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Grey Turner’s sign in acute necrotizing pancreatitis
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A 32-year-old male presented to Emergency Department 
with history of severe epigastric pain radiating to the back, 
recurrent vomiting of 3 days duration, and shortness of breath. 
The patient was managed initially elsewhere with intravenous 
fluids and broad spectrum antibiotics. On examination patient 
had tachycardia (pulse rate 150 bpm), tachypnea (respiratory 
rate 38/min) and a blood pressure of 130/80  mmHg. 
Examination of the abdomen revealed generalized distention of 
the abdomen with erythema in the left flank (Fig. 1) suggestive 
of Grey Turner’s sign. The area was tender to touch and had 
raised local temperature. Bowel sounds were absent. Serum 
amylase and lipase were elevated and contrast-enhanced 
computed tomography of the abdomen performed on day 5 
revealed non enhancing pancreas (>50% necrosis, computed 
tomography severity index 10/10) and extra-pancreatic 
necrosis tracking down both the pararenal spaces into the 
pelvis (Fig. 2 A,B). The site where the Grey Turner’s sign was 
seen exactly correlated with the site of extrapancreatic necrosis 
on imaging. The patient was shifted to the Intensive Care Unit, 
started on intravenous fluids, antibiotics, analgesics and put on 
mechanical ventilation due to severe hypoxemia. Despite 48 
h of intensive therapy, the patient continued to worsen with 
elevated total leukocyte count and high-grade fever. Therefore, 
a pigtail was inserted into the lesser sac collection which 
drained hemorrhagic fluid (Fig.  3). Despite all efforts, the 
patient went into refractory shock and could not be revived.

Grey Turner’s sign was described by a British surgeon for 
the first time in 1920 in a patient of acute pancreatitis [1]. This 
sign is nonspecific for acute pancreatitis and has been described 
in retroperitoneal hemorrhage secondary to hepatocellular 
carcinoma, trauma, perirenal hematoma, and portal 
hypertension [2,3]. The Grey-Turner’s sign is produced by 
spread of the pancreatic inflammation from the anterior 
pararenal space between the posterior renal fascia and 
subsequently to the lateral edge of the quadratus lumborum 
muscle [4]. The skin signs of acute pancreatitis are rare, but, if 
present, they confer a poor prognosis, as in our case [5].

References

1.	 Turner GG. Local discoloration of abdominal wall as a sign of acute 
pancreatitis. Br J Surg 1920;7:394-395.

2.	 Sevastianos VA, Deutsch M, Dourakis SP. Grey-Turner’s sign as 
the first indication of a ruptured hepatocellular carcinoma. J Clin 
Oncol 2004;22:1156-1157.

3.	 Chauhan S, Gupta M, Sachdeva A, et al. Cullen’s and Turner’s sign 
associated with portal hypertension. Lancet 2008;372:54.

4.	 Meyers MA, Feldberg MA, Oliphant M. Grey Turner’s sign and 
Cullen’s sign in acute pancreatitis. Gastrointest Radiol 1989;14:31-37.

5.	 Lankisch PG, Weber-Dany B, Maisonneuve P, Lowenfels AB. 
Skin signs in acute pancreatitis: frequency and implications for 
prognosis. J Intern Med 2009;265:299-301.

Department of Gastroenterology, Post Graduate Institute of Medical 
Education and Research (PGIMER), Chandigarh, India

Conflict of Interest: None

Correspondence to: Dr Surinder Singh Rana, 
Department of Gastroenterology, PGIMER, Chandigarh 160012, India, 
Tel.: +91 172 2749123, Fax: +91 172 2744401, 
e-mail: drsurinderrana@yahoo.co.in

Received 13 July 2014; accepted 16 July 2014

Figure 1 Grey Turner’s sign

Figure 3 Hemorrhagic fluid retrieved from the percutaneous drain 
inserted in lesser sac 

Figure 2 Contrast-enhanced computed tomography (CECT) of the 
abdomen: (A) Extrapancreatic necrosis along the left posterior pararenal 
space. (B) Non enhancing pancreas suggestive of pancreatic necrosis
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