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Pyoderma Gangrenozum

Goreceli disiik insidans, 3-10 hasta/milyon
Lezyonlarin iyilesmesi haftalar /aylar siirer

Patogenetik mekanizma disinda bazi faktorler de llserin
iyilesmesini zorlastirabilir

— Obezite

— Diabet

— Baslangictaki tilser boyutu : onemli belirleyici faktor
Randomize klinik ¢alisma yok

— 2 c¢alisma mevcut.

Tedavi segenekleri: vaka raporlari/klinik tecriibeler...



Pyoderma Gangrenozum
Tedavisinde Amac

1 e Ulserin hizla
lyilesmesi

e Agrinin kontroll

e [kincil enfeksiyon
gelisiminin dnlenmesi

2
3
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[Pyoderma Gangrenozum Tedauvisi

.

e Yara bakimi
2 * Topikal Tedaviler

3 e Sistemik Tedaviler




Yara Bakimi

Yara bakimi i¢in optimal ¢evre olusturulmali
Nemli uilser ¢evresi olustur !!

Lokal bakim
* Steril SF/antiseptik ile nazikce temizle
* Yara kiiltiirii/enfeksiyon engellenmeli
* Yara ortuleri

- Yaranin ozelligi ve hekim tercihi
- Yaraya yapismayan
- Eksudatif: Absorbatif ozelligi yuksek- aljinat ortuler
- Kopuk-hidrokolloid yara ortuleri
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Yara Temizligi

Kullanilan ajanlarin etkinligi ile ilgili calisma
?7?

v Temizleyici ajanlar

Povidon iyot vs benzoil peroksit %5 ...????

— Bu ajanlarin etkinligi net ¢calisiimamis,

— Bazilari yara yataginda hiicrelere zarar verebilir
Dillie edilmis sirke (%0.5 asetiK asit) banyolar
— Antimikrobiyal

— Ancak agnrili



Yara Bakimi

v Cevre dokuya: cinko oksit ya da vazelin

yara kenarlarinin genislemesinin
engellenmesine yardimci olur



Ulser cevresinde gelisen ve cevreye ilerleyen
eritem, odem, akinti ve agri durumunda

\

ikincil enfeksiyon olasiligi gbz oniinde
bulundurulmalidir



Travmadan Kac¢in

Il Travma bolgelerinde lezyonlarin agrevasyonu olabilir

* Paterji pozitif %20-%30

Kostik maddeler
Giimiis nitrat X
Kuru ortuler

Gereksiz cerrahi islemler



{ n Topikal Tedaviler

v Topikal kortikosteroidler

 PG’de primer/yardimci tedavi olarak
* Yuksek potens steroidler:
* Klobetazol propionat 1x1/2x1



[ n Topikal Tedaviler ]

v Topikal kalsinorin inhibitorleri

PG’de pimekrolimus/takrolimus:
Kortikosteroidlere direncli

Steroid yan etkilerini tolere edemeyen

Okltzyon ile kullanim icin yeterli 6neri/kanit yok



DERMATI

LETTER TO THE EDITOR

THERAPY

TABLE1 Reported studies of topical tacrolimus use in pyoderma gangrenosum

Study design
Lyon et ai., 2001 Open study—
monotherapy
Thomas et al., 2016 Retrospective

cohort study

Kontos et al,, 2006

Open label study

Marzano et al., 2011 Open study

Rice et al., 2013 Open label
observational
study

Lyon et al., 2000 Questionnaire-based

cohort

Marzano et al., 2010 Retrospective

study

Therapy and

dosage Duration -

Tacrolimus 0.3% & weeks 24
vs. topical
corticosteroid

0.05%

Clobetasol
propionate
0.05%
vs. tacrolimus
0.03% or 0.1%
and other
therapies

6 months 66

0.1% tacrolimus, 16 weeks 5
under

occlusion, bid

0.1% tacrolimus 12 months 7

0.1% tacrolimus, 12 weeks 3

qd

0.3% tacrolimus 8 weeks 5

Topical & weeks 5

tacrolimus, bid

Associated
diseases/
localization

Inflasmmatory
bowel disease/
peristomal

IBD arthritis,
diabetes/
multiple sites
(6 on legs 4 on
other sites)

n.d/ 1 patient
peristomal

Non/localized
PG < 5%

Crohn's disease/
one lesion was
in the
peristomal
region

Inflarnmatory
bowel disease/
peristomal

Idiopathic
localized

Results

Tacrolimus is more effective
than clobetasol in managing
lesions larger than 2 ¢cm in
diameter. (mean time to
healing: 5.1 weeks)

Similar changes reported in the
clobetasol and tacrolimus
subgroups.

