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Letters to 
the Editor

Pancreatic panniculitisPancreatic panniculitis

Sir,
We read with a great deal of interest the article titled 
“Panniculitis-polyarthritis-pancreatitis syndrome” by 
Kashyap et al., which describe the rare association of 
panniculitis with pancreatic pathology.[1] However, we 
would like to make the following observations.

Panniculitis is an inflammation of the subcutaneous 
fat that can be associated with erythema nodosum, 
erythema induratum, Weber–Christian panniculitis, 
lupus panniculitis, alpha-1-antitrypsin deficiency and 
pancreatic disease including pancreatic neoplasms. 
Clinically, panniculitis presents with erythematous, 
ill-defined, reddish-brown, painful or painless 
nodules which appear on the arms, trunk, thighs, and 
breast. Chiari first described the association between 
pancreatic disease and subcutaneous fat necrosis 
in 1883. The subcutaneous nodules associated with 
pancreatic disease can precede, occur concurrently 
with or follow the pancreatic pathology. Pancreatic 
panniculitis can be associated with pancreatic 
malignant tumors (acinar cell carcinoma in 80% of 
the cases), and with acute or chronic pancreatitis. 
Distinctive laboratory values in pancreatic panniculitis 
include eosinophilia and elevated serum lipase 
levels.[2] Panniculitis in association with polyarthritis 
and eosinophilia is known as Schmid’s triad and 
shows a poor prognosis.[3]

The pathogenesis of pancreatic panniculitis is not 
unraveled but saponification of fat secondary to the 
action of liberated pancreatic lipase and elastase I 
is a postulated mechanism. Histopathologically, 
pancreatic panniculitis is characterized by lobular fat 
necrosis with anuclear adipocytes, called ghost cells, 
within a thick, shadowy wall with or without focal 
calcification and a mixed inflammatory infiltrate.[2]

In the article by Kashyap et al., it appears that authors 
are describing the association of panniculitis with 
alcohol-induced mass forming chronic pancreatitis. 
The final diagnosis is unclear since there is no mention 
about the histopathology of the mass. Although, both 
chronic pancreatitis- associated mass and carcinoma 
head pancreas may present with similar symptoms 

and signs, lack of calcification in the pancreatic 
parenchyma or within the mass, absence of atrophy of 
the parenchyma and smooth dilation of the pancreatic 
duct make chronic pancreatitis-associated mass less 
likely.[4]

In chronic pancreatitis, the dilated duct is typically 
irregular with strictures and contains calcification.[4] 
Moreover, the patient in the described case was known 
to have had a single episode of pancreatitis without 
any exocrine or endocrine insufficiency which itself 
negates the possibility of chronic pancreatitis.

Quite often, pancreatic tumor manifests itself 
as acute pancreatitis.[5] Such a clinical setting 
in an elderly person with imaging features of 
mass in the pancreatic head (that lacks features 
of chronic pancreatitis-associated mass as 
described above) should prompt endoscopic ultra 
sound (EUS)/endoscopic retrograde cholangio-
pancreatography (ERCP)-guided biopsy before any 
surgery is contemplated.

The authors mention that the X-rays of the joint was 
normal but correlating with the description and clinical 
images provided in the article, the X-rays would at least 
reveal abnormal soft tissue swelling around the joint 
with displacement of fascial planes. The diagnosis of 
pancreatic panniculitis was established on biopsy. The 
biopsy was, however, followed by ultrasonography-guided 
aspiration. We wonder if there was any additional 
benefit of performing guided aspiration after biopsy, 
which is a gold standard for diagnosis. Similarly, if the 
authors thought the pancreatic mass to be malignant, 
serum measurement of CA 19-9 should have been done 
instead of carcinoembryonic antigen since the former 
has a specificity and sensitivity of 90% and is also 
widely used.[5] Furthermore, carcinoembryonic antigen 
can be increased in a numberof tumors other than 
pancreatic carcinoma. Lastly, the pancreatic duct has 
been erroneously labeled as common bile duct (CBD) in 
the provided images.
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Transparency imaging: A new Transparency imaging: A new 
complementary tool for the complementary tool for the 
assessment of melanocytic neviassessment of melanocytic nevi

Sir,
Manual measurement of melanocytic nevi is only 
performed with rulers which are not satisfactory for 
irregular and large lesions and give no information about 
shape. Transparency tracing is a standard measurement 
tool for skin wound areas, which is reliable, sensitive to 
changes in size and suitable for routine clinical wound 
assessment, in most clinical settings.[1-4] Transparency 
tracing of skin wounds entails tracing the contour on a 
transparent film with a permanent pen in order to make 
periodic comparisons for evaluating treatment outcome 
by means of overlap of transparency tracing with the 
real wound contour or by morphometry.

In spite of the large experience in wounds, 
transparency tracing has not yet been applied for the 
assessment of melanocytic nevi. Transparency tracing 

could be especially relevant for the assessment of 
melanocytic nevi in settings with limited access to 
digital equipment and for measuring intermediate 
congenital melanocytic nevi. Because the accuracy of 
baseline images is crucial, our pilot study was focused 
on this step.

The procedure of transparency tracing of melanocytic 
nevi is explained in Figures 1 and 2. The reproducibility 
of melanocytic nevi transparency tracing was 
evaluated by means of scoring the overlap with 
the real melanocytic nevi contour on 100 common 
melanocytic nevi lesions from 42 patients (20 males 
and 22 females). The scoring was performed first over 
single and later over duplicated transparency tracing 
by a single observer, as follows:
• Single transparency tracing. It was scored 

as accurate (complete overlap with the 
outline of the melanocytic nevi lesion) or 
as inaccurate (incomplete overlap with the 
melanocytic nevi)

• Duplicated transparency tracing (performed 
twice on the same day). They were scored as 
accurate (complete overlap both between both 
transparency tracing and with the real lesion) 
or as inaccurate (incomplete overlap between 
them). The reproducibility of the scoring 
method was evaluated by means of a test–retest, 
on two separate days (interval of 3–4 weeks, in 
order to eliminate real changes in melanocytic 
nevi lesions), and was indirectly tested by 
means of Cohen’s Kappa statistics.

In the first set, the strength of agreement of the 
accuracy scoring single transparency tracing (overlap 
with the real lesion) was good: Kappa value 0.70; 
43 (86%) agreements (SE of Kappa, 0.12; 95% 
confidence interval from 0.32 to 0.80). In the second 
set (duplicated transparency imaging), the strength 
of agreement of transparency imaging accuracy 
scoring (overlap with the real lesion and with the 
paired transparency imaging) was “very good”: Kappa 
0.82; 46 (92%) agreements (SE of Kappa 0.08; 95% 
confidence interval from 0.66 to 0.98).

Our study showed that several factors are important 
in order to standardize the tracing of transparency 
tracing: (i) fixing the patient’s position, which 
influenced the shape of melanocytic nevi in some 
locations; (ii) fixing the transparency tracing position 
along the vertical axis of the lesion; and (iii) tracing 
the melanocytic nevi lesion meticulously. In addition, 
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