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Rezumat

Introducere: Ulceratiile cutanate pot fi dificil de
gestionat si pot deveni o sursd majord de morbiditate.
Localizarea abdominald, dar si cea la nivelul coapselor este
rar intdlnitd. Paniculita necrozantd poate apirea oriunde,
insd localizarea cea mai frecventd este pe zonele expuse
injuriilor si de presiune.

Caz clinic: Prezentam cazul unei paciente in vdrstd
de 78 ani, cunoscutd cu DZ tip Il insulinonecesitant, HTA,
BRGE si obezitate morbidd, se prezintd pentru multiple
ulceratii gigante, rotund-ovalare, acoperite de necrozd si
secretii fibrino-purulente, localizate la nivel abdominal si la
nivelul pirtii interne a coapselor. Debutul a fost insidios,
sub formd de leziuni eritematoase reliefate la nivelul
coapselor ce au remis, insd cu reaparitia lor la nivel
abdominal in urmd cu doud luni, cu transformare rapidd in
ulceratii. Pacienta a urmat  tratamente antibiotice si
terapie locald prin serviciul chirurgie ambulator, insd cu
evolutie nefavorabild, fiind internatd ulterior in sectin DV.
In urma efectudrii examenelor bacteriologice se evidentiazi
suprainfectia multibacteriand a ulceratiilor cu Klebsiella
pneumoniae, E. Coli, Proteus si se initiazd antibioterapie

Summary

Introduction: Skin ulcers can be difficult to manage
and can become a major source of morbidity. Abdominal
and thigh localisation is rare. Necrotising panniculitis can
occur anywhere, but the most common location is on areas
exposed to injury and pressure.

Clinical case: We present here the case of a 78-year-
old female patient, known to have insulin-dependent type 1T
diabetes mellitus, hypertension, gastroesophageal reflux
disease and morbid obesity, arriving at the medical
office/clinic for multiple giant, round-oval ulcerations
covered with necrosis and fibrin purulent secretions located
on the abdomen and inner thighs. The onset was insidious,
in the form of raised erythematous lesions on the thighs that
subsided, but with a recurrence on the abdominal area two
months ago, with rapid transformation into ulcerations.
The patient underwent antibiotic treatment and topical
therapy applied by the outpatient surgery service, but with
an unfavourable outcome and was subsequently admitted
to the dermatology ward. Bacteriological examinations
revealed multibacterial superinfection of the ulcers with
Klebsiella pneumoniae, E. Coli, Proteus and specific
antibiotic therapy was initiated. Histopathological
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specificd. Examenul histopatologic a evidentiat modificiri
focale de mecrozd lipoidicd la nivelul hipodermulusi.
Diagnosticul diferential a inclus pyoderma gangrenosum,
paniculita necrozantd sau reactia alergicd la insulind.

Concluzii: Localizarea ulceratiilor la nivel abdominal
(Ia locul de injectare a insulinei), dar si la nivelul coapselor
si interfesier este rard si pune dificultiti de diagnostic.
Managementul ulceratiilor cutanate necesitd gestionarea
atentd a patologiilor asociate precum diabetul zaharat sau
hipertensiunea arteriald, dar si obezitatea morbidd, in cazul
pacientei.

Cuvinte cheie: ulceratii, paniculitd, suprainfectie
multibacteriand, diagnostic diferential.
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examination revealed focal changes of lipoid necrosis in the
hypodermis. The differential diagnosis included pyoderma
gangrenosum, necrotising panniculitis or allergic reaction
to insulin.

Conclusions: Localisation of ulcerations at the
abdominal level (at the site of insulin injection), but also on
the thigh and in the intergluteal area is rare and poses
diagnostic difficulties. Management of skin ulcers requires
careful management of associated pathologies such as
diabetes mellitus or hypertension, and morbid obesity in the
patient.

Key words: ulcerations, ulcers, panniculitis, multi-
bacterial superinfection, differential diagnosis.
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Introducere

Ulceratiile cutanate pot fi dificil de gestionat
si pot deveni o sursd majord de morbiditate.
Localizarea abdominald, dar si cea la nivelul
coapselor este rar Intalnitd. Paniculita necrozanta
poate apdrea oriunde, insd localizarea cea mai
frecventd este pe zonele expuse injuriilor si de
presiune.