One peristomal lesion had
complete clearance,
3 patients had disease
progression and 1 patient had
50% response.

Clinical remission was reached
but 2 patients relapsed
following therapy withdrawal.

Moderate improvement; one
patient withdrew at 4 weeks
due to intolerable side
effects.

0.3% tacrolimus proven to be
highly effective. 0.1%
tacrolimus was less effective.

Complete remission within a
mean time of & weeks (<5%
of the body surface area and

e mars dhan bheas laciamel

Retrospektif kohort calismasi

Acik calisma

6 hf, n:24

Takrolimus, klobetazolden daha etkili
bulunmus.

n:66
6 ay sure ile takip
Klobetazol vs takrolimus
Benzer etkinlik

Dermatologic Therapy. 2018;e12697.



Sistemik Tedaviler

Sistemik steroidler v' Bivoloiik aianlar
Azatiy [ Y
aon  Hizh etki gosteren .
nab)

Sulfas: o °
.. ajanlarla tedaviye basla
Talidomid v’ anti-IL-17: secukinumab
Minosiklin v' IL-1 reseptor antagonist (anakinra)
Klofazimin v’ Anti-IL-1B ajanlar

v’ (canakinumab ve gevokizumab)
Metotreksat

v' Anti-IL-6 reseptor ajan: tocilizumab
v’ Fosfodiesteraz 4 inh (apremilast)
Intraven6z immunoglobulin v JAK-STAT inhibitorii

v' Tofacitinib and ruxolitinib)

Mikofenolat mofetil



American Journal of Clinical Dermatology (2022) 23:615-634
https://doi.org/10.1007/540257-022-00699-8

REVIEW ARTICLE t')

Check for
updates

Pyoderma Gangrenosum: An Updated Literature Review
on Established and Emerging Pharmacological Treatments

Carlo Alberto Maronese'? - Matthew A. Pimentel® - May M. Li® - Giovanni Genovese'? - Alex G. Ortega-Loayza’® -
Angelo Valerio Marzano'?

Accepted: 27 April 2022 / Published online: 24 May 2022
© The Author(s) 2022

Abstract
Pyoderma gangrenosum is a rare inflammatory skin disease classified within the group of neutrophilic dermatoses and clini-
cally characterized by painful, rapidly evolving cutaneous ulcers with undermined, irregular, erythematous-violaceous edges.
Pyoderma gangrenosum pathogenesis j : i e i i
adaptive immunity in genetically pred
initial target. T helper 17/T helper 1-si§ Level Type of evidence

neutrophil-dominant milieu with high - - - - - -
IL-23, and IL-36. Low-evidence studi 1A Systematic review (with homogeneity) of randomized controlled trials

and validation of new effective treatm 1B Individual randomized controlled trial (with narrow confidence intervals)

pyoderma gangrenosum. A therapeutil | All or none study
we review target molecules and their

2A Systematic review (with homogeneity) of cohort studies
2B Individual cohort study (including low-quality randomized controlled trial, e.g., < 80% follow-up)
2C “Outcomes” research; ecological studies

3A Systematic review (with homogeneity) of 3B or lower level studies

3B Individual case-control study

Case series (and poor-quality cohort and case-control study)

Expert opinion without explicit critical appraisal or based on physiology bench research or “first
principles”



Sistemik Tedaviler

Sistemik steroidler
Azatiyoprin
Siklosporin
Sulfasalazin

Dapson

Talidomid
Minosiklin
Klofazimin
Metotreksat
Mikofenolat mofetil
Intravendz immunoglobulin

En sik kullanilan

En fazla deneyim

Erken donemde

Hizh etki

Prednizolon (0.5-1 mg/g)
Kanit diizeyi 1B

va da
Ilv metilprednizolon

1 g/g-puls (3-5 giin)
Kanit : 1B



Sistemik Tedaviler

Sistemik steroidler
Azatiyoprin
Siklosporin
Sulfasalazin

Dapson

Talidomid
Minosiklin
Klofazimin
Metotreksat
Mikofenolat mofetil
Intravendz immunoglobulin

