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ABSTRACT

Necrotizing fasciitis of the breast is rare but associated with high morbidity and mortality. Delayed
presentation and inappropriate intervention results in multiple surgical procedures and prolonged hospital stay.
Early diagnosis, prompt surgical treatment and broad-spectrum antibiotic therapy are of immense importance
in preventing mortality. In this report, we present a 28-year-old lactating mother with delayed presentation of

bilateral breast necrotizing fasciitis involving the anterior abdominal wall and the back.
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INTRODUCTION

Necrotizing fasciitis (NF) is a synergistic,
polymicrobial soft tissue infection associated with
rapid progression, extensive necrosis, profound
systemic toxaemia, considerable morbidity and a
high mortality rate. With the appropriate treatment,
the reported high mortality of 73% can be reduced
to 10%.2 The presentation ranges from a mild soft
tissue infection to septic shock and multi-organ
dysfunction syndrome. It can affect any part of the
body such as the head and neck, the trunk, both
upper and lower extremities, buttocks and
perineum®3458 as well as the breasts in sporadic
cases.?’

Necrotizing infection of the breast is usually
seen in malnourished, diabetic or
immunocompromised patients,>” however it has
been reported in healthy individuals.?, In lactating
mothers, nipple cracks,® poorly treated mastitis and
abscess of the breast have been implicated in the
disease’ and may be bilateral when both breast are
involved. NF of the breast is a severe progressive
infective gangrene of the subcutaneous tissue of
the breast with subsequent death of the overlying

skin. Lack of prompt and appropriate treatment
results in multiple surgical procedures a prolonged
hospital ~stays with consequent financial
implications.*

We present a case of bilateral breast NF
involving the abdomen and the back in a 28-year-
old lactating woman managed in our centre with a
good outcome.

CASE REPORT

A 28-year-old lactating woman presented to the
emergency unit of the hospital with a 15 days
history of swelling and pain in the right breast. The
painful swelling started as a boil, was gradual in
onset, progressed to involve the entire right breast.
It ruptured spontaneously exuding purulent
discharge with subsequent dark discolouration of
the skin. The contralateral breast, anterior aspect of
the abdomen and the back were involved about 10
days prior to presentation. There was associated
high-grade fever with chills, rigors and body
weakness. There was no history of trauma and she
was neither a diabetic nor retro-viral disease
patient. An initial home care with the use of a



topical and oral traditional medicine worsened the
condition necessitating presentation at our facility.

Examination findings at the presentation were
that of a young woman, ill-looking, febrile, pale
and dehydrated. The Pulse rate was 134 per minute,
blood pressure of 100/60 mm Hg, respiratory rate
of 20 per minute and sPO. of 93%. There was

Blood investigations revealed a haemoglobin of
8.2 g/dl, total leucocyte count of 13.2 x 10%L,
random blood glucose 9.7 mmol/L, serum albumin
of 28mg/dl, with a normal electrolytes, urea and
creatinine. Wound culture reported Escherichia
Coli. Assessment of bilateral NF of the breast
involving the anterior abdominal wall and the back

B

Figure 1: The necrosis of both breast at presentation (A), Tender anterior abdominal wall with islands
of necrotic skin at suprapubic area and umbilicus (B)

gangrene of the entire right breast extending across
the sternum to the left breast with foul-smelling
discharge. The abdomen was full, moved with
respiration and dark discolouration of the skin of
suprapubic area and the back. The suprapubic area
was more tender but no features of peritonitis.
Bowel sounds were present and normoactive. (Fig
1)

S
Figure 2: Thorough debridement with removal of
all infected tissue/fascia
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Figure 3: Healthy wound bed after wound care and
nutritional rehabilitation (A and B), grafted wound
immediately on table (C and D)
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Figure 4: grafted chest and right side of abdomen healed with hypopigmentation (A), healed
wounds at suprapubic area and umbilicus (B) wound on the back healed by second intention (C),

with sepsis was made. She had parenteral antibiotic
therapy and three pints of blood transfused. She
subsequently had debridement in theatre on the
third day of admission, during which about 9% of
her total body surface area of skin down to necrotic
fascia was excised. (Fig 2)