Caz clinic

Pacients de sex feminin, in varsta de 78 ani, se
interneazd in Clinica Dermatovenerologie din
Sibiu pentru prezenta unor ulceratii rotund-
ovalare gigante, bine delimitate, acoperite de
necrozd si secretii fibrino-purulente fetide,
localizate abdominal, pe fata internd a coapselor
si interfesier. Asociat, prezintd durere locala
intensd si semne celsiene perilezional. Pacienta
este cunoscutd cu diabet zaharat tip II insulino-
necesitant, hipertensiune arteriald esentiald,
boald de reflux gastro-esofagian si insuficienta
venoasd cronicd a membrelor inferioare stadiul
C3 CEAP.

Afirmativ, boala a debutat prin leziuni
eritematoase ce au aparut in urma cu aproximativ
2 luni, cu transformare rapidd in ulceratii.
Debutul a coincis cu initierea tratamentului cu
insulind (Tresiba — insulind degludec — analog de
insulind). Pacienta se prezintd in serviciul UPU,
iar in urma consulturilor de Chirurgie generald si
Chirurgie plasticd, anterior interndrii, a urmat
tratament la domiciliu cu Ceftriaxond injectabil si
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Introduction

Skin ulcers can be difficult to manage and can
become a major source of morbidity. Abdominal
or thigh localisation is rare. Necrotising
panniculitis can occur anywhere, but the most
common location is on areas exposed to injury
and pressure.

Clinical case

A 78-year-old female patient was admitted to
the Dermatology Clinic in Sibiu for the presence
of giant, well-defined, round-oval ulcerations,
covered with necrosis and fetid fibrin purulent
secretions, located on the abdomen, inner thighs
and intergluteal area. The patient has associated
intense local pain and perilesional cardinal signs
of inflammation. The patient is known to have
insulin-dependent type II diabetes mellitus,
essential hypertension, gastroesophageal reflux
disease and chronic venous insufficiency of the
lower extremities stage C3 of CEAP.

Affirmatively, the disease started with
erythematous lesions that appeared approx. 2
months ago with rapid transformation to
ulcerations. The onset coincided with the
initiation of insulin treatment (Tresiba - insulin
degludec - insulin analogue). The patient was
brought to the emergency ward and following
consultations in General Surgery and Plastic
Surgery, prior to admission, followed home
treatment with ceftriaxone injections and local
lavage with saline solution and betadine solution,
with adverse outcome. The general clinical exa-




toaletd locald cu ser fiziologic si Betadina solutie,
cu evolutie nefavorabila.

Examenul clinic general la internare releva
stare generald usor influentata, obezitate morbida
(IMC=45,77 kg/m?), tesut adipos in exces repre-
zentat, gonalgii bilateral, TA=140/90 mmHg,
AV=65 bpm, torace emfizematos, murmur vezi-
cular indsprit, abdomen marit de volum prin
paniculul adipos, nedureros spontan sau la
palpare, fara alte modificari patologice.

Examenul clinic local evidentiaza la nivelul
abdomenului, coapselor [Fig. 1], interfesier [Fig.
2] multiple ulceratii rotund-ovalare, dureroase,
de diferite dimensiuni, unele gigante, cu dia-
metre cuprinse intre 2 si 15 cm, profunde, bine
delimitate, acoperite de necroza uscatd si umeds,
cu secretii fibrino-purulente galben-verzui, fe-
tide, cu evidentierea tesutului subcutanat, dis-
puse pe fond eritematos, unele insotite de eritem
perilezional intens.

Biologic se constata hipoproteinemie cu hipo-
albuminemie, anemie hipocromd, normocitard,
sideremie scdzuta (anemie feripriva usoard),
hipocalcemie usoard, hiperglicemie, sindrom
inflamator biologic, test Adler pozitiv. Examenele

Figura 1. Ulceratiile de la nivelul abdomenului si coapselor
Figure 1. Ulcerations on the abdomen and thighs
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mination on admission revealed a mildly affected
general condition, morbid obesity (BMI=45.77
kg/m?), excess adipose tissue represented, bilat-
eral gonalgia, BP=140/90 mmHg, VR (ventricular
rate) =65 bpm, emphysematous thorax, tightened
vesicular murmur, enlarged abdomen through
adipose panniculus, painless spontaneously or
on palpation, without other pathological changes.

The local clinical examination shows multiple
round-oval painful ulcerations of various sizes,
some giant, 2 to 15 cm in diameter, which are
deep, well-defined, covered with dry and moist
necrosis, with greenish-yellow fetid fibrin
purulent secretions, with subcutaneous tissue, on
an erythematous background, some accom-
panied by intense perilesional erythema, on the
abdomen, thighs [Fig. 1], and in the intergluteal
area [Fig. 2].

