
654 Rev. Bras. Cir. Plást. 2015;30(4):654-657

Pyoderma gangrenosum in abdominoplasty: a 
case report
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■ ABSTRACT

Pyoderma gangrenosum is a disease characterized by painful 
ulcers, with imprecise borders of various sizes and depth. The 
diagnosis is essentially clinical and often exclusionary. The 
treatment is not specific. Surgical debridement is not indicated 
because of its potential pathergy. We report a case of pyoderma 
gangrenosum in a patient who underwent abdominoplasty.

Keywords: Pyoderma gangrenosum; Diagnosis; Treatment, 
Pathergy; Abdominoplasty.

Pioderma gangrenoso é uma doença caracterizada por úlceras 
dolorosas, com bordos imprecisos, de diversos tamanhos e 
profundidade. O diagnóstico é eminentemente clínico, sendo 
muitas vezes de exclusão. O tratamento não é específico. O 
desbridamento cirúrgico não é indicado devido a seu potencial 
de patergia. Neste trabalho, relatamos um caso de pioderma 
gangrenoso em uma paciente submetida à abdominoplastia.

■ RESUMO

Descritores: Pioderma gangrenoso; Diagnóstico; Terapêutica; 
Abdominoplastia.
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INTRODUCTION

Pyoderma gangrenosum was first described by 
Cullen in 1924, and by Brusting et al. in 19301. It is a 
disease characterized by painful ulcers, with imprecise 
borders of various sizes and depths. It is a non-neoplastic, 
non-infectious (infection may occur due to secondary 
contamination) condition without primary vasculitis2. It 
is considered an autoimmune disease because epithelial 
changes lead to immune autophagy causing inflammation 
and tissue destruction.

The diagnosis is mainly clinical; exclusionary 
cultures for fungi and bacteria are generally negative, and 
histopathology is compatible with neutrophilic dermatosis. 
Pyoderma gangrenosum may appear after trauma or after 
surgery and can often be confused with surgical wound 
infection, also known as Cullen’s postoperative gangrene3.

The treatment is not specific and surgical 
debridement is not indicated because of its potential for 
pathergy. Other therapeutic options such as corticosteroids, 
immunosuppressants, and immunomodulators are 
described. Most often the choice of therapy depends 
on the physician’s experience and the patient’s clinical 
condition2,4,5.

This paper reports a case of Pyoderma gangrenosum 
in a patient undergoing abdominoplasty.

CASE REPORT

Patient aged 36, female, secretary, single, nulliparous, 
born in Campo Grande, Mato Grosso do Sul, Brazil and 
resident in Portugal. Sought treatment for plastic surgery 
in the abdomen. Preoperative testing (laboratory and 
cardiology) were normal and surgical risk determined 
to be level 1, and abdominoplasty with liposuction was 
performed.

Post-operatory antibiotic therapy with cephalothin 
was introduced and no immediate postoperative 
complications were observed.

On the second day after surgery there were two 
painful ecchymoses approximately 5 cm x 1 cm in size in 
the infra-umbilical area parallel to midline, and the graft 
showed difficult venous return (Figure 1). Lymphatic 
drainage was performed on the affected side, but the 
ecchymoses increased in size.

On the third day post-operative the ecchymosis 
expanded across the entire infra-umbilical area to the 
Pfannestiel incision (Figure 2). When infra-umbilical and 
umbilical sutures were removed, thrombosed vessels were 
observed throughout practically the entire extension of the 
adipose tissue in the affected area (Figure 3). Treatment 
with collagenase ointment was initiated.

Figure 1. First day post-surgery.

Figure 2. Second day post-surgery.

On the fifth day after surgery, the subcutaneous 
tissue with necrotic vessels was debrided because of 
the lack of clinical improvement; only small areas of 
necrosis on the edges of the skin were debrided, the 
rest was left intact. Wound treatment with saline and 
neomycin ointment was continued at the clinic for five 
days.

On the ninth postoperative day (PO), pyoderma 
gangrenosum was suspected because of the lack of 
response to subsequent debridements and increased 
necrotic area after each debridement. Anatomopathology 
examination showed subcutaneous tissue with areas of 
ischemia, necrosis, and hemorrhage.
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Figure 3. When infra-umbilical and umbilical sutures were removed.

On the tenth day PO, culture of the abdominal 
secretion identified Cryseobacterium sp., which is sensitive 
to ciprofloxacin and oral antibiotic therapy. Ciprofloxacin 
500mg every 12 hours and 60 mg/day prednisone were 
introduced. The wound was rinsed exclusively with saline 
solution, and debridement was no longer performed.

On the eleventh day PO, laboratory tests were 
done for cryoglobulins, lupus, anticoagulant, antinuclear 
antibody, HIV, hepatitis B and C; results for all were negative. 
Complete blood count (CBC) revealed leukocytosis of 
21,000 leukocytes with a shift to the left. Due to significant 
clinical improvement, prednisone dosage was decreased 
to 40 mg/day and maintained for 2 days, then dropped to 
20 mg/day for 2 days followed by complete withdrawal, 
and saline rinsing was maintained.

