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yoderma gangrenosum (PG) is rarely seen; destructive, inflammatory
skin disease characterized by painful nodules or pustules that progress
to large and extended ulcerations.1 In 50% of the patients with PG,

there is an underlying disease. These include inflammatory bowel disease,
arthritis, leukemia, hepatitis, primary biliary cirrhosis, intestinal malignan-
cies and monoclonal gammopathy. In the patients with ulcerative colitis
(UC), the presence of PG is independent from the activity of the disease.
However, rarely, activation of UC may lead to PG development. In this ar-
ticle, we present an UC case with arthritis and the lesions consistent with
PG around ileostomy and on his right back, which have been developed ap-
proximately 7 months after total colectomy.

CASE REPORT

34-years-old male patient who has been diagnosed with UC and who have
undergone nearly total colectomy, was presented with the complaints of
running lesion in his right back and swelling on his left ankle, which have
been lasting for the last 1 week. Seven months ago, he was operated emer-
gently because of free air on abdominal computerized tomography while
detecting for bloody diarrhea. Computerized tomography showed normal
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terminal ileum, perforation of cecum, totally
necrotized right and transvers colon and partly
necrosis in the left colon. Pathologic result of the
patient, who had multiple colectomies, was consis-
tent with ulcerative colitis. For the patient in
whom arthritis was detected in the right ankle dur-
ing the post-operative follow-up, sulphasalazine
was recommended. However, patient discontinued
the drugs. In his control, all rectal mucosa was hy-
peremic and edematous, consistently with the ac-
tivation. His blood pressure was 120/80 mmHg,
pulse was 80/min, fever was 39°C, his general sta-
tus was moderate, he had ileostomia and abdominal
midline incision scarring and he had arthritis in the
left ankle (Figure 1). In his right back, pustular and
occasionally ulcerated purulent lesions, the largest
of which measures 3x4 cm and ulcerated lesions
around ileostomia were detected (Figure 2). His
laboratory investigations showed the following re-
sults: C-reactive protein: 391 mg/dl; sedimentation
rate: 81 mm/hr, white blood cell: 17.4/mm3; hemo-
globin: 11.5 g/dl. Hepatitis marker, VDRL, HIV
serology and immunological markers were all neg-
ative. The patient was examined by orthopedic
clinic for his arthritis on the left ankle. Cutaneous
and subcutaneous edema in the ankle and Achilles
tendinitis were detected; drainage was performed.
His cultures did not show any growth. The patient
with fever was examined by the department of in-
fectious diseases and he was initiated on antibiotic
therapy. The patient was examined by the rheuma-
tology clinic for Behçet’s disease, pathergy test was
performed; the result was negative. Pathological re-
sult of the skin lesion included ulcer in the epider-
mis, extensive infiltration of leukocytes with
polymorphic nuclei in the ulcerated area, few lym-
phocytes and histiocytes and neutrophils in the
epidermis of the surrounding tissue. Some findings
consistent with pyoderma gangrenosum were de-
tected. The patient was started 1 mg/kg systemic
corticosteroid and mupirocin-containing cream for
the lesions. Regression of lesion and fever during
the clinical monitorization, his acute phase reac-
tants decreased. Informed consent was obtained
from the patient.

DISCUSSION

Most common extraintestinal sign of the inflam-
matory bowel disease is arthritis. Arthritis is pres-
ent in 2-20% of the patients with UC and Crohn’s
disease.2 Peripheral arthritis is more commonly
seen in the patients with colon involvement and in
those with severe intestinal involvement.1 Brunst-
ing et al., who have firstly described rapidly pro-
gressing and painful, necrotic and irregular skin
ulcerations in 5 patients in 1930 and they called it
as Pyoderma gangrenosum.3 They are non-infec-
tious ulcerated cutaneous lesions with unknown
pathogenesis. There are the theories that it is a vas-
culitis or a cell-mediated reactive process. In its
histopathology, there is sterile abscess accompanied
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FIGURE 1: A. Arthritis in left ankle and B. Purulant material drained from the
lesion.

FIGURE 2: Pustuler, purulant lesion on the right scapular area of the patient.
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by marked neutrophil infiltration.4 Sterile abscess
results from venous and capillary thrombosis, hem-
orrhage, necrosis and extensive cell infiltration. PG
has four different clinical types, which include ul-
cerative, pustule, bullous and vegetative. Ulcera-
tive PG appears to be an irregular, necrotic and
mucopurulent ulcer and is associated with inflam-
matory bowel disease.5 Classification is done by
clinical and histological status, progression rate, re-
lated diseases and therapeutic modalities.1 In our
patient, the lesions were considered as ulcerative
PG due to their appearance and association with
UC. When PG is concomitant with ulcerative coli-
tis, the skin lesions generally appears several
months and several years after the onset of the co-
litis regardless of the clinical course of the disease.
Skin lesions are rarely seen before the intestinal
signs. They may also appear after proctocolectomy.
There was a case report in which PG appearing as
an extraintestinal complication of the ulcerative
colitis could also occur during the activation of the
colonic disease.6 Our patient had no bloody diar-
rhea but the result of the biopsy obtained from rec-
tum during his visits approximately 1 month before
was consistent with activation. In the study per-
formed by Abela et al., it was reported that PG typ-
ically occurs in the trunk and in the extremities,
with a probability rate of 95%.7 However, head and
neck were less commonly defined as atypical areas.
In our patient, it was detected around the back and
ileostomia. In the treatment of PG, medical treat-
ment of the underlying inflammatory bowel dis-
ease may provide regression in the skin lesions.
Occasionally, the resection of the ulcerated bowel
is accompanied by PG regression. However, as the

response cannot be estimated, as seen in other ex-
traintestinal signs, the treatment does not include
intestinal surgery. As it is a rapidly progressing dis-
ease that, although rarely, may result in death due
to sepsis and fluid loss, it requires aggressive ther-
apy. For the treatment of inflammatory bowel dis-
ease accompanied by PG, the first therapies of
choice include IV, PO and topical corticosteroids.
In our patient diagnosed with UC, who underwent
nearly total colectomy, skin lesions and arthritis
were observed. Lesion regression was achieved
using intermediate-dose systemic corticosteroid,
antibiotic therapy and local therapy and he had no
fever. 

Consequently, the patients diagnosed with
UC, who underwent total colectomy, should also
be closely monitored for extraintestinal signs.
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