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Abstract
Lipomembranous panniculitis (LP) is a

peculiar type of fat necrosis and is reported
with various clinical conditions, mostly
with peripheral vascular diseases. Here, a
case of a 57-year-old woman with a painful
erythematous swelling of the right leg in
association with venous insufficiency has
been reported. Although LP is frequently
associated with venous insufficiency, to the
best of our knowledge, this is the first report
on the beneficial effect of venous insuffi-
ciency treatment in LP.

Introduction
Lipomembranous panniculitis (LP)

refers to a chronic inflammation of the sub-
cutaneous tissue, presumably representing a
non-specific type of ischemic necrosis of
the fatty tissue.1 There are several underly-
ing associated clinical disorders such as dia-
betes, erythema nodosum, morphea and
lupus panniculitis, but the most commonly
noted one is venous insufficiency.2 It is gen-
erally characterized by painful sclerotic
changes, which are observed on the lower
limbs of overweight, middle-aged, diabetic
women with severe venous stasis.1
Histologic changes of this panniculite type
may be the result of an inflammatory reac-
tion in patients who have the liposclerosis
of venous insufficiency with connective tis-
sue disease or previous leg ischemia or
both.3 Although LP is frequently associated
with venous insufficiency, to the best of our
knowledge, this is the first report on the
beneficial effect of venous insufficiency
treatment in LP. 

Case Report
A 57-year-old woman known to have

diabetes mellitus presented a right leg swel-
ling for 2 years. She noted erythema and
swelling of the right leg accompanied by
pain. Dermatological examination revealed
an erythematous, violaceous, indurated
sclerotic plaque on the posterolateral aspect
of the right tibia. Multiple varicose veins
were located in the posterior tibial area. No
history of trauma or discharge was recor-
ded. She had a history of thrombophlebitis
on the same leg and this happened twice,
one of which was four years ago and the
other one was six years ago. Doppler ultra-
sound revealed no evidence of deep vein
thrombosis. Bilateral dilate varicose veins
were detected, which were more prominent
on the right leg (Figure 1).

The differential diagnosis consisted of
erythema nodosum, erythema induratum,
nodular vasculitis, alpha-1 antitrypsin defi-
ciency-associated panniculitis, trauma-
induced panniculitis, morfea, necrobiosis
lipoidica, cutaneous sarcoidosis and subcu-
taneous granuloma annulare. A punch biop-
sy was performed for the histopathological
evaluation. The subcutaneous fat had
microcystic changes within the fat lobules
(Figure 2). The membrane caused small
pseudopapillae with periodic acid-Schiff
stain (Figure 3). Macrophage accumulation
was found in the subcutaneous tissue
(Figure 4). Fibrozis was present in the retic-
ular dermis (Figure 5). These histological
findings allowed the diagnosis of the LP. 

Complete blood count, liver and kidney
function tests, electrolytes, erythrocyte
sedimentation rate, C reactive protein,
thyroid function tests, serum complement
levels, alpha-1 antitrypsin, serum amylase
and lipase levels were all observed to be
within the normal limits. Antinuclear anti-
body, rheumatoid factor, thyroid autoanti-
bodies were found to be negative. The pati-
ent was observed to be hyperglycemic, with
a blood glucose level of 127. Other test
results were observed to be within the nor-
mal limits. Systemic steroid treatment was
started with a daily dosage of 60 mg. The
treatment was completed in 3 months by
reducing it 10 mg within the intervals of 2
weeks. Relapse was observed 1 week after
the steroid therapy and the colchicine the-
rapy was started. Partial regression was
observed in the existing lesions during the
2-month follow-up period with colchicine
treatment, but the formation of new lesions
continued and the treatment was terminated
on her own request. For the venous insuffi-
ency, a consultation of cardiovascular sur-
gery was performed and right saphena

manga was treated by the radiofrequency
ablation method in addition to the calcium
dobesilate medical treatment, No new lesi-
ons occured during the 2 year follow-up
period after the surgical treatment (Figure
6).

