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Abstract :  

Pyoderma gangrenosum (PG) is a rare destructive inflammatory skin disease. It belongs to a 

group of neutrophilic dermatoses with unknown etiology. Lesions occur either in the absence 

of any apparent underlying disorder or in association with systemic diseases. It is usually 

seen in 4
th

 to 5
th

 decade of life but 4% of the patients are children. We are reporting one 

paediatric case of pyoderma gangrenosum having only skin manifestation and showing 

excellent response to systemic steroid and topical tacrolimus. 
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Introduction 

Pyoderma gangrenosum is an uncommon ulcerative skin disorder that occurs in all age 

groups though commonly occur in 4
th

 & 5
th

 decade of life. Approximately 4% of patients are 

infants and children.[1] Etiopathogenesis of PG is still unknown, but in all likelyhood it is not 

of infectious origin.[2] In about 50% of cases, it may be associated with a variety of systemic 

conditions like inflammatory bowel disease, rheumatoid arthritis, haematological 

malignancies, polyarthritis etc.[3] In children head and face area is a common site, with 

infants having preferential involvement of buttocks, perianal and genital region.[1] 

Pyoderma gangrenosum clinically presents as a deep seated painful nodule or superficial 

hemorrhagic pustule either de novo or after minimal trauma, which ruptures to form painful 

advancing necrotic ulcer with elevated ragged partially undermined margin and peripheral 

halo of erythema.[2] The phenomenon of pathergy, which describes the development of new 

lesions or the aggravation of existing ones after trivial trauma is frequently seen in PG. 

Healing of the ulcer results in thin, atrophic, cribriform scars. 
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Case report 

A fifteen year old girl was referred to the Skin & VD out-patient department with chief 

complaints of multiple ulcers over both lower limbs since one month. Most of the lesions 

started as painful, erythematous nodules gradually rupturing to form tender superficial ulcers. 

Few lesions started as hemorrhagic bullae. On clinical examination there were multiple ulcers 

(Fig. 1A) on both lower extremities with size ranging from 1cm to 6cm in diameter. The 

ulcers had raised, undermined, violaceous border with purulent hemorrhagic exudates in its 

floor. On few areas multiple ulcers had coalesced to form larger ulcer. She had mild anemia 

& no lymphadenopathy. Systemic examination was within normal limits. Laboratory 

investigation revealed haemoglobin 9gm%, total leukocyte count 24,000 cells/cm
3
, neutrophil 

count 82% and erythrocyte sedimentation rate of 42mm at the end of one hour. Other routine 

blood parameters were normal. VDRL, ANA, RA factor and ELISA for HIV were negative. 

Ultrasound examination of abdomen and pelvis and chest X ray were also normal. Biopsy 

from the margin of ulcer showed non-specific findings with dense neutrophilic infiltration in 

the dermis. There were no organism or granuloma present. 

 

 

Figure. 1A : Multiple ulcers on both lower extremities, 1B : Signs of healing post 3 weeks 

therapy, 1C : Complete healing of majority of ulcers with cribriform scarring. 

Before presenting to us the patient was treated with oral amoxycillin and clavulanic acid with 

no respone. Following initiation of treatment with oral steroids in the form of prednisolone 

0.5mg/kg body weight along with topical calcineurin inhibitor tacrolimus, the ulcer showed 

signs of healing (Fig. 1B) and improvement along with reduction of pain within three weeks. 

With the same treatment schedule follow up of patient at eight weeks (Fig. 1C) showed 

complete hearing of the ulcers with classical cribriform scarring. 

Discussion 

Pyoderma gangrenosum was first described by Brocq in 1916 as “phagedenisme 

geometrique” and later named by Brunsting et al.[4] The etiopathogenesis of PG is not well 

understood, however immunological factors and neutrophil dysfunction have been considered 

to be involved.[4] Clinically PG has been classified into 4 types: ulcerative, pustular, bullous 

& vegetative. The diagnosis of PG is based on the typical clinical features and exclusion of 

other causes of ulcerative skin disorders.[3] The possible differences between childhood and 
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adult form of pyoderma gangrenosum have been described by Bhat RM [5] as children 

usually present with initial pustular lesions, generalised involvement of body, absence of 

associated disease and pathergy phenomenon and a good prognosis.  

Differential diagnosis of PG include ecthyma gangrenosum, atypical mycobacterial and 

clostridial infections, vasculitic ulcers, deep mycoses, amoebiasis, tropical ulcer, herpetic 

ulcer etc. Histopathology findings are non specific and include oedema, massive neutrophilic 

infiltration, thrombosis of medium and small sized vessels, necrosis and hemorrhage.[2] No 

granuloma, parasite or fungus is seen. 

Treatment modalities aim to halt the progression of existing ulceration and prevent 

development of new lesions. Systemic corticosteroids and cyclosporine A are considered the 

first line treatment.[2] Other agents include dapsone, clofazimine, thalidomide, azathioprine. 

Recently, tumor necrosis factor – alpha (TNF-alpha) blockers and other biologicals have been 

demonstrated to be successful.[6] Topical calcineurine inhibitors like tacrolimus has a 

immunomodulatory action.[7] Cleaning the ulcer and preventing bacterial overgrowth is 

important, but more invasive surgical debridement is not recommended as it may trigger new 

lesions.[2,8] Wet compresses of sterile saline solution or Ringer‟s lactate solution and 

alginate dressings are found useful. PG has an unpredictable course. The disease may come to 

a spontaneous halt with or without treatment, remain quiescent for months and again show an 

exacerbation with or without a triggering factor. 

We are presenting this case of childhood pyoderma gangrenosum due to infrequent reporting 

of the disease in paediatric age group. All angry looking pyodermas are not of infectious 

origin. A high index of clinical suspicion in non responsive pyodermas and therapeutic 

response with immunosuppressive will clinch the diagnosis. 
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