Steroid etkisizliginde
Monoterapi/kombine
Cyc (3-5 mg/KG/g)
Kanit diizeyi B

Vaka raporlari/serileri



Sistemik Steroid vs Cyc

v Tek-kor multimerkez randomize calismada,

v STOP GAP ¢alismasi, n=112

— Sist steroid (0.75 mg/kg/g) ve siklosporin (4 mg/kg/g)
— Her 2 grupta %47 iyilesme

— 6 hf da iyilesme slresi, tedaviye yanit, agri
kontroltinde fark yok



Sistemik Steroid

v Yanit hizli, hastalik stabilizasyonu 1. hf.da
v Tam ulser iyilesmesi hf- aylar strer

v Steroid dozu dusulur:

— Hastalik progresyonu durdugunda

— Agri/gorintr inflamasyon bulgulari azaldiginda
— Yara buyukltgl azaldiginda



n Sistemik Tedaviler

/ Sistemik steroidler

/ Azatiyoprin
’ Siklosporin

* Sulfasalazin

* Dapson

* Talidomid

* Minosiklin

* Klofazimin

/ Metotreksat

’ Mikofenolat mofetil

* Intraven6z immunoglobulin

Steroid etkisizliginde
Kombine tedavilerde etkili
Biyolojiklerle kombine ob
Steroid sparing ajan

IL MTX

Kanit diizeyi 4

Vaka raporlari/serileri



Intraven6z Immunoglobulin

Kanit 3A

Vaka serileri

— PG'li 7/10 hasta remisyona girmis ve 6 hastada
tekrarlayan IVIG tedavileri remisyon saglanmis

— Baska bir vaka serisi: PG’li 5/7 hastada tam iyilesme
izlenmis. Agrida belirgin duzelme +

— Retrospektif vaka serisinde, %88 hasta adjuvan IVIG
ted.ne yaniti var. %53’li tam yanit
* Baslangic¢ yanit: 3.5 hf
 Kombinasyonda en sik sist GCS

Glivenli bir tedavi se¢cenegi



n Sistemik Tedaviler

v" Anti-TNF

v (infliximab, adalimumab,

golimumab, certolizumab)

v Ustekinumab
v’ anti-IL-23: tildrakizumab
v' anti-IL-17: secukinumab
v' IL-1 reseptor antagonist (anakinra)
v Anti-IL-1B ajanlar

v’ (canakinumab ve gevokizumab)
v’ Anti-IL-6 reseptor ajan: tocilizumab
v’ Fosfodiesteraz 4 inh (apremilast)
v JAK-STAT inhibitorii

v’ Tofacitinib and ruxolitinib)

v IB kanit diizeyi

v IFX ile ilgili randomize
calisma



[ Infliksimab J

v Plasebo kontrolli randomize calisma
v PG li 30 eriskin hasta + top/sist tedavi

— 5 mg/kg infliksimab (n = 13) ya da plasebo (n = 17).
v 2. hf: infliksimab %46, plasebo %6

v 2. hf'da tedaviye yanit vermeyenler acik etiketli
infliksimab tedauvisi

v 6. hf: 20/29 (%69) diizelme +, 6/29 (%21) tam iyilesme
¥ IBH olan/olmayan hasta arasinda cevap farki yok
v Uzun donem takip yok

Gut 2006,;55(4):505



Infliximab is an appropriate
second-line therapy in infants
with steroid refractory pyoderma
gangrenosum

Editor

Pyoderma gangrenosum (PG) is a neutrophilic dermatosis that
is particularly rare in infants with only 23 cases reported." We
present a new patient with multiple lesions, fever and throm-
bophlebitis suggesting an underlying systemic disorder. Based
on our literature review,' we discuss distinctive features of infan-
tile PG and therapeutic options.

An 8-month-old boy presented with a periumbilical ulcera-
tion having an undermined violaceous edge (Fig. 1a). Histology
revealed dense neutrophilic infiltrates, and after having excluded
an infection, systemic and topical corticosteroids were started.
As the lesion kept growing and the child developed fever with

Figure 1 (a) Initial finding with a periumbilical ulceration showing
an undermined violaceous edge. (b) Extensive thrombophlebitis of
the left vena saphena magna with an accompanying reticular skin
pigmentation. (c) Five days after onset of anakinra, disseminated
pustules and ulcerations developed, including at phlebotomy sites
(d) Eight months after onset of infliximab, all ulcerations healed
with a characteristic cribriform secarrina

Steroid/IVIG/anakinra yanitsiz 8 aylik PG

infliksimaba yanit +

JEADV 2022, 36, e323—e398
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ORIGINAL ARTICLE

Pyoderma gangrenosum and tumour necrosis factor alpha
inhibitors: A semi-systematic review

Hakim Ben Abdallah' © | Karsten Fogh® | Rikke Bech?