Biologically there is hypoproteinemia with
hypoalbuminemia, hypochromic anemia, normo-
chromic anemia, low sideremia (mild iron
deficiency anaemia), mild hypocalcemia, hyper-
glycemia, biological inflammatory syndrome,
positive Adler test. Mycobacteriological exami-
nations of ulcers revealed Klebsiella Pneumoniae
ssp. pnemumoniae, ESBL (+) — on the abdomen,

Figura 2. Ulceratiile de la nivel interfesier
Figure 2. Ulcerations at the interfacial level
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micobacteriologice din ulceratii au evidentiat
Klebsiella Pneumoniae ssp pnemumoniae, BLSE (+)
— abdomen, coapsa stangd si fesier, Proteus —
abdomen, coapsa stanga si fesier, Morganella
Morganii ssp sibonii - abdomen, coapsa stanga si
fesier si Escherichia Coli — fesier.

S-au realizat multiple consulturi interdisci-
plinare: cardiologie — se stabileste diagnosticul
HTA grad II B si se recomandd tratament anti-
coagulant profilactic; gastroenterologie — se sta-
bileste diagnosticul de anemie feripriva usoara,
hemoragie digestiva oculta si se recomanda
endoscopie digestivd superioard si colonoscopie;
diabet zaharat si Boli de Nutritie — in vederea
ajustdrii dozelor de insuling; boli infectioase — in
vederea stabilirii antibioterapiei pe parcursul
interndrii; alergologie — in vederea excluderii
unei reactii alergice la insulind si chirurgie
plasticd — in vederea stabilirii tratamentului a la
long si evaludrii necesitdtii de reparare a
defectelor cutanate.

S-a efectuat endoscopie digestiva superioard
care a evidentiat esofag cu un polip de 6 mm la
nivelul jonctiunii eso-gastrice, stomac cu o arie cu
aspect polipoid la nivelul marii curburi si antral
protruzii polipoide, din cadrul cdrora s-au
recoltat biopsii, pilor permeabil, bulb, DII fara
modificari si colonoscopie in cadrul cdreia se
constatd mici diverticuli la nivelul colonului
stang, fara alte modificdri si hemoroizi interni
necomplicati.

Examenul histopatologic a evidentiat la
nivelul dermului glande sudoripare si capilare
sanguine, in portiunea papilard zone cu infiltrat
inflamator cronic limfocitar usor si moderat
augmentat cu dispozitie pericapilara, fard exo-
citozd, zone de degenerescentd a fibrelor de
colagen si elastice dermice. Tesutul adipos hipo-
dermic cu adipocite de aspect normal si cu
adipocite anucleate, cu aspect necrotic, cu reactie
macrofagicd si cu prezenta unui infiltrat infla-
mator limfocitar la interfata cu dermul. Toate
aceste modificari histopatologice au sugerat
modificari focale de necroza lipoidicd la nivelul
hipodermului.

Se stabileste diagnosticul de Paniculitd ulcero-
necroticd abdomen si coapse, Infectia ulceratiilor cu
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left thigh, and in the gluteal region, Proteus — on
the abdomen, left thigh, and in the gluteal region,
Morganella Morganii ssp. sibonii — on the
abdomen, left thigh and in the gluteal region, and
Escherichia Coli - in the gluteal region.

Multiple interdisciplinary consultations were
carried out: Cardiology — a diagnosis of stage IIB
hypertension was established and prophylactic
anticoagulant treatment was recommended;
Gastroenterology — a diagnosis of mild iron
deficiency anaemia and occult gastrointestinal
bleeding was determined and upper gastro-
intestinal endoscopy and colonoscopy were
recommended; Diabetes and Nutrition Diseases —
in order to adjust insulin doses; Infectious
Diseases — to determine antibiotic therapy during
hospitalisation; Allergology — to rule out an
allergic reaction to insulin; and Plastic Surgery —
to determine long-term treatment and assess the
need to have skin defects repaired.

Upper gastrointestinal endoscopy was
performed, which revealed an oesophagus with a
6 mm polyp at the level of the oesogastric
junction, stomach with a polypoid-looking area
at the level of the greater curvature and in the
antrum portion with polypoid protrusions, from
which biopsies were taken. The following were
also revealed: permeable pylorus; duodenal bulb
and second (descending) part of the duodenum
without changes and colonoscopy in which small
diverticula were found in the left colon without
other changes and internal haemorrhoids
without complications.

