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Pyoderma Gangrenosum

Pyoderma gangrenosum (PG) is a rare, chronic, and often recurrent inflammatory skin disorder
that manifests as deep ulcerative lesions. These ulcers typically develop from initially benign
lesions, such as papules or insect bite-like bumps, which progress to form painful, necrotic ulcers.
Although PG is not associated with any known infection or gangrenous process, it is frequently
linked with various systemic and autoimmune diseases.

Clinical Features

PG is characterized by the rapid development of deep, painful ulcers that typically originate from a
small, tender papule or pustule. The lesion's base is often erythematous, and the center undergoes
necrosis, resulting in a characteristic ulcer with raised, violaceous borders. These lesions can occur
anywhere on the body but are most commonly found on the lower extremities. The number and
size of ulcers can vary, with some patients developing a single ulcer and others experiencing
numerous, coalescing lesions that affect large areas of the skin.

PG has several clinical variants, including:

➢ Classic ulcerative PG: The most common form, characterized by large, deep ulcers with
necrotic centers.

➢ Bullous PG:Marked by the formation of large, fluid-filled blisters that can rupture and form
ulcers.

➢ Pustular PG: Characterized by pustules that may evolve into ulcers.
➢ Superficial granulomatous PG: Presents with raised, firm, erythematous nodules that may

ulcerate but are more superficial than classic PG ulcers.

In addition to these variants, PG may also manifest as a pathergic reaction, where minor trauma or
injury to the skin (e.g., needle pricks, scratches) leads to the appearance of new lesions. This
phenomenon is also seen in other inflammatory conditions, such as Behçet's disease. PG lesions,
unlike those in Behçet’s disease, are typically responsive to topical steroids, which helps
distinguish the two conditions.

Etiology and Pathogenesis

Despite its name, pyoderma gangrenosum is neither infectious nor gangrenous. The exact cause
remains unclear, although PG is strongly associated with systemic diseases, especially autoimmune
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and inflammatory conditions. Approximately 50% of PG patients have an underlying systemic
disease, with the most common associations being:

➢ Inflammatory bowel disease: Including ulcerative colitis and Crohn’s disease.
➢ Arthritis: Particularly rheumatoid arthritis.
➢ Myeloproliferative disorders: Such as myelocytic leukemia and hairy cell leukemia.
➢ PAPA syndrome: A genetic condition involving pyogenic arthritis, pyoderma gangrenosum,

and acne.

While the connection between PG and these systemic diseases is well-established, up to 25-50% of
cases are idiopathic, with no identifiable underlying condition. Research suggests that PG may be
caused by a defect in neutrophil function, leading to an inappropriate inflammatory response.
Additionally, dysfunction in both humoral and cell-mediated immunity has been implicated,
although these findings have not been consistently supported across studies.

Diagnosis

The diagnosis of pyoderma gangrenosum is primarily clinical, based on the characteristic
appearance of the lesions. However, because PG can resemble other conditions, such as infectious
ulcers or malignancies, a biopsy may be required for definitive diagnosis.

The presence of PG is often considered a diagnosis of exclusion, especially in cases where the
patient has no clear underlying systemic disease. Laboratory tests may include a complete blood
count, liver function tests, and markers of inflammation to assess for systemic involvement,
especially in cases with associated conditions like IBD or myeloproliferative disorders. In certain
cases, additional tests, such as stool tests or endoscopy, may be performed to investigate for IBD.

Treatment Options

No single treatment regimen has proven universally effective for pyoderma gangrenosum.
Management typically involves addressing both the skin lesions and any underlying systemic
conditions. The choice of treatment depends on factors such as the size, location, and severity of
the lesions, as well as the presence of comorbid conditions.

➢ Corticosteroids:
○ Systemic corticosteroids are the cornerstone of PG treatment, used to control

inflammation and promote wound healing. Prednisone is commonly prescribed,
often at high doses initially, with gradual tapering as the lesions improve. Topical
corticosteroids may also be used for less severe or localized cases.

○ Despite the widespread use of corticosteroids, some patients may not respond
adequately to this treatment, or they may experience side effects from long-term
use.

