surgery or endoscopic management.

INTRODUCTION

Panniculitis is defined as an inflammation of
the layer of subcutaneous fat underlying the
epidermis of the skin. Enzymatic or
pancreatic panniculitis is a type of
panniculitis which results from the
saponification or necrosis of fat secondary to
the action of liberated pancreatic enzymes in
pancreatic diseases [1]. Pancreatic
panniculitis affects 2-3% of all patients with
diseases of the pancreas [2]. In 40% of the
cases associated with pancreatic induced
subcutaneous fat necrosis, skin lesions were
the presenting feature [3].
The clinical picture of pancreatic panniculitis
consists of tender erythematous plaques and
nodules 1-2 cm in size, commonly located in
the distal parts of the lower extremities
(around the ankles and pretibial regions of the
legs) and only occasionally on the arms and
trunk. In milder cases, the nodule can be
single [4] and can resolve itself without
ulceration. In other cases, the nodules may be
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fluctuant and may evolve into sterile necrotic
abscesses which spontaneously ulcerate
exuding a thick brown oily material, due to
liquefaction fat necrosis. In the very early
stage of pancreatic panniculitis [5], a septal
pattern of panniculitis is seen characterized by
lymphoplasmacytic infiltration along the
fibrous septa surrounding the subcutaneous
fat lobules and around the dermal blood
vessels.

CASE REPORT

We report the case of a 29-year-old male, an
alcoholic and a smoker, who presented with
acute abdominal pain, one day after alcohol
consumption. On the day of admission, his
vital parameters were normal and on
examination of the abdomen, there was only
epigastric tenderness. On the 12th day from
the onset of acute abdominal pain, skin
lesions appeared as tender erythematous
plaques on the left ankle, on the pretibial
regions of both legs and along the medial
aspect of the dorsum of the right foot. On the
same day, an erythematous nodule 0.5 cm in
size appeared near the base of the second toe
on the dorsum of the right foot as well (Figure
1).
His hemoglobin value was 12.6 g/dL
(reference range: 13.5-17.0 g/dL), total WBC
was 10,600 mm-3 (reference range: 4,000-
11,000 mm-3), coagulation profile and platelet
counts were normal. His serum amylase was
838 IU/L (reference range: 0-96 IU/L), serum
lipase was 96 IU/L (reference range: 0-190
IU/L) and other laboratory tests were normal.
Chest X ray, electrocardiogram and upper GI
endoscopy were normal. Abdominal

ultrasonography done on the day of admission
- i.e., two days after the onset of acute
abdominal pain - showed a diffusely

Figure1. Clinical photographs showing erythematous
plaques and nodules (arrows) on the ankle, pretibial
region and dorsum of the foot.

Figure 2. Contrast enhanced computerized tomography
showing an edematous pancreas with pancreatic
necrosis (arrows), suggestive of acute necrotizing
pancreatitis.
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edematous pancreas, suggestive of acute
pancreatitis. On the eighth day, the patient
showed clinical deterioration in the form of
recurrent episodes of fever (temperature 38.2
°C) and tachycardia (pulse rate 134
beats/min). On the eighth day from the
clinical onset of acute pancreatitis, abdominal
contrast enhanced computerized tomography
(Figure 2) was performed. It revealed features
suggestive of severe acute pancreatitis with
pancreatic necrosis. To confirm infection of
the pancreatic necrosis, which is common
during the second week of severe acute
pancreatitis, ultrasound-guided percutaneous
fine-needle aspiration of the pancreatic
necrosis was done on the ninth day from the
clinical onset of acute pancreatitis. There was
no growth of organisms on cultures of the
aspirate.

The skin lesion, which appeared on the 12th

day from the clinical onset of acute
pancreatitis, lasted for 15 days and resolved
spontaneously with conservative management
of acute pancreatitis. Surgical skin biopsy
showed lymphoplasmacytic infiltration along
the fibrous septa surrounding the
subcutaneous fat lobules and around the
dermal blood vessels suggesting septal
panniculitis, a very early stage of pancreatic
panniculitis (Figure 3). Subsequent
ultrasonography on the 20th day showed a
well-organized inflammatory mass 8x4 cm in
size in and around the body of the pancreas,
suggestive of organized pancreatic necrosis.
The acute pancreatitis was treated
conservatively and the patient recovered well.
The patient has been symptom free during 6
months of follow-up. Complete resolution of
the pancreatitis with no sequlae was found on
follow-up ultrasonographic examination.

