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PHOTO CLINIC
Brief Photo-Based Cases

A55-year-old female presents with a five-
week history of a rapidly-expanding

painful ulceration located over her right hip.
She reports that it began after an injury at the
site. She has a history of ulcerative colitis that is
currently in remission. She is not on any medica-
tions and has had no treatment for her condition.

What is your diagnosis?

Pyoderma gangrenosum (PG) is an ulcerating
skin condition of unknown etiology. Immune
dysregulation is thought to play a role. There are
four clinical types:
• ulcerative,
• pustular,
• bullous and
• vegetative.
The ulcerative type is the most common.
Lesions often begin as small, painful papules at
sites of trauma that can rapidly expand. The
lower extremities are most commonly involved;
however, other locations such as the genitalia,
oral cavity and peristomal sites can be affected.

PG has no racial predilection and typically
occurs in the fourth or fifth decade of life.

PG characteristically presents as an ulcera-
tion surrounded by an “angry” purplish-red
undermined border. The lesions heal in a char-
acteristic atrophic, cribiform pattern. Half of the
patients with PG have an associated medical
condition, inflammatory bowel disease being
the most common. The incidence of PG in
patients with Crohn’s disease and ulcerative col-
itis is 5% and 1% respectively. Leukemias,
chronic active hepatitis and rheumatoid arthritis
have also been associated with PG.

The diagnosis is clinical and one of exclu-
sion. A biopsy can be helpful in ruling out other
causes of ulceration but is not specific. Routine
hematological, urine and culture testing should
be performed to rule out underlying systemic
illness or infection. The differential diagnosis
should also include other causes of skin ulceration,
such as malignancy, vasculitis and diabetes.

The treatment of small lesions involves
wound care with gentle debridement, topical
and/or intralesional corticosteroids; topical
tacrolimus has also shown some benefit. Larger
lesions often require systemic immunosuppres-
sive therapy. Prednisone is often the treatment
of choice; however, cyclosporine, the sulfa class
of medications, methotrexate and mycopheno-
late mofetil have also been used successfully.
There has been recent evidence supporting the
use of infliximab for this condition. Surgery
with grafting is usually avoided.

A Painful Ulceration
Samir N. Gupta, MD, FRCPC, DABD

Figure 1. Ulcerative lesion.
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