Managing PG

There are no FDA-approved therapies for PG*2
m Since PG is a rapidly progressing disease, prompt treatment is key?*
m Treatment strategies depend on PG disease severity®®

Mild PG Moderate to severe PG (Multiple)
One ulceration, dermis and/or ulceration(s), subcutaneous/ muscle/
<4 cm? area tendon/bone and/or >4 cm? area
| |
N N N
Topical corticosteroids Wound and pain Systemic
and/or calcineurin management, corticosteroids and/or
inhibitor compression therapy cyclosporine

Response to current therapies is unpredictable and can be slow**%

Pathophysiology of PG

The IL-36 pathway may play a key
role in PG pathophysiology?6-2°

IL-36 is shown to be significantly increased
in lesional skin of PG and may contribute to
inflammatory response and progression of

diseasel®20

FDA, US Food and Drug Administration; IBD, inflammatory bowel disease; IFN, interferon; IL, interleukin; PG, pyoderma
gangrenosum; TNF, tumor necrosis factor.
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DISEASE BURDEN AND
UNMET NEEDS

Not an actual patient—for illustrative purposes only.
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What is Pyoderma Gangrenosum (PG)?
= Rapidly progressing, ulcerative neutrophilic dermatosis?
= Rare disease, with an estimated prevalence of 5.8 per 100,000 adults in the US*?

m Associated with systemic disease, including inflammatory bowel disease (IBD),
rheumatoid arthritis, and hematologic malignancies®?

Diagnosing PG
PG is a diagnosis of exclusion with nonspecific histological features*

When evaluating a patient for PG, it is necessary to exclude other potential causes
of ulceration, including infections, circulatory disorders, antiphospholipid antibody
syndrome, livedo vasculopathy, malignant neoplasms, and vasculitis®

PG disease course

m Sterile small pustules, papules, and blisters?*

2]
; m Mostly occurs on extensor surface of the legs®’
3 m Can be triggered by minor skin trauma or certain
@ drugs, including anti-TNF-oc agents’®
In the healing stage,
the wound edge
- has projections of
g gpithelium extending
e into the ulcer, known
% as Gulliver’s sign.
| After healing, scars
T persist’
§
Rapidly evolves There is a high
g into painful ulcers recurrence rate of
2 with purulent and lesions?®
£ necrotic floors and

elevated violaceous
borders®”

Image: Sterile small pustule. Reproduced with permission from © DermNet www.dermnetnz.org 2024. Image: Ulcers
with purulent and necrotic floors. Reproduced with permission from © DermNet www.dermnetnz.org 2024. Image:

Healing scars “Gulliver’s sign.” Reprinted from Marzano AV, et al. Clin Rev Allergy Immunol. 2018;54(1):114-130.

Copyright © 2017, Springer Science Business Media, LLC. Image: Lesions. Reproduced with permission from © Te

Whatu Ora www.dermnetnz.org 2024.

PG subtypes?®

Classical (ulcerative) Pustular Bullous

Most common form Typically occurs in the Presents with rapidly
(=85% of cases); context of flaring IBD; evolving, painful,
presents with painful, presents with painful superficial vesicles and
rapidly progressing pustules on an bullae arising in waves
ulcers. erythema background

Granulomatous

superficial Peristomal Malignant

Presents with verrucous Mostly seen in the Rare variant; presents
and ulcerative lesions; context of stomas in with destructive

usually progresses more patients with IBD ulcerations typically
slowly affecting the upper torso,

head, and neck

Images top left to bottom right: Classical. Reproduced with permission from © DermNet www.dermnetnz.org
2024. Pustular. Reproduced with permission from © DermNet www.dermnetnz.org 2024. Bullous. Reproduced
with permission from © DermNet www.dermnetnz.org 2024. Granulomatous superficial. Reprinted from

Syed Z, et al. Cureus. 2023;15(6):e41181. Creative Commons Attribution 4.0 International License (https://
creativecommons.org/licenses/by/4.0/). Peristomal. Reproduced with permission from © DermNet www.
dermnetnz.org 2024. Malignant. Reprinted from Mardani G, et al. Clin Case Rep. 2023 Oct; 11(10): e8065.
Creative Commons Attribution 4.0 International License https://creativecommons.org/licenses/by/4.0/

Burden of PG

PG is associated with a substantial burden on quality of life?*
= Excessive paint m Psychosocial and emotional
= Unsightly ulcers? burden**
= Persistent cribriform scars®? = Depression*t

= Fear of recurrence?