➢ Immunosuppressive Agents:
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○ For corticosteroid-resistant cases, calcineurin inhibitors like tacrolimus and
cyclosporine have been used with success. These agents inhibit T-cell activation and
are thought to modulate the immune response that drives PG.

○ Azathioprine and methotrexate are also used in refractory cases, particularly for
patients with associated conditions like inflammatory bowel disease or arthritis.

➢ Biologic Therapy:
○ In cases where conventional treatments fail, biologic agents that target specific

immune pathways may be considered. Tumor necrosis factor inhibitors, such as
infliximab and adalimumab, have shown efficacy in treating PG, particularly in
patients with underlying IBD or arthritis.

○ Other biologics, such as interleukin-1 inhibitors, may also be explored as potential
treatment options for refractory PG.

➢ Wound Care:
○ Comprehensive wound care is essential to managing PG ulcers. This may include

debridement, dressing changes, and maintaining an optimal moist environment for
wound healing. For large or recurrent ulcers, surgical options may be considered,
such as skin grafting or excision of necrotic tissue.

➢ Other Therapies:
○ Plasma exchange and IV immunoglobulin (IVIG) have been used in severe or

refractory cases, although evidence for their effectiveness is limited.
○ Topical treatments, including potent corticosteroids or calcineurin inhibitors, may

provide relief for localized lesions or as adjuncts to systemic therapy.

Prognosis

The prognosis for pyoderma gangrenosum depends on the severity of the disease, the presence of
associated systemic conditions, and the patient's response to treatment. In many cases, PG
improves with appropriate treatment, although relapses are common. Early diagnosis and
management are crucial in preventing complications, such as scarring or secondary infections.
Patients with PG, especially those with associated conditions like IBD, require ongoing monitoring
and management to ensure optimal outcomes.

Conclusion

Pyoderma gangrenosum is a rare but significant dermatologic condition that presents with
characteristic ulcerative lesions. While the exact cause remains unclear, it is often associated with
systemic diseases, particularly autoimmune and inflammatory conditions. Treatment strategies
typically involve systemic corticosteroids, immunosuppressive agents, and biologics, with wound
care being an integral part of management. Early recognition and individualized treatment plans
are essential to minimize complications and improve quality of life for affected patients.

References



Ph: (956) 971 - 0404
www.oasisderm.com

❖ Alavi, A., Sibbald, R. G., & Marzano, A. V. (2021). Pyoderma gangrenosum: Pathogenesis, diagnosis, and
management. Journal of the American Academy of Dermatology, 85(1), 1-12.
https://doi.org/10.1016/j.jaad.2021.01.017

❖ Harrison, G., Sahu, S., & Miller, J. (2020). Pyoderma gangrenosum: A review of pathogenesis, diagnosis, and
treatment. Journal of Dermatological Treatment, 31(3), 254-263.
https://doi.org/10.1080/09546634.2020.1751589

❖ Jabbari, A., Ocampo, R., & Davis, M. (2021). Pyoderma gangrenosum: Clinical features, diagnosis, and
management. Dermatology Clinics, 39(2), 263-277. https://doi.org/10.1016/j.det.2020.12.008

❖ Leroy, J., Ghazarian, D., & Simon, S. (2020). Immunopathogenesis of pyoderma gangrenosum. Journal of
Clinical Immunology, 40(4), 437-444. https://doi.org/10.1007/s10875-020-00792-w

❖ Mehta, V., Kumar, A., & Thomas, T. (2020). Refractory pyoderma gangrenosum: Role of plasma exchange and
intravenous immunoglobulin therapy. Dermatology Research and Practice, 2020, 4106243.
https://doi.org/10.1155/2020/4106243

❖ Smith, K., White, E., & Manning, P. (2020). Tacrolimus and cyclosporine in the treatment of pyoderma
gangrenosum: A review. Journal of Dermatologic Treatment, 31(5), 510-519.
https://doi.org/10.1080/09546634.2020.1734986

https://doi.org/10.1016/j.jaad.2021.01.017
https://doi.org/10.1080/09546634.2020.1751589
https://doi.org/10.1016/j.det.2020.12.008
https://doi.org/10.1007/s10875-020-00792-w
https://doi.org/10.1155/2020/4106243
https://doi.org/10.1080/09546634.2020.1734986