'Institute of Clinical Medicine, Aarhus Faculty of

Health Sciences, Aarhus University, Aarhus, Pyoderma gangrenosum (PG) is a rare ulcerative skin disease that presents a thera-
Denmark peutic challenge. Tumour necrosis factor alpha (TNFuo) inhibitors have been
*Department of Dermatology. Aarhus University reported to successfully control PG. Our aim was to systematically evaluate and

Hospital, Aarhus, Denmark compare the clinical effectiveness of TNFu inhibitors in adults with PG. A litera-

ture search including databases such as PubMed, Embase, Scopus, and Web of Sci-
ence was conducted, using search terms related to PG and TNFa inhibitors. Studies

Correspondence
Hakim B. Abdallah, Institute of Clinical Medicine,

Aarhus Faculty of Health Sciences, Aarhus

v'222 makale-356 hasta

v %87 yanit, %67 tam yanit

v Anti-TNF ajanlar arasinda etkinlikte fark yok
v IFX, ADA, ETA






Sistemik Tedaviler

v" Anti-TNF
v' (infliximab, adalimumab,
golimumab, certolizumab)
v’ Ustekinumab
v’ anti-IL-23: tildrakizumab
v" anti-IL-17: secukinumab, IXE,
brodalumab
v' IL-1 reseptor antagonist (anakinra)
v' Anti-IL-1B ajanlar
v’ (canakinumab ve gevokizumab)
v" Anti-IL-6 reseptor ajan: tocilizumab
v’ Fosfodiesteraz 4 inh (apremilast)
v" JAK-STAT inhibitorii
v" Tofacitinib and ruxolitinib)

Vakalar/vaka serileri
Yanit +

Paradoksal PG olgulari
1



n Sistemik Tedaviler

v" Anti-TNF

v' (infliximab, adalimumab,

golimumab, certolizumab)

v Ustekinumab
v’ anti-IL-23: tildrakizumab
v' anti-IL-17: secukinumab
v' IL-1 reseptor antagonist (anakinra)
v' Anti-IL-1B ajanlar

v’ (canakinumab ve gevokizumab)
v’ Anti-IL-6 reseptor ajan: tocilizumab
v’ Fosfodiesteraz 4 inh (apremilast)
v JAK-STAT inhibitorii

v’ Tofacitinib and ruxolitinib)



IL-1 Inhibitorleri

v Anakinra (IL1a ve IL-1B82yi1 hedefleyen IL-1
reseptor antagonisti

Canakinumab (IL-1B inhibitor)
Gevokizumab (IL-1B inhibitor)

v Vaka raporlari/faz Il acik etiketli calisma
v Degisken yanit oranlari



BID
MEDICAL DERMATOLOGY British Journal of Dermatolblgy

Canakinumab in adults with steroid-refractory pyoderma

gangrenosum

A.G.A. Kolios,*? |.-T. Maul,* B. Meier,* K. Kerl,* C. Traidl-Hoffmann,® M. Hertl,* D. Zillikens,> M. Rocken,®
J. Ring,? A. Facchiano,” C. Mondino,® N. Yawalkar,? E. Contassot,* A.A. Navarini* and L.E. French?

'Department of Dermatology and *Department of Immunology, Ziirich University Hospital, Gloriustrabe 31, 8091 Ziirich, Switzerland
*Department of Dermatology and Allergy Biederstein, Technische Universitiit Miinchen, Munich, Germany

*Departments of Dermatolagy and Allergology, Philipps University Marburg, Marburg, Germany

*Department of Dermatology, University of Liibeck, Liibeck, Germany

“Department of Dermatology, Eberhard Karls University of Tiibingen, Tiibingen, Germany

“Istituto Dermopatico dell Tmmacolata, IDI-IRCCS, Rome, Italy

SOspcdulf Regionale di Bellinzona e Valli, Bellinzona, Switzerland

“Department of Dermatology, Bern University Hospital, Bern, Switzerland

Linked Comment: Costanzo, Br J Dermatol 2015; 173: 1124

Summary
Correspondence Background Pyoderma gangrenosum (PG) is a rare, neutrophilic, ulcerative skin
Lars E. French. disease that is difficult to treat, especially when unresponsive to steroids.
E-mail: las.french(@usz.ch Objectives To determine whether canakinumab is an effective and safe treatment in

