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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.1 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 

perineum1,3,4,5,6 as well as the breasts in sporadic 

cases.2,7 

Necrotizing infection of the breast is usually 

seen in malnourished, diabetic or 

immunocompromised patients,2,7 however it has 

been reported in healthy individuals.2 , In lactating 

mothers, nipple cracks,8 poorly treated mastitis and 

abscess of the breast have been implicated in the 

disease7 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.1  

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 
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ABSTRACT 

 
Background: The use of locally brewed alcohol in rural settings is on the increase.This study sought to determine the 

prevalence of harmful alcohol use (local and commercially brewed) and its association with ART adherence among 

HIV infected patients in a rural setting in Plateau State, Nigeria. Method: This was a descriptive cross-sectional study 

carried out among HIV sero-positive adults receiving anti-retroviral therapy at the Vom Christian Hospital between 

February and July 2018. A structured  interviewer-administered questionnaire was used to obtain relevant data from 

297 selected persons. Alcohol Use Disorders Identification Test tool was used to determine the level of alcohol 

consumption while Self-Reported Adherence tool was used to measure drug adherence. Data was analysed using IBM 

Statistical Product and Service Solution (SPSS) Statistics version 25. Probability (p) values of  < 0.05 was considered 

statistically significant.   Results: The prevalence of harmful use of alcohol was found to be one seventh (14.3%) of the 

study population. Bivariate analysis did not show any significant relationship between the harmful use of alcohol with 

ART adherence. Binary logistic regression showed that those who take more than a pill per day were less likely to 

adhere to ART compared to those who take one. (OR 0.15 95% CI = 0.03-0.91). Conclusion: Even though the 

prevalence of harmful Alcohol use was high in this study, its effect had no effect on adherence to ART. 
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INTRODUCTION 

The Human Immunodeficiency Virus (HIV) has been an 

important topic in public health since its discovery in 

1981. Globally, about thirty-nine million people are 

infected with the virus, causing several Acquired  

 

 

 

 

 

 

 

 

 

Immune Deficiency Syndrome (AIDS) deaths.1 Sub-

Saharan Africa (SSA) records the highest  disease  

burden, affecting 25 million people with Nigeria as the 

third leading country in the world with the highest 

population of people affected by the virus.2,3  

The distribution of antiretroviral therapy (ART) 

has remarkably reduced the number of people dying from 

the virus and this has led to the institutionalisation of 

many treatment sites in Nigeria, including Vom Christian 

Hospital (VCH).4,5 However, the increasing rate of drug 

resistance is a current global concern and non-adherence 

to medication has been identified as one of the factors 

responsible for this growing challenge.4 

There is an increase in the harmful use of 

alcohol in Nigeria and the use of locally brewed alcohol 

is on the increase.6 Several authors have demonstrated 

that the harmful use of  alcohol is a significant factor 
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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 sPO2 of 93%. There was  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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) 

 

 

 
Figure 2: Thorough debridement with removal of 

all infected tissue/fascia 

 

Blood investigations revealed a haemoglobin of 

8.2 g/dl, total leucocyte count of 13.2 x 109/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  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 3: Healthy wound bed after wound care and 

nutritional rehabilitation (A and B), grafted wound 

immediately on table (C and D) 

 
A          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)   
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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)   
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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),  
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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)   
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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)   
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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 21st 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 14th 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.1,3,4,5,6,12 The commonly 

affected sites are extremities, scrotum (Fournier’s 

gangrene)9 and perianal region.10 The risk factors  

for this infection include advanced age, chronic 

renal failure, peripheral vascular disease, and 

diabetes mellitus.11 NF of the breast affects 

lactating women who develop nipple cracks or 

fissures and have poor hygiene of the breast.7,12 

This leads to mastitis or abscess formation and if 

poorly treated it can progress to necrotizing 

fasciitis. Abur et al.7 from Zaria, Nigeria reported 

that 74.4% of patients with NF of the breast were  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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.8 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.7 The use of topical herbal medicine 

usually worsens the skin necrosis. This is 

supported by Abur et al.7 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,11 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.11 

Wound closure is carefully planned thereafter by 

using skin graft, flaps or mobilisation of 

surrounding skin.    

 

 
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), 
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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),  
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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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