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Introduction: Pyoderma gangrenosum (PG) in pregnantwomen is rare and resembles surgical site infection (SSI).
Here we present two cases of PG after caesarean section.
Case 1: A 29-year-old woman, who had a history of recurrent wound dehiscence after surgery, exhibited wound
ulceration and exudate 6 days after caesarean section. Antibiotics were ineffective and multiple wound cultures
were negative. Skin biopsy indicated PG and oral steroid administration resulted in wound improvement.
Case 2:A 27-year-oldwoman,who had a history of PG, exhibitedwound ulceration and exudate 5 days after cae-
sarean section. The lesion developed despite antibiotic administration, and multiple wound cultures were nega-
tive. Skin biopsy indicated PG and the wound improved after oral steroid administration.
Discussion:Definitive diagnosis of PG is essential because its treatment differs from that of SSI. PG after caesarean
section can be misdiagnosed as SSI, even when there is a history of wound dehiscence or PG.
© 2019 The Authors. Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
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1. Introduction

Pyoderma gangrenosum (PG) is an inflammatory dermatosis with a
tender nodule or pustule; it is a chronic, non-infectious condition
caused by neutrophil infiltration [1]. PG is likely to develop in patients
aged between 20 and 50 years and is more common in women than
men [2]. However, PG rarely occurs in pregnant women, and since PG
after caesarean section has similar symptoms as surgical site infection
(SSI), obstetricians can misdiagnose PG in this setting. Because the
treatment of PG differs from that of SSI, definitive diagnosis is essential.
Here we present two cases in which PG after caesarean section was ini-
tially diagnosed as SSI.

2. Case Presentation

2.1. Case 1

A healthy, multiparous, 29-year-old woman was referred to an ob-
stetric unit at 32 weeks' gestation because of previous recurrent
wound dehiscence after caesarean section. Clinical examination showed
no evidence of collagen diseases. An elective repeat caesarean section
was performed at 37weeks' gestation, and a female newbornwas deliv-
ered (2464 g, Apgar scores at 1 and 5 min 8 and 8). After surgery, exu-
date developed in the wound. Six days after the caesarean section, the
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patient demonstrated wound ulceration (see Fig. 1), and computed to-
mography (CT) showed inflammation under the wound. The initial di-
agnosis was SSI, but several days of antibiotics were ineffective and
multiple wound cultures were negative. A non-infective, inflammatory
condition was suspected, and a skin biopsy showed neutrophilic infil-
tration and a necrotic lesion (see Fig. 2), leading to the diagnosis of
PG. The administration of an oral steroid (started as prednisolone
40 mg/day, gradually decreasing the dose for 14 weeks) resulted in
wound improvement. Seventeen weeks after the treatment, the
wound had healed to a fine scar.

2.2. Case 2

A healthy, nulliparous, 27-year-old woman was referred to a facility
at 32 weeks' gestation because of a history of PG and risk of preterm
birth. Clinical chorioamnionitis occurred and an emergency caesarean
section was performed at 33 weeks' gestation. Amale newbornwas de-
livered (2034 g, Apgar scores at 1 and 5min 7 and 9, respectively). After
surgery, exudate developed in the wound. Five days after the caesarean
section, wound ulceration occurred (see Fig. 3), and CT showed inflam-
mation under the wound. While the condition clinically resembled SSI,
antibiotics were ineffective and wound cultures were negative. A skin
biopsy revealed neutrophilic infiltration (see Fig. 4), indicating PG. Ad-
ministration of an oral steroid (started as prednisolone 40 mg/day,
gradually decreasing the dose for 19 weeks) resulted in wound im-
provement. Eighteen weeks after the treatment, the wound had healed
to a fine scar.
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Fig. 1. In case 1, the patient exhibitedwound exudate andulceration 6 days after caesarean
section (HE stain, ×200).

Fig. 2. The skin biopsy showed neutrophilic infiltration and a necrotic lesion.

Fig. 3. In case 2, wound exudate and ulceration developed 5 days after caesarean section
(HE stain, ×100).

Fig. 4. The skin biopsy showed neutrophilic infiltration.
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3. Discussion

Obstetricians rarely encounter PG in pregnant women [3], and the
lesions of PG after caesarean section mimic SSI, demonstrating wound
ulceration and exudate. Therefore, PG after caesarean section can be in-
correctly diagnosed due to its rarity and resemblance to SSI. The two
patients presented above were initially misdiagnosed with SSI, despite
their history of wound dehiscence or PG.

Definitive diagnosis of PG is essential because its treatment differs
from that of SSI. In patients with PG, steroid therapy or immunosup-
pressive therapy results in dramatic wound improvement [1]. In pa-
tients misdiagnosed with SSI and in whom systemic antibiotics are
ineffective, wound deterioration often leads surgeons to choose aggres-
sive debridement, which only aggravates the wound due to pathergy
[4]. Thus, misdiagnosis can have devastating outcomes.

A common clinical sign of PG after caesarean section is a lesion that
fails to improve despite antibiotic administration [4]. Careful observa-
tion of the clinical course increases the likelihood that obstetric care
providers will suspect PG. Of note, postoperative PG in obstetric and
gynaecological patients was found to appear earlier than in other
types of patients, at a mean of 5.2 days vs. 7.0 days, respectively [4].
Therefore, antibiotic ineffectiveness may be more common in PG after
caesarean section than after other surgeries.

Negative bacterial cultures can help confirm a non-infectious condi-
tion, but can also bemisleading because antibiotics are routinely admin-
istered postoperatively. In addition, contamination and secondary
infections can occur in patients with PG. Repeat bacterial cultures are
needed and the results require careful interpretation.

A skin biopsy can identify neutrophilic infiltration of the lesion in PG
[5]. In some cases, necrosis or signs of vasculitis are observed [6]. A skin
biopsy is also useful to exclude malignancies and systemic vasculitis.
However, the finding of neutrophilic infiltration is not specific, and
skin biopsies are also sometimes inaccurate, failing to reveal any histo-
logical findings [6].

In conclusion, PG after caesarean section can bemisdiagnosed as SSI,
even when there is a history of wound dehiscence or PG, as in the cases
above. The diagnosis of PG after caesarean section is still challenging. Of
note, in PG cases, steroids are dramatically effective.
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