Steroid direngli PG n: 5 hasta, acik etiketli calisma
Canakinumab 150 mg sc baslangig¢. 2. hf ve 8. hf (150-300 mg)
16. hf: Doktor Global Degerlendirme, DYKi ve lezyon ¢api
3/5 tam remisyon




Submitted: 23.2.2018 - DOI: 10.1111/ddg.13741

Accepted: 27.6.2018
Conflicts of interest

None.
Biologics and immunoglobulins

in the treatment of pyoderma
gangrenosum — analysis of 52 patients

52 hasta, 75 yara, 275 tedavi
Tam remisyon/diizelme
3 infliksimab %63.6 (21/33)
1 Adalimumab %57.1 % (16/28)
 Etanersept %71.4 (5/7)
[ Ustekinumab %66.6 (6/9)
Q IVIG % 66.7 (10/15)
J KS %48.8 % (38/78)
0 CsA %20 (7/35)
Q YE: Biyolojik %18.5 (15/81), IVIG %20 (3/15), CsA %40
(14/35), KS %10.4 (5/48)



Dermatology

Volume 238, Issue 4 REVIEW ARTICLES | OCTOBER 28 2021

July 2022

Pyoderma Gangrenosum and
Interleukin Inhibitors: A Semi-
Systematic Review

Subject Area: 7 Dermatology , I Immunology and Allergy
Hakim Ben Abdallah (23 Karsten Fogh; Christian Vestergaard; Rikke Bech

Dermatology (2022) 238 (4): 785-792.

dPG’de off-label
J Anakinra, canakinumab, ustekinumab
(JRekalsitrant PG’de tedavi yaniti iyi
(1%86 olguda lezyonlar >12 aydan uzun siiredir +
1%70 yanit ve %57 tam yanit ile
L Tiim hastalar baska tedavi denemis

(1%63’li TNFa inhibitorleri denemis

Col



Apremilast

v Steroid yanitsiz

v TNF-a inh ve dapson kontrendike

v Apremilast monoterapi 2x30 mg/g
— 4.ayda lezyon kiiciilme

JAAD Case Rep 2022,;30,:8-10

— 3. yilda tamamen kapanma



[ “ Cerrahi Tedavi

v Tartismali
v Tek basina etkili degil
v Travma; yeni PG illserleri olusturabilir

* Yeterli immﬁnsﬁpresion + iyi yara bakimi

Secili olgularda uygun

Kompresyon

Debridman ve hatta deri grefti inflamatuvar siniri
olmayan yavas iyilesen Ulserlerde faydali olabilir.




Negatif Basing¢li Yara Tedavisi

Problems for wound healing Mechanism

Bacterial burden Removes infectious materials

Inadequate protection against infection | Provides protected wound healing
environment

Excess exudate Removes exudate

Excess oedema (interstitial fluid) Reduces oedema (interstitial fluid)

Absence of moisture Provides a moist wound healing
environment

Lack of adequate blood flow Promotes perfusion

Lack of granulation tissue formation Promotes granulation tissue formation

and draws wound edges together



> J Am Acad Dermatol. 2018 Jun;78(6):1195-1204.e1. doi: 10.1016/j,jaad.2017.12.049. FULL TEXT LINKS
Epub 2017 Dec 27.

Diagnosis and management of peristomal pyoderma
gangrenosum: A systematic review

ACTIONS

Alex G Ortega-Loayza , Kanade Shinkai 4 [l Collections

Affiliations + expand
PMID: 29288099 DOI: 10.1016/}.jaad.2017.12.049

Ladan Afifi 1, Isabelle M Sanchez 1, Matthew M Wallace 2, Sara F Braswell 2,

» Sistemik tedaviler: Hizli seyirli/ siddetli PG’de birinci basamak

* immiinsiipresif tedaviler: kortikosteroid, siklosporin, dapson
* Tam Yanit orani: %50

* STOP-GAP RKC: siklosporin ile steroid benzer etkinlikte
* 6 aylik tedavi ile basari orani %47

» Sistemik metronidazol, azatiyoprin, sulfasalazin ve takrolimus alternatif/destek
tedaviler

* IVIG: kanit diizeyi C; etkinligi iyi- direngli vakalarda kullanilabilir



Tedavi sonrasi 1-3. hf da lezyonu yeniden degerlendir

Yeni Ulser varhgi
Var olan ulserin genislemesinin durmasi
Ulser sinirlarinda diizelme
Periferal eritemde diizelme