The histopathological examination revealed
in the dermis sweat glands and blood capillaries,
in the papillary portion: areas of mild and
moderately increased chronic lymphocytic
inflammatory infiltrate with disposed in the
pericapillary matrix, without exocytosis, areas of
degeneration of collagen fibres and dermal elastic
fibres. Hypodermic adipose tissue with normal-
appearing adipocytes and anucleate adipocytes
with necrotic appearance, macrophagic reaction
and presence of a lymphocytic inflammatory
infiltrate at the interface with the dermis. All
these histopathological changes suggested focal
changes of lipoid necrosis in the hypodermis.

The following diagnosis is established:
ulcerative, necrotising panniculitis of abdomen and
thighs, infection of ulcers with Klebsiella
pneumoniae, Proteus, Morganella Morganii, and
Escherichia Coli, perilesional cellulitis on the




Klebsiella pneumoniae, Proteus, Morganella
Morganii si Escherichia Coli, Celulitd perilezio-
nald abdomen, coapsa stangd si fesier si
diagnosticele secundare Insuficientd venoasa
cronicd a membrelor inferioare std. CEAP C3,
Diabet zaharat tip II insulinonecesitant, Hiper-
tensiune arterialda grad II B, Boald de reflux
gastro-esofagian, Polipi esofag si stomac, Diverti-
culi colon stang, Hemoragie digestivd ocultd,
Anemie feripriva usoard, Obezitate morbida.

Diagnosticul diferential s-a realizat cu:

Pyoderma gangrenosum — care se manifesta
initial ca noduli, pldci sau pustule cu formarea
unor ulceratii ce se maresc progresiv, cu margine
violacee, elevati si eritem In jur, sunt dureroase si
se localizeaza de obicei pe zone post-traumd; la
examenul histopatologic se observa infiltrat
limfocitar perivascular sau intramural sau
infiltrat neutrofilic dermic.

Necrobioza lipoidicd — se manifestd clinic
prin placi ovalare sau neregulate, cu centrul
atrofic galbui, cu periferie reliefatd, violacee, iar
cea mai frecventd localizare este pretibial, insa
15% din cazuri pot apdrea in alte regiuni
topografice, iar o treime pot ulcera.

Reactie cutanatd alergicd la administrarea
Insulinei — apare frecvent eritem, prurit, indu-
ratie, noduli si lipoatrofie la locul injectarii, se
remit spontan, iar pacienta nu a prezentat leziuni
doar la locul de injectare a insulinei.

Calcifilaxia — reprezintd necroza tesutului
cutanat sau subcutanat ce se produce prin ocluzia
vaselor mici, produsd prin calcificarea peretilor
vaselor, apare frecvent la pacienti cu disfunctie
renald importanta sau alti factori de risc, precum
obezitatea, sexul F, diabetul zaharat, hipo-
albuminemia, insa la examenul histopatologic se
observa lipsa depozitelor de calciu.

Diagnosticul diferential cu alte Paniculite,
precum cea indusad infectios - poate fi cauzata de
o varietate mare de bacterii, fungi, virusuri sau
paraziti, apare frecvent la cei imunocompromisi
sau cu DZ, se manifestd clinic prin placi, noduli
sau abcese cu secretie purulentd, afecteazd
frecvent membrele inferioare, dar si membrele
superioare, fata sau trunchiul, iar la EHP se
observad frecvent paniculitd lobularad si inflitrat
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abdomen, left thigh and in the gluteal region,
complete with the following secondary diag-
noses: chronic venous insufficiency of the lower
extremities stage C3 of CEAP, insulin-dependent
type II diabetes mellitus, stage IIB hypertension,
gastrooesophageal reflux disease, oesophageal
and stomach polyps, left colon diverticula, occult
gastrointestinal bleeding, mild iron deficiency
anaemia, morbid obesity.

The differential diagnosis is as follows:

Pyoderma gangrenosum - initially mani-
festing as nodules, plaques or pustules with
progressively enlarging ulceration formation,
with a raised, purplish margin and erythema
around, are painful and are usually located on
post-trauma areas; histopathological examination
shows perivascular or intramural lymphocytic
infiltrate or dermal neutrophilic infiltrate.

Lipoid necrobiosis — clinically manifesting as
oval or irregular plaques, with a yellowish
atrophic centre, with a raised, purplish periphery,
and the most common location is pretibial are,
but 15% of cases may occur in other topographic
regions, and a third may ulcerate.

