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A rare complication after coronary bypass surgery:
Incisional pyoderma gangrenosum
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ABSTRACT
Pyoderma gangrenosum (PG) is a non-infectious, necrotizing, destructive skin disease which is rarely seen after cardiac surgery. This report presents a PG case after coronary bypass surgery.
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P

yoderma gangrenosum (PG) is a destructive, necrotizing, non-infectious, and ulcerating skin disease,
which can usually be seen in adults. Immunity disorders,
systemic diseases, malignancies, and genetic predisposition are held responsible in the etiology. PG may occur
after trauma and surgery. Although it can be seen in all
parts of the body, it especially affects the extremities [1].
The lesions are painful ulcers, blisters, pustules or vegetation, and are histologically characterized by neutrophil
accumulation. Even though there is no definitive treatment, immune suppressive drugs such as topical and systemic corticosteroids, cyclosporine, and methotrexate are
used in the treatment of PG [2].
CASE REPORT
A 75-year-old male patient underwent coronary artery
bypass surgery with the diagnosis of coronary artery
disease. He had a history of chemotherapy for prostate
cancer 10 years ago and no known systemic disease. The
post-operative course in the intensive care unit was stable and free of events. On the 2nd post-operative day, pro-

gressive and erythematous puffy ulcerative lesions with
serous discharge and irregular borders were detected on
the sites of sternotomy and saphenous incisions (Fig. 1).
Granulation tissue and chronic inflammatory response
were seen on the pathological evaluation of the specimens which were taken from the lesions (Fig. 2).
The patient’s body temperature was normal. Laboratory tests revealed that hemoglobin 9.0 g/dL, platelet count
200.000/mm3, and CRP 16 mg/dL. Neither debridement nor surgical intervention was applied to the lesions.
There was no proliferation of the microorganism in
the wound and blood cultures. The patient was examined
in the dermatology clinic and the diagnosis of the PG was
confirmed. Prophylactic antibiotic therapy (cephamezine
3 × 1000 mg) was stopped. Daily wet wound dressings
were applied with steroid containing topical ointment
(Dermovate®). The clinical improvement on the lesions
was noticed on the 5th day of the follow-up and the treatment was continued. On the 20th day of the treatment,
the inflammatory appearance such as skin necrosis, erythema, and serous discharge of the wounds recovered
(Fig. 3). Informed consent was obtained from the patient.
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Figure 2. Necrosis in the superficial layer, infiltration of the
dermis with interstitial lymphocytes, plasmocytes and neutrophils, and intradermal abscess formation (20 × 10, hematoxylin and eosin staining).

Figure 1. Appearance of the wounds on the 2nd post-operative day. (A) Sternal incision. (B) Saphenous incision.

DISCUSSION
PG is characterized by rapidly progressive and painful
necrotic ulcers which involves all layers of the skin, usually on the extremities [3]. There are four subtypes of PG;
ulcerative, pustular, bullous, and vegetative. Pustular PG
is usually associated with inflammatory bowel disease,
while bullous PG often coappears with hematological
disorders and is located on the upper extremities and
face. Other variants of the PG were also identified, such
as malignant pyoderma, vesiculopustular, peristomal,
and extracutanous variants [4]. The lesions in our patient
were defined as ulcerative PG in accordance with the appearance of the lesions and the pathological evaluation.
Approximately half of the PG cases are accompanied
by a systemic disease. The most common of these diseases
are; inflammatory bowel diseases such as ulcerative colitis,
hematological malignancies, rheumatic diseases, malignancies, and monoclonal gammopathies [5]. In our case,
lesions were observed after coronary artery bypass surgery
and the patient had a history of surgery for malignancy.
Approximately one-fifth of patients with PG have
positive pathergy test. Abnormal cytokine release such as
interleukin (IL)-8, IL-1β, IL6, tumor necrosis factor-β,

Figure 3. Recovery of the sternal wound on the 20th day of
the treatment.

granulocyte colony-stimulating factor, matrix metalloproteinase (MMP)-9, MMP-10, and pathergy reaction
is thought to be responsible for PG [6].
The lesion begins as a necrotic area and may rapidly
progress into an ulcerative lesion. There is usually erythematous and purple appearance around the ulcer [6].
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PG treatment should be done according to the location, number, and severity of the lesions and also with
consideration of the underlying disease. The reduction in
the diameter of the lesion and the absence of new lesions
are indicative of response to treatment. Although there
is no specific treatment, the initial treatment are corticosteroids. Cyclosporine, thalidomide, and azathioprine
can be used as steroid rescue agents in patients with extensive lesions [2].
Although post-operative incisional PG has been reported in the literature mostly after abdominal and thoracic surgery, it may be seen after any invasive procedure including percutaneous interventions [7]. PG has been rarely
reported after coronary artery bypass surgery in the literature; but a fatal case of PG which occurred in the sternal
and saphenous incisions after coronary artery bypass surgery shows the importance and severity of the disease [8].
Wound debridement should be avoided in case of incisional PG. We think that PG should be considered in
the lesions which are rapidly progressive and resistant to
antibiotic treatment.
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