DISCUSSION

The most common pancreatic disorders
associated with pancreatic panniculitis are
acute or chronic pancreatitis [6] (especially
alcohol related) and pancreatic carcinoma
(usually acinar cell carcinoma, less frequently
islet cell carcinoma [7]). Rarely are other
pancreatic disorders associated with
pancreatic panniculitis, including post-
traumatic pancreatitis [8], pancreatic
pseudocysts [7], pancreas divisum [9] and
vascular pancreatic fistulas [1, 10]. Pancreatic
panniculitis has recently been reported in
association with primary human
immunodeficiency virus (HIV) infection and
a hemophagocytic syndrome [11]. The
pathogenesis is still unknown, but released
pancreatic enzymes, such as trypsin, may
increase the permeability of the
microcirculation and lymphatic channels [12].
Lipase or amylase then causes subcutaneous
fat necrosis in the lobules. Fat saponification
combined with secondary pannicular
inflammation results in 'lobular panniculitis',
characteristic of pancreatic panniculitis. The
diagnosis of panniculitis frequently requires
deep skin biopsy. The most important

Figure 3. Septal panniculitis: histopathological
microphotograph. A low power microscopic view
shows a normal epidermis (A) with lymphoplasmacytic
infiltration along the fibrous septa (B) in between the
subcutaneous fat lobules (C) and around the dermal
blood vessels suggestive of a very early stage of
pancreatic panniculitis.
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histological characteristic is the location of
the inflammatory process. Inflammation
primarily in the fibrous septa is designated as
septal panniculitis, whereas inflammatory
cells primarily in the fat lobules designate
lobular panniculitis. In the very early stage of
pancreatic panniculitis, a septal pattern of
inflammatory involvement characterized by
lymphoplasmacytic infiltration in the fibrous
septa surrounding the subcutaneous fat
lobules has been described by Ball et al. [5].
This type of septal panniculitis was also
encountered in our patient as a cutaneous
marker of a very early stage of pancreatic
panniculitis indicating acute alcoholic
pancreatitis, which was confirmed by
histopathological examination of a skin
biopsy specimen.
In general, the main histopathological feature
of pancreatic panniculitis is predominantly
lobular panniculitis without any vasculitis [6].
A predominantly neutrophilic lobular
inflammatory infiltrate is seen surrounding
the foci of subcutaneous fat necrosis. This
pancreatic coagulative fat necrosis is
characterized by a collection of 'ghost cells'
which are anucleate adipocytes containing
intracytoplasmic fine basophilic granular
material (calcification) from the
saponification of fat secondary to the action
of liberated pancreatic enzymes on
subcutaneous fat [1, 6]. The resistance of the
fat cell membrane to lipase produces the
shadowy cell walls ('ghost-like cells' [13]) and
the fatty acids combine with calcium to form
calcium soaps. In much older lesions, the
infiltrate is more granulomatous containing
foamy histiocytes and multinucleated giant
cells.
Acute panniculitis is classified as,
'panniculitis without systemic disease' usually
due to trauma or exposure to cold and
'panniculitis with systemic disease' usually
due to collagen vascular diseases, pancreatic
diseases and lymphoproliferative disorders [6,
13, 14].
'Septal panniculitis without vasculitis',
especially on the anterior leg, is diagnostic of
erythema nodosum but can also be seen in a
very early stage of pancreatic panniculitis [5]

associated with acute pancreatitis,
scleroderma, eosinophilic fascitis,
dermatomyositis and necrobiosis lipoidica
diabeticorum. 'Septal panniculitis with
vasculitis' is diagnostic of cutaneous
polyarteritis associated with granulomatous
bowel disease [6, 13, 14].
'Lobular panniculitis without vasculitis' is
commonly associated with pancreatic diseases
and is also seen with systemic diseases such
as Weber Christian disease (systemic nodular
panniculitis), lupus erythematosus,
sarcoidosis, granuloma annulare, Sweet’s
disease associated with alpha1-antitrypsin
deficiency, deep fungal infections and acute
sudden weight loss from gastrointestinal
surgery. 'Lobular panniculitis with vasculitis'
is characteristic of nodular vasculitis and
erythema induratum [6, 13, 14].
The treatment of choice for pancreatic
panniculitis is treatment of the underlying
pancreatic disorder [13]. The resolution of
panniculitis after the placement of a
pancreatic duct stent in chronic pancreatitis
has been reported by Lambiase et al. [15].
Surgical correction of an anatomical
pancreatic ductal anomaly or pancreatic
pseudocyst can result in the complete
resolution of panniculitis. The prognosis is
worse for cases of pancreatic panniculitis
associated with pancreatic carcinoma [12].

CONCLUSION

Septal panniculitis without vasculitis and fat
necrosis or saponification (apart from the
classical lobular pattern of pancreatic
panniculitis) denotes a very early stage of
pancreatic panniculitis. This rare cutaneous
manifestation is seen in acute alcoholic
pancreatitis, particularly in males.
The treatment of pancreatic panniculitis is
primarily supportive and depends on the
underlying pancreatic pathology which may
include surgery or endoscopic management.
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