Allergic skin reaction to insulin administra-
tion — erythema, pruritus, induration, nodules
and lipoatrophy frequently occur at the injection
site, subside spontaneously, and the patient did
not have lesions only at the insulin injection site.

Calciphilaxis — this is necrosis of skin or
subcutaneous tissue that occurs by occlusion of
small vessels, caused by calcification of vessel
walls. It occurs frequently in patients with signifi-
cant kidney dysfunction or other risk factors,
such as obesity, female sex, diabetes mellitus,
hypoalbuminemia. Nevertheless, upon histo-
pathological examination on the patient, the
absence of calcium deposits is observed.

Differential diagnosis with other panniculitis,
such as infectious-induced panniculitis - this can
be caused by a wide variety of bacteria, fungi,
viruses, or parasites. It frequently occurs in
immunocompromised or diabetic patients, it is
clinically manifested by plaques, nodules or
abscesses with purulent discharge, and it
frequently affects the lower extremities but also
the upper extremities, face or trunk. The histo-
pathological examination frequently shows
lobular panniculitis and neutrophilic infiltrate.
Another differential diagnosis panniculitis is
pancreatic panniculitis - this is located in the
lower limbs and manifested by subcutaneous
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neutrofilic; Paniculita din pancreatica — se locali-
zeazd la nivelul membrelor inferioare si se
manifestd prin noduli subcutanati ce ulcereaza
spontan, paraclinic lipazele serice si amilaza sunt
crescute iar EHP evidentiazd paniculitd lobulara
si necrozd intensd a adipocitelor.

Paniculita datoratd deficitului de AAT -
apare frecvent intre 30-60 ani, se asociazd cu
patologii pulmonare (BPOC), hepatice (cirozd),
iar clinic se manifestd prin noduli si placi erite-
matoase, dureroase, celulitd, abcese fluctuante,
localizarea cea mai frecventd este la nivelul
trunchiului, fesier, extremitdtilor proximal, iar
EHP evidentiazd necroza rapidd a tesutului
subcutanat si necrozad lichefactiva; Asociatd cu
medicamente — dupd tratament cu Vemurafenib
sau Ponatinib; Posttraumatica sau Factitiald —
manifestata prin noduli, plédci, ulceratii variate,
infirmata prin istoricul personal.

S-a initiat tratament sistemic antibiotic cu
Teicoplanina 400 mg la 12 ore 3 doze, apoi 400 mg
la 24 ore timp de 5 zile, Ceftazidim 1 g la 8 ore
timp de 9 zile, Gentamicina 100 mg la 12 ore timp
de 10 zile, apoi Piperacilina/Tazobactam 4g /0,5 g
la 8 ore timp de 12 zile, antifungic, corticoterapie,
IPP, probiotic, antialgic, antihistaminic, anti-
coagulant profilactic, albumina, insulina si trofice
vasculare.

Figura 3. Evolutie pe parcursul interndrii
Figure 3. Evolution during hospitalization
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nodules that ulcerate spontaneously; para-
clinically - serum lipase and amylase are elevated
and histopathological examination reveals lobular
panniculitis and intense adipocyte necrosis.

Panniculitis due to AAT deficiency frequently
occurs between 30-60 years of age, is associated
with pulmonary (COPD), liver (cirrhosis)
pathologies, and clinically manifests as painful
erythematous nodules and plaques, cellulitis,
fluctuating abscesses. The most frequent loca-
lisation is in the in the gluteal region, proximal
extremities, and histopathological examination
reveals rapid necrosis of subcutaneous tissue and
liquefactive necrosis. Drug-induced panniculitis
appears after treatment with vemurafenib or
ponatinib. Traumatic or factitial panniculitis is
manifested by nodules, plaques, various
ulcerations - this was refuted by personal medical
history.

Systemic antibiotic treatment was initiated
with teicoplanin 400 mg every 12 hours, 3 doses,
then 400 mg every 24 hours for 5 days,
ceftazidime 1 g every 8 hours for 9 days,
gentamicin 100 mg every 12 hours for 10 days,
then piperacillin/tazobactam 4g/0.5g every 8
hours for 12 days, antifungal treatment, cortico-
therapy, PPI, probiotics, analgesics, antihista-
mines, prophylactic anticoagulants, albumin,
insulin, and vascular trophic treatment.

