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Abstract

This report describes a patient with pyoderma gangrenosum (PG), in 
whom there were co-existent lung abnormalities. The patient’s CT 
scan showed peripherally sited multiple pulmonary lesions bilateral-
ly. A lung biopsy showed chronic non-specific inflammatory changes 
with neutrophil and lymphocyte infiltration which were similar to the 
skin lesions. This case was diagnosed as multiple aseptic nodules in 
PG. The pulmonary infiltrative shadows were controlled only with 
prednisolone treatment. Steroid therapy is considered to be the first 
choice to control pulmonary lesions of this disease. The main dif-
ferential diagnosis in these cases is Wegener granulomatosis (WG).
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Introduction

Pyoderma gangrenosum (PG) is a chronic inflammatory cu-
taneous disease of unknown etiology. Although it is basically 
considered to be a dermatological disease, its clinical appear-
ance seems to be systemic in some aspects. For example, PG 
is often associated with chronic inflammatory bowel disease, 
rheumatoid arthritis, gammopathies or multiple myeloma. 
However, few cases with pulmonary involvements have been 
reported. The present case report describes a case of PG with 
multiple aseptic pulmonary lesions which responded to corti-
costeroid treatment.

Case Report

A 63-year-old female retired office worker was admitted to the 

authors’ respiratory ward in November 23, 2012. She com-
plained of cough and slight chest pain. CT scan showed bilat-
eral infiltrative shadows accompanied by pleural effusion and 
pleural thickening on the right side (Fig. 1, 2). She was treated 
with oral antibiotics but the shadows did not change.

In previous history, the patient had presented ulcer nodular 
lesions in the left thigh for 2 years and received several pre-
vious treatments, without improvement. The patient has afe-
brile. There was a dull area on percussion and breath sounds 
were slightly weak at the right basal area, but crackles were 
not audible. Laboratory findings revealed leukocytosis (white 
blood cells 13,200/mm3: 75% neutrophils, no eosinophilia), 
hemoglobin 13.4 g/dL, platelet count 461,000/mm3, erythro-
cyte sedimentation rate 30 mm/h, C-reactive protein 2.1 mg/
dL, IgG 2,530 mg/dL, IgA 418 mg/dL, IgM 197 mg/dL (nor-
mal range of IgG: 885 - 1,822 mg/dL, IgA: 96 - 393 mg/dl, 
IgM: 44 - 295 mg/dL). Other biochemical blood tests were 
normal. Rheumatoid factor was negative and both cytoplasmic 
antineutrophil cytoplasmic autoantibody (C-ANCA) and peri-
nuclear cytoplasmic antineutrophil cytoplasmic autoantibody 
(P-ANCA) were negative. Tumor markers were negative. Re-
peated sputum cultures, including those for tuberculosis, were 
negative. Tomography showed bilateral peripherally located 
multiple nodular lesions (Fig. 3). A lung biopsy performed 
from the right middle lobe bronchus showed chronic non-spe-
cific inflammatory changes with neutrophil and lymphocyte 
infiltration, but there was no evidence of bronchiolitis oblit-
erans, granuloma, vasculitis or malignancy. Bronchial washing 
fluid culture was negative. Percutaneous aspiration by thora-
centisis was performed, and fluid cultures including anerobic 
culture and culture for tuberculosis were negative. Cytologic 
examination of the lavage fluid showed no malignant cells, 
only neutrophils and lymphocytes. After (1,200 mg/day) and 
isepamicin (400 mg/day) was given intravenously for 10 days, 
there was no pulmonary improvement.

On December 4, 2013, she started to complain of pain-
ful skin ulcerations. The dermatological exam revealed ulcers 
with discretely elevated erythematous-violaceous borders, ne-
crotic and hemorrhagic base bilaterally in the left thigh (Fig. 
3). The histopathological exam of the cutaneous lesion showed 
spongioticfoci, lymphocyte and eosinophil exocytosis in the 
epidermis and, in the dermis, vascular proliferation and dense 
mixed inflammatory infiltrate composed of neutrophil and 
lymphocyte infiltration, without angitis or granuloma, which 
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were similar to the lung biopsy (Fig. 4). These macroscopic 
and microscopic findings demonstrated typical features of PG.

This case was diagnosed as multiple pulmonary nodules 
in association with PG, oral prednisolone was given at 40 mg/
day, and the infiltrative shadows rapidly decreased over a few 
weeks. The patient was discharged on December 10, 2013 and 
prednisolone was tapered to 10 mg/day. During the subsequent 
6 months, no relapse has been recognized.

Discussion

PG, first described by Brunsting and O’Leary in 1930, is a rare 
neutrophil, ulcerative, painful and non-infectious dermatosis, 
described as having a strong association with ulcerative colitis 
of unknown pathogenesis [1-3].

Pulmonary involvement of PG is uncommon and has been 
seldom reported [4-7]. Previously reported histological find-
ings of pulmonary lesions are similar to those of the present 
case [4, 8-10]. The lung abscesses were aseptic [4, 8-10]. In 
the other cases, pulmonary lesions showed a single unilateral 
opacity on CT scan. The present patient had an unusual form of 
PG with multiple pulmonary involvements which has not been 
reported previously.

PG is characterized by an aseptic inflammatory cutaneous 
disease of unknown etiology. It is associated with basic im-
munological disorders like Cohn’s disease, ulcerative colitis, 
rheumatoid arthritis, vasculitis, lymphomas, leukemia, dys-
proteinemia or multiple myeloma [11]. There may be auto-
immune factors in the development of the disease process. The 
previous reported cases with pulmonary lesions also had basic 
diseases, ulcerative colitis and rheumatoid arthritis. This case 

Figure 3. Skin lesion. 

Figure 4. Dermatology pathology. 

Figure 1. CT scan. 

Figure 2. CT scan. 
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showed increase of immunoglobulins, but there were no clini-
cal complications of other immunological disorders [12]. The 
main differential diagnosis in such cases is Wegener’s granulo-
matosis (WG), which makes the CT-guided lung biopsy neces-
sary [7, 13, 14]. PG and WG, in a limited form, present similar-
ities in the clinical and histopathological presentations [3, 15, 
16]. In lung PG, however, the inflammatory lesions are aseptic, 
without necrotizing granulomatous inflammation or vasculitis 
[15, 14, 17]. In addition, the C-ANCA is highly specific for 
WG, present in 80-90% of the patients with classical WG and 
in 55-66% if those with limited WG.

In this case, the response to steroid therapy was dramatic, 
as in previously reported cases. Steroid therapy is considered 
to be the first choice to control pulmonary lesions of PG [7, 14, 
17]. Only no more than 12 similar cases have been published 
in the international literature [14]. It is of fundamental impor-
tance to know this clinical association, so little known by der-
matologists and radiologists, for more success in the diagnosis, 
treatment and follow-up of these patients.
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