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Pyoderma gangrenosum
mistaken for diabetic ulcer

A 55-year-old man with type 2 diabetes 
mellitus, hypertension, anemia, and ul-

cerative colitis presented to the emergency de-
partment with an ulcer on his left leg (Figure 
1). He said the lesion had started as a “large 
pimple” that ruptured one night while he was 
sleeping and then became drastically worse 
over the past week. He said the lesion was 
painful and was “oozing blood.”
 On examination, the lesion was 7 cm by 
6.5 cm, with fi brinous, necrotic tissue, puru-
lence, and a violaceous tint at the borders. 
The patient’s body temperature was 100.5°F 
(38.1°C) and the white blood cell count was 
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8.1 × 109/L (reference range 4.0–11.0).
 Based on the patient’s medical history, the 
lesion was initially diagnosed as an infected 
diabetic ulcer. He was admitted to the hos-
pital and intravenous (IV) vancomycin and 
clindamycin were started. During this time, 
the lesion expanded in size, and a second le-
sion appeared on the right anterior thigh, in 
similar fashion to how the original lesion had 
started. The original lesion expanded to 8 
cm by 8.5 cm by hospital day 2. The patient 
continued to have episodes of low-grade fever 
without leukocytosis.
 Cultures of blood and tissue from the le-
sions were negative, ruling out bacterial infec-
tion. Magnetic resonance imaging of the left 
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Figure 1. The ulcer at presentation. Figure 2. The lesion improved rapidly after 
the start of oral corticosteroid therapy.
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PYODERMA GANGRENOSUM

tibia was negative for osteomyelitis. Punch bi-
opsy of the ulcer border was done on day 3 to 
evaluate for pyoderma gangrenosum.
 On hospital day 5, the patient developed 
acute kidney injury, with a creatinine increase to 
2.17 mg/dL over 24 hours from a baseline value 
of 0.82 mg/dL. The IV antibiotics were discon-
tinued, and IV fl uid hydration was started. At 
this time, diabetic ulcer secondary to infection 
and osteomyelitis were ruled out. The lesions 
were diagnosed as pyoderma gangrenosum.
 The patient was started on prednisone 30 
mg twice daily. After 2 days, the low-grade fe-
vers resolved, both lesions began to heal, and 
his creatinine level returned to baseline (Fig-
ure 2). He was discharged on hospital day 10. 
The prednisone was tapered over 1 month, with 
wet-to-dry dressing changes for wound care.
 After discharge, he remained adherent to 
his steroid regimen. At a follow-up visit to 
his dermatologist, the ulcers had fully closed, 
and the skin had begun to heal. Results of the 
punch biopsy study came back 2 days after the 
patient was discharged and further confi rmed 
the diagnosis, with a mixed lymphocytic com-
position composed primarily of neutrophils.

 ■ APPROACH TO DIAGNOSIS

Pyoderma gangrenosum is rare, with an inci-
dence of 3 to 10 cases per million people per 
year.1 It is a rapidly progressive ulcerative con-
dition typically associated with infl ammatory 
bowel disease.2 Despite its name, the condi-
tion involves neither gangrene nor infection. 
The ulcer typically appears on the legs and is 
rapidly growing, painful, and purulent, with 
tissue necrosis and a violaceous border.3 
 Pyoderma gangrenosum is often misdiag-

nosed as infective ulcer and inappropriately 
treated with antibiotics.2 It can also be mistreat-
ed with surgical debridement, which can result 
in severe complications such as pathergy.1
 The differential diagnosis includes dia-
betic ulcer, peripheral vascular disease, vas-
culitis, bacterial infection, osteomyelitis, and 
malignancy. Because it presents as an open, 
necrotic ulcer, ruling out infection is a top 
priority.3 However, an initial workup to rule 
out infection or other conditions can delay 
diagnosis and treatment,1 and treatment with 
broad-spectrum antibiotics poses the risk of 
nephrotoxicity and new complications during 
the hospital stay.
 Diagnosis requires meeting 2 major crite-
ria—ie, presence of the characteristic ulcerous 
lesion, and exclusion of other causes of skin 
ulceration—and at least 2 minor criteria in-
cluding histologic confi rmation of neutrophil 
infi ltrate at the ulcer border, the presence of 
a systemic disease associated with pyoderma 
gangrenosum, and a rapid response to steroid 
treatment.4,5

 Our patient was at high risk for an infected 
diabetic ulcer. After infection was ruled out, 
clinical suspicion for pyoderma gangrenosum 
was high, given the patient’s presentation and 
his history of ulcerative colitis.

 ■ TREATMENT

Treatment of pyoderma gangrenosum begins 
with systemic corticosteroids, as was done in 
this patient. Additional measures depend on 
whether the disease is localized or extensive 
and can include wound care, topical treat-
ments, immunosuppressants, and immuno-
modulators.1 ■
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