The postoperative care included wound
dressing which was effected initially with honey
and subsequently with 10% povidone iodine. She
had nutritional rehabilitation until the wound bed
was healthy for skin grafting. (Fig 3A and 3B) She
was worked up and had a split thickness skin
grafting of the residual, but healthy, wound on the
right chest extending to lateral part of the right
trunk on the 21% day of admission. In the same
sitting, the wounds on the left breast and the lower
abdomen were closed by undermining and direct
apposition. The wound on the back was allowed to
heal by secondary intention. (Fig 3C and 3D)

The recipient site inspection was carried out
on the fifth day of surgery and graft take was 95%.
Donor site inspection by the 14™ day of surgery
revealed re-epithelisation of about 85%. The
patient requested and was discharged home on
account of financial constraint, subsequently
defaulted follow up and did wound care with
gentian violet. (Fig 4)

Discussion

Primary NF of the breast is a rare entity and it can
affect any part of the body.>345812 The commonly
affected sites are extremities, scrotum (Fournier’s
gangrene)® and perianal region.X® The risk factors
for this infection include advanced age, chronic
renal failure, peripheral vascular disease, and
diabetes mellitus.!* NF of the breast affects
lactating women who develop nipple cracks or
fissures and have poor hygiene of the breast.”?
This leads to mastitis or abscess formation and if
poorly treated it can progress to necrotizing
fasciitis. Abur et al.” from Zaria, Nigeria reported
that 74.4% of patients with NF of the breast were

Journal of Health Sciences and Practice/ Vol 1/ Issue 3: Sept.-Dec. 2023. Published by

Journalgurus®.

lactating mothers and 87.2% had poorly treated
mastitis and breast abscess. They also showed that
71.8% of their patients were less than 31 years of
age. This is in concordance with the age of our
index patient of 28 years. She is from a rural setting
in northern Nigeria with a poor financial
background hence poor nutrition as evidenced by
the hypoalbuminaemia. This could have also
predisposed her to the dreadful soft tissue infection.
NF has a characteristic aggressive horizontal
spread of necrosis in the subcutaneous layer and
vertically to involve the overlying skin and the
underlying deep fascia and muscle.® The late
presentation and initial traditional treatment
contributed to the extensive skin necrosis, foul-
smelling discharge and sepsis. The reason for delay
in presentation may be explained by the low
socioeconomic status of patients, low educational
level, and preference for traditional over orthodox
treatment.” The use of topical herbal medicine
usually worsens the skin necrosis. This is
supported by Abur et al.” who reported that 87.27%
of women with NF of the breast received local
traditional treatment before presentation and had
extensive skin necrosis.

The main stay of treatment is thorough surgical
debridement, antibiotic therapy, wound dressing,
nutritional rehabilitation and wound cover. In most
cases, breast salvage is possible with early
presentation. However, in late disease mastectomy
may be necessary,* or when complete necrosis of
the breast occur surgical debridement and
subsequent cover becomes necessary as in the
index patient. The aim of debridement must be to
remove all infected tissue at the first debridement.
Deep fascia must be excised as much as possible
and second-look surgery may be planned after 24
to 48 hours depending on the state of the wound.?
Wound closure is carefully planned thereafter by
using skin graft, flaps or mobilisation of
surrounding skin.
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Conclusion

NF of the breast is a potentially curable disease.
Delayed presentation and initial use of topical
traditional medicine could result in a rapidly fatal
outcome. Early presentation and diagnosis with
appropriate treatment will improve outcome. The
education of pregnant and lactating mothers on the
hygiene of lactating breasts and need of early
presentation will reduce the incidence and
complications of the disease.
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