‘Guliver bulgusu’




Kombine Tedaviler

Rekalsitran Piyoderma Gangrenozum

Otoinflamatuvar sendromlar

— PAPA sendromu: Piyojenik artrit, PG, akne
— PASH sendr: PG, akne, HS

— PAPASH sendr: Pyojenik artrit, PG, akne, HS

Eslik eden sistemik inflamatuvar hastaliklar
— Ulseratif kolit
— Ps/PsA



PAPA sendromu
Piyojenik artrit+Pyoderma gangrenozum+akne

Kombine tedavi:

1. Minoksiklin+dapson

2. Minoksiklin+dapson+deflazakort
3. Dapson+ MTX

CPD « Therapeutic vignette

CPD

Successful treatment of PAPA syndrome with minocycline,
dapsone, deflazacort and methotrexate: a cost-effective therapy with
a 2-year follow-up

K. Sardana,’ S. Bajaj? and S. K. Bose®

'Department of Dermatology Venereology and Leprosy, PGIMER Dr RML Hospital, New Delhi, India; *Department of Dermatology, Fiordungssjukrahisio &
Akureyri, Akureyri, Iceland; and 3Indraprastha Apollo Hospitals, New Delhi, India

doi: 10.1111/ced.13792



Rekalsitran Pyoderma Gangrenozum

Bir immiunsupresif ajandan switch yerine
kombinasyon tedavisi onerilir

v PG icin literatlirde aydinlatiimamis

v Diger immun aracili hastaliklarda etkili
immuinsupresif ilac kombinasyonlari onerilir
— MTX+IFX

— Cyc+ MFM+ prednizon
* (Hematopoietik transplant hast ve GVHH )



Rekalsitran PG’de Kombine Tedaviler

v iv siklofosfamid pulse (1000 mg/ay)+ Cyc (100
mg/g) ve prednizon?

v Cyc+ MFM (2 gr/g)+ negatif basing ortiileri?
v IFX ve AZT direncli PG’da3
v Adalimumab+ Cyc+ prednizolon+ sulfasalazin

LAnn Rheum Dis 2004; 63: 888—889.
2Br J Dermatol 2001; 144: 397-400
3 ) Burns Wounds 2006; 5: e8.



| Siddetli*

Pyoderma Gangrenosum

Hafif

Monoterapi

(topikal kkobetasol/intralezyonel steroid)

Biyolojik tx dusun

A2

Tam —@—
)2

Monoterapiye devam et,
disik doz imminsupresif
ekle

Baslangic tx,

|:| lyilesme
|:| idame tedavi

L~ cyc (2.5-4 mg/kg/g) ya da prednizon
(0.5-1 mg/kg/g)

\

y

Diger
ajanlar
ekle**

Q_

Biyolojikleri distin

lyilesme

©

* Siddetli = multipl Ulserler, tek llser >12 cm, yiz tutulumu

** Mikofenolat mofetil/diger ajan

**% Cyc, prednizolon, mikofenolat mofetil. iViG, MTX+biyolojik ajanlar

Biyolojik ajana basladiktan 3
hf sonra, prednizon ya da cyc
dozunu azalt

Q_

lyilesme

=0




Hafif siddet PG

Biyolojik tx

Q— lyilesme

|_Diger ajan
ekle***

_ \ 4
lyilesme

Prednizon dozunu
dusar

Siklosporin

Q_

Siddetli PG

Biyolojik tx

lyilesme

Biyolojik ajan sikligini arttir

|_ve/veya diger ajan*** ekle

dozunu disur

Tam

Remisyonu saglamak igin
kombinasyon tedavisini en
disiik dozda devam et
Birkag ay remisyon
saglanirsa; monoterapiye
donebilirsin

Yarayi yeniden degerlendir
Inflamatuvar sinir varsa;
biyolojik tx ekle

*** Sjklosporin, prednizon, mikofenolat mofetil, iVIG, MTX

_@_>I

Biyolojik ajana devam et
Idamede daha cost
effective tx ile devam et

Yarayi yeniden degerlendir - Ulseri gevreleyen
inflamatuvar sinir yoksa- yara bakimi

inflamatuvar sinir varsa
1) Baska biyolojij tx
2) Nonbiyolojik tx ye geg ya da biyolojik tx degistir

Acta Derm Venereol 2015; 95: 525-531




BENI DINLEDIGINIZ ICIN
TESEKKUR EDERIM
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