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Cutaneous complications of pentazocine abuse

Sir,

We read with interest the report by De et al. on ‘Pentazocine-
induced leg ulcers and fibrous papules’.!"! Recently we also
observed a similar case which we are reporting here. A 27 -
year-old male, a paramedical worker by profession, presented
with a history of ulcers over the extremities for the last two
years. The patient himself admitted pentazocine and alcohol
abuse over the last two and half years. Initially he used to
inject in the veins but later on he started using subcutaneous
injection, as it became difficult to inject in the veins. Within
a few days of injecting pentazocine, he used to develop
nodules, which would burst open discharging blood-stained
or oily fluid, followed by the formation of ulcers.

On cutaneous examination, he had multiple, punched-out
deep ulcers [Figure 1] over the dorsa of the hands, legs and
feet. These ulcers were irregular in shape, 1-2 cm. in size,
surrounded by hyperpigmentation and most of them had
yellowish exudates at their bases. Necrotic eschar was present
at the floor of the ulcer over the dorsum of the hand [Figure
2]. There was no discomfort due to these ulcers. The adjacent
skin was erythematous, indurated and edematous and at
places, depressed scars were present within the indurated
areas. Small atrophic scars with underlying induration were
present at sites of venous access like cubital fossa, lateral

Figure 1: Ulcers/scars on both legs and feet

borders of wrists, dorsa of hands and feet. The patient also
had nonpitting edema of hands and feet, which is also called
as puffy-hand syndrome, usually seen in opioid addicts
[Figure 2]. There was difficulty in peripheral vein access. On
psychiatric evaluation, no underlying psychiatric abnormality
was found. He was premorbidly adjusted and was handling
his responsibilities adequately. Routine hematological and
biochemical tests were within normal limits. Screening
for Hepatitis B virus (HBV), Hepatitis C virus (HCV), human
immunodeficiency virus (HIV) and antinuclear antibodies
(ANA) was negative. Histopathology showed nonspecific
features. The patient was treated conservatively along with
psychiatric consultation and counseling.

Pentazocine was introduced in 1967 as a “nonnarcotic,
nonaddicting” analgesic. However, the abuse potential of
this medication was soon recognized and cutaneous and
muscular complications of pentazocine abuse have been
reported.”* Prasad et al.l® have described the diagnostic
pointers for pentazocine-induced ulcers which are irregular
shaped, deep ulcers with black eschars and surrounding
induration, halo of hyperpigmentation, ulcers/nodules/scars
along superficial veins, woody induration, needle pricks /
thrombophlebitis, puffy-hand syndrome, difficulty in venous
access, fibrous myopathy, apparent indifference of the patient

Figure 2: Ulcer with necrotic eschar and nonpitting edema of both
hands and feet (Puffy-hand syndrome)
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(lack of discomfort), past history of a chronic painful medical
condition, prior iatrogenic administration of pentazocine,
patients associated with medical profession (relatively easier
access to the drugs). Our present case also had most of the
above-mentioned features except fibrous myopathy and past
history of a chronic painful medical condition. The exact
pathogenesis of cutaneous complications of pentazocine is
not known. It has been suggested that if not rapidly absorbed,
pentazocine may get precipitated in the slightly alkaline pH of
extracellular fluid. The precipitated crystals may then initiate
a chronic inflammatory response.’! Repeated injections
probably lead to sclerosis of the veins leading to difficulty in
gaining access to peripheral veins. The puffy-hand syndrome,
i.e., nonpitting edema of the dorsa of the hands sparing the
fingers, can occur with any injectable opioid abuse. Occlusion
of venous or lymphatic drainage or both, may be the cause
of the edema.

The definitive evidence of pentazocine abuse, i.e., the
history and its presence in the urine, may not be present in
all the cases. In such a scenario, the clinical features are of
great importance. Recognition of the condition will prevent
misdirected investigations and treatment.
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