Figura 4. Evolutie la 2 luni de la externare
Figure 4. Evolution 2 months after discharge




Evolutia ulceratiilor a fost lent favorabila sub
tratament local, cu ameliorarea eritemului
periulceros rapid si curdtarea secretiilor fibrino-
purulente si a necrozei, cu reducerea profunzimii
ulceratiilor pe parcursul internarii. [Fig. 3, Fig. 4]

Particularitatea cazului constd in raritatea
localizarii ulceratiilor cutanate (abdomen, la locul
de injectare a insulinei, dar si la nivelul coapselor
si interfesier), in agravarea rapida a evolutiei
acestora si totodata asocierea DZ tip II insulino-
necesitant si a obezitdtii, complexitatea cazului
punand probleme de diagnostic si tratament.

Discutii si concluzii

Localizarea ulceratiilor la nivel abdominal,
care coincide cu locul de injectare a insulinei, dar
si la nivelul coapselor si interfesier este rard si
pune dificultati de diagnostic. Inovatiile aduse
terapiilor cu insulina in ultima perioada a scazut
drastic incidenta reactiilor adverse, raportan-
du-se la momentul actual mai putin de 0,1%. In
ciuda modificdrilor produse in procesul de
obtinere a insulinei, conservantii si parte din
excipienti au ramas aceiasi, iar bacteria utilizata
in aceste procese se pare cd are potentialul de a
actiona ca un antigen — reactiile adverse la terapia
cu insulind pot fi luate in calcul, insd in cazul
pacientei, localizarea leziunilor si In alte regiuni
in afara zonelor de injectare a exclus o posibila
reactie adversd.

Vindecarea dificild a ulceratiilor la un pacient
diabetic este rezultatul unei patofiziologii com-
plexe. Hiperglicemia se coreleaza mai ales cu
afectarea microcirculatiei, care duce la oxigenare
redusd a tesuturilor, dar si migrarea slaba a
leucocitelor in zonele afectate, ceea ce predispune
pacientii la un risc mai mare de infectii. Ajustarea
terapiei cu insulina si reechilibrarea Diabetului
zaharat au favorizat vindecarea leziunilor intr-un
timp scurt.

Pacienta a necesitat tratamentul bolilor de
fond, dar si tratament suportiv aditional si trata-
mentul complicatiilor. De asemenea, o impor-
tantd majord o are diminuarea factorilor de risc,
iar abordarea multidisciplinard in echipa a fost
esentiald in acest caz.
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The evolution of ulcers was slowly favourable
under topic treatment, with improvement of
periulcer erythema rapidly and clearance of
fibrin purulent secretions and necrosis, with
reduction of ulcer depth during hospitalization.
[Fig. 3, Fig. 4]

The particularity of the case lies in the rarity
of the location of the skin ulcers (abdomen, at the
site of insulin injection, but also in the thighs and
in the intergluteal area), in the rapid worsening of
their evolution, and also in the association of
insulin-dependent type II diabetes mellitus and
obesity, the complexity of the case posing
diagnostic and treatment problems.

Discussions and conclusions

The localisation of ulcerations at the
abdominal level, which coincides with the insulin
injection site, but also on the thigh and in the
intergluteal area is rare and poses diagnostic
difficulties. Innovations in insulin therapy in
recent times have drastically reduced the
incidence of adverse reactions, with less than
0.1% currently reported. Despite changes in the
insulin manufacturing process, the preservatives
and some of the excipients have remained the
same, and the bacteria used in these processes
appear to have the potential to act as an antigen —
adverse reactions to insulin therapy can be
considered, but in the patient’s case, the
localisation of lesions in regions other than the
injection sites ruled out a possible adverse
reaction.

Difficult healing of ulcerations in a diabetic
patient is the result of complex pathological
physiology. Hyperglycemia is mainly correlated
to impaired microcirculation, which leads to
reduced tissue oxygenation, but also to poor
leukocyte migration to affected areas, which puts
patients at greater risk of infection. Adjustment of
insulin therapy and rebalancing of diabetes
mellitus has helped the lesions heal in a short
time.

The patient required treatment of underlying
disease, but also additional supportive treatment
and treatment of complications. Also of major
importance is the reduction of risk factors and the
multidisciplinary team approach was essential in
this case.
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Din cauza multiplelor patologii asociate, s-a
impus si tratamentul comorbiditatilor.

Managementul ulceratiilor cutanate necesita
gestionarea atentd a patologiilor asociate precum
diabetul zaharat sau hipertensiunea arteriald, dar
si obezitatea morbida, in cazul pacientei.
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