Discussion
LP was first described in the Nasu-

Hakola disease, which is characterized by
the membranocystic degeneration of long
bones and adipose tissues as well as the
sudanophilic leukodystrophy of cerebral
hemispheres. However, subsequent reports
demonstrated that the membranocytic
changes could be associated with arterial
ischemia and venous insufficiency.4

In a series of 38 cases with LP, the mean
age of all patients was 57, 89% of them
were women and the majority were obese,
similar to our case. LP can demonstrate very
different clinical manifestations such as
sclerotic plaque, subcutaneous nodule,
atrophic plaque, ulceration and purpura.
The most common clinical context was
chronic sclerotic plaque and it was most
commonly observed on the lower leg
(82%). In our case, a sclerotic plaque was
observed on the lower limb. Other reported
locations included the buttock, the trunk,
and the arm. There are several reports of
associated clinical disorders such as venous
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insufficiency, stasis dermatitis, hemosiderin
pigmentation, overt venous varicosities,
erythema nodosum, morphea, and lupus
panniculitis but the venous insufficiency is
the most common association. It has been
concluded that the lipomembranous fat
necrosis is most likely to be a nonspecific
form of the ischemic fat degeneration that
may be induced by various clinical entities.
This change is most often seen in venous
insufficiency-associated chronic sclerotic
plaques, typically observed in middle-aged
obese women, and the term stasis-associat-
ed lipomembranous panniculitis (SALP) is
proposed in order to describe this most
common form of lipomembranous fat
necrosis.5

In addition to venous insufficiency pso-
riasis, multiple colon polyposis, ulcerative
colitis, celiac disease,3 rheumatoid arthritis,4
morphea,6 dermatomyositis,7 liver cirrhosis
and diabetes2 have been reported to be asso-
ciated with the LP. Otherwise, one case has
been reported to be associated with trauma8
and two cases were reported to be associat-
ed with chemotherapy.8-10

In regard of the occurrence period of the
lesions, it is reported that most of the
lesions had been evolving for over 6 months
and they were associated with chronic
venous insufficiency of the legs in a series

of 8 cases with LP. In two of the cases, the
lesions occurred in patients with connective
tissue disorders.1 In our case, the lesions
were chronic and they were present for 2
years. There was no associated connective
tissue disease.

The histological features of LP are char-
acterized by thickened undulating mem-
brane lining microcysts. Projection of the
membranes into the cystic spaces is appar-
ent.4 In one series, it was associated with
other variable histological features includ-
ing dilated veins, hemorrhage, endarteritis
obliterans, and sclerosis. Few cases also
demonstrated capillaries proliferation, cal-
cified vessels, and hemosiderin deposition.3

LP is predominantly associated with
venous insufficiency, arterial ischemia, and
the presence of varicosity. Moreover, the
histological findings revealed vascular
pathologies. These findings suggest that LP
is caused by fatty tissue ischemic damage.
Ischemic damage leads to the degeneration
of fat tissues and fibrinogen accumulation
leading to the characteristic histology of
LP.3 Other hypotheses explained these
changes to be caused by the circulatory dis-
turbances and the metabolic disorder of
lipids.5

The treatment mostly depends on the
relief of associated conditions targeting the
inhibition of inflammation and fibrosis.
Recently there is no standart therapy of this
condition. In our case, conventional treat-
ments were not successful whereas a surgi-
cal approach for venous insufficiency was
successful for the relief of the symptoms.

Conclusions
In conclusion, in case of a presence of

sclerotic plaque in the lower extremity in a
female patient with middle age and obesity,
venous insufficiency and LP should be con-
sidered in the differential diagnosis. Also, in
patients of LP with venous insuffficiency,
relief of vascular problems with surgery
may be an alternative option when resistant
to conventional anti-inflamatorry therapy.
Therefore, increased number of cases may
enlighten the way for pathogenesis, its asso-
ciations and alternative treatment options
for the resistant cases.
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Figure 1. Erythematous, indurated sclerot-
ic plaque on the posterolateral aspect of
the right tibia.

Figure 2. The subcutaneous fat had micro-
cystic changes within the fat.

Figure 3. The membrane formed small
pseudopapillae  (PAS x20).

Figure 4. Macrophage accumulation was
found inthe subcutaneous tissue (HE X20).

Figure 5. Fibrozis was found in reticular
dermis (HE X 10).

Figure 6. After 6 months of treatment.
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