On the twentieth day PO the patient showed 
significant clinical improvement with virtually no areas of 
necrotic tissue (Figure 4). However, culture of the abdomen 
secretion identified Pseudomonas aeruginosa resistant to 
ciprofloxacin. However, because the CBC did not show 
leukocytosis nor shift to the left, antibiotic therapy was 
discontinued, and rising with 1% acetic acid solution 2/
day was initiated.

Even though on the thirty-third day PO a new 
culture of the secretion revealed coagulase-negative and 
chloramphenicol-sensitive Staphylococcus. Because the 
CBC was normal, antibiotic therapy was not reinitiated but 
the rinsing regime was halted and  aluminum hydroxide 
bandages were used.

Figure 4. Twentieth day post-surgery.

After 7 days a new culture of the abdominal secretion 
showed no bacterial growth. Given the significant clinical 
improvement, a new surgical procedure was carried out 
in order to close the wound (Figure 5).

Figure 5. After a new surgical procedure.

DISCUSSION

Pyoderma gangrenosum is a dermatosis which is 
difficult to diagnose; it is characterized by necrotic ulcers 
that are localized mainly in the lower limbs. It affects 
primarily adults between 20 and 50 years of age, and tends 
to be more common in females6. Prevalence is estimated 
to be 1 to 1.5 new cases per 100,000/year. Interestingly, in 
this present case the pathology occurred in the abdomen, 
which is not its most common location7.

Although its etiology is not fully understood, it 
is known that in 50% of cases there is an association of 
pyoderma gangrenosum with systemic diseases such as 
inflammatory bowel disease, rheumatic and hematologic 
diseases. Furthermore, since there is good response to 
treatment with immunomodulators, an immunological 
cause is suggested. However, in this case we did not find 
an association with any systemic diseases2.

This pathology has been described as a postoperative 
complication in many medical specialties. For example, in 
plastic surgery it has been reported in patients after breast 
surgeries, tummy tucks and fasciocutaneous pathwork3.

Further complicating diagnosis, in about 40% of 
cases of pyoderma gangrenosum develops after some 
form of trauma. In these cases, the etiology of pyoderma 
gangrenosum is a pathergy phenomenon, where new and 
subsequent inflammatory lesions develop in the area of 
trauma, and are followed by progressive destruction of 
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healthy skin which contraindicates surgical debridement, 
because this would only worsen these lesions.

Regrettably, because postoperatively the first 
diagnosis of this kind of lesions is infection of the surgical 
wound, the correct diagnosis of pyoderma gangrenosum 
usually becomes more time consuming.

In 2004, Su et al.8 proposed the following diagnostic 
criteria:

Major criteria

1. Skin ulcer that rapidly becomes necrotic, painful, 
with an irregular, purple and indeterminate border;

2. Exclusion of other causes of cutaneous ulcers.

Minor criteria

1. History suggestive of pathergy or clinical finding 
of cribriform scar;

2. Associated systemic disease;

3. The histopathological findings are dermatologi-
cally sterile neutrophilic inflammation and mixed lympho-
cytic vasculitis;

4. Quick response to the use of systemic 
corticosteroids.

For diagnosis the presence of two major criteria and 
at least two minor criteria is necessary.

The treatment of pyoderma gangrenosum is based 
on the use of topical agents to keep the injured area clean 
and moist. In addition to topical treatment, systemic 
use of corticosteroids (prednisone or hydrocortisone), 
immunosuppressants (cyclosporine, cyclophosphamide 
and thalidomide) and intravenous immunoglobulin is 
reported to be effective. In general, corticosteroids are the 
first therapeutic option. If the patient shows serious adverse 
effects, other therapeutic options are used3,9.

In this case, high doses of prednisone (1-3 mg/kg/
day) were initiated and gradually reduced, as the disease 
showed improvement. At the end of treatment with 
immunosuppressive drugs, infection must be excluded3.

Overall, these studies support the findings presented 
herein. Thus, in this patient significant improvement was 

observed after initiating use of topical acetic acid to prevent 
the growth of Cryseobacterium and Pseudomonas, and 
bandages with aluminum hydroxide to prevent the growth 
of Staphylococcus, corticosteroids and prednisone therapy, 
as well as antibiotic therapy with ciprofloxacin because 
secondary infection in the lesion was detected10.

CONCLUSION

This case report describes a rare disease in an 
unusual location (abdomen, post-abdominoplasty) 
and its therapeutic approach, in contrast to the usual 
approach in cases of skin lesions after abdominoplasty, 
which would have adversely affected this condition.

Since this pathology may occur as a surgical 
complication in the post-operatory period, its knowledge 
is of interest to plastic surgeons because it may lead to 
early diagnosis, improving therapeutic choices and 
consequently preventing the appearance of new lesions 
and worsening of the patient’s clinical condition.
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