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NECROTIZING FASCIITIS OF BREAST IN
POSTPARTUM PERIOD: CASE REPORT

Fasciite necrotizante de mama no puerpério: relato de caso

Gisele do Couto Maldonado', Daniel Meirelles Barbalho', Fernanda Cristina Afonso Salum',
Melissa lole da Cas Vita', Romulo Fassio Belem', Maria de Fatima Brito Vogt'

ABSTRACT

Necrotizing fasciitis is an aggressive infection that affects subcutaneous and superficial fascia by necrosis, more often found
in the abdominal wall, perineum and extremities. Rare cases have been described in the breast and the literature points to
breastfeeding and previous breast procedures as risk factors for this condition. We present a 27-year-old patient in postpartum
periodwho presentedarightnipple fissure associated to breastfeeding, thatevolvedtoalocalaggressive infection with extensive
necrosis of fascia and mammary parenchyma characterized as necrotizing fasciitis. Our aim is to highlight the importance of
early diagnosis, especially to differentiate from puerperal mastitis which has a different pathophysiology and treatment, as well
as the need for appropriate therapy consisting of surgical debridement and broad spectrum antibiotics in order to avoid further
complications and death.
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Fasciite necrotizante é uma infeccdo agressiva que acomete o subcutaneo e fascias superficiais por necrose, mais frequentemente
encontrada em parede abdominal, perineo e extremidades. Raros casos foram descritos na mama e a literatura aponta a
amamentacdo e procedimentos mamarios prévios como fatores de riscos para essa condicdo. Apresentamos uma paciente no
puerpério, de 27 anos, que apresentou uma fissura no mamilo direito associada a amamentacdo e que evoluiu com infec¢do
local agressiva, com necrose extensa de fascias e parénquima mamario caracterizada como fasciite necrotizante. O trabalho visa
apresentar a importancia do diagndstico precoce, principalmente com diferenciacdo para as mastites puerperais que possuem
fisiopatologia e tratamento distintos, assim como a necessidade do tratamento adequado com desbridamento cirtrgico e
antibioticoterapia de amplo espectro para evitar maiores complicacdes e o ébito.

PALAVRAS-CHAVE: Fasciite necrosante; doencas mamarias; mastite; transtornos da lactaco.

"Hospital Universitario de Brasilia — Brasilia (DF), Brazil.
*Corresponding author: giselecouto@gmail.com
Conflict of interests: nothing to declare.

Received on: 02/08/2018. Accepted on: 04/17/2018

110 Mastology, 2018;28(2):110-3



Necrotizing fasciitis of breast in postpartum period: case report

INTRODUCTION

Necrotizing fasciitis is an aggressive infection that affects the
subcutaneous and superficial fascia by necrosis, and can be found
more frequently in the abdominal wall, perineum and extrem-
ities®. Less than 20 cases were described in the breast and the
literature points to breastfeeding and previous breast procedures
as risk factors for this condition'. Therapeutic success depends
on early diagnosis, institution of appropriate therapy and, espe-
cially, the differential diagnosis with puerperal abscesses sec-
ondary to lactational puerperal mastitis.

CASE REPORT

A 27-year-old female patient with three pregnancies, two
deliveries and one abortion at seven days postpartum had a
right nipple fissure associated with breastfeeding, mastal-
gia, and hyperemia. She was treated for puerperal mastitis
with cephalexin and ibuprofen. After three days, she sought
medical help at the University Hospital of Brasilia (HUB) for
fever and intense mastalgia. She was tachycardic (105 bpm),
with arterial blood pressure of 107 x 63 mmHg, axillary tem-
perature of 36.6°C and Sa0, 95% in ambient air. She presented
right breast with hyperemia extending to the abdomen, dor-
sum and contralateral breast, as well as a violaceous lesion
surrounding the nipple-areolar complex with central necro-
sis (Figures 1 and 2).

The patient was admitted and ceftriaxone with clindamycin
were initiated. Mammary ultrasound did not show any fluid
collections or abscess. Admission laboratory tests showed
mild leukocytosis with no left deviation, CRP and HSV with
a significant elevation, pro-calcitonin in the moderate sepsis
risk range (0.698 ng/mL) without further alterations. Nursing
controls at 12 hours revealed fever of 39.1°C, tachycardia (106

Figure 1. Hyperemyroid, edemaciate right breast, with ne-
crolysis in the areola-papillary complex and a violaceous lesion
surrounding its areola-papillary complex.

to 116 bpm) and blood pressure trend to hypotension. New lab-
oratory tests on the subsequent day showed leukocytosis with
left deviation and still very high CRP and HSV. The hospital’s
infection control unit suggested the use of sodium piperaci-
cline with tazobactam sodium, vancomycin and clindamycin.
Breast surgery department was called and, after discussion
with all medical staffs, opted for immediate surgical debride-
ment. The patient was referred to the operating room after
adequate information in the presence of her relatives and a
signed consent form. Initially, breast conserving surgery was
attempted. However, once perceived intraoperatively that the
necrotic area was too extensive, a mastectomy was the only
choice with removal of some necrotic level 1 axillary lymph
nodes, but not a complete axillary dissection. The specimen
was sent to pathology and breast parenchyma fragments, far
from the skin, were sent to microbiology. A 2-cm window on
the chest wall suture was left open to monitor the vitality
of the pectoralis major muscle. Breastfeeding was inhibited
by cabergoline and contralateral breast wrapping. After one
day at ward, the patient was sent to the Intensive Care Unit
(ICU) due to dyspnea, desaturation in ambient air and hypo-
tension. A chest angiotomography showed moderate bilateral
pleural effusion, later attributed to rigorous venous hydra-
tion. Following improvement of symptoms in the sixth day of
ICU care, she was sent to ward, and discharged the next day
after completing the seven-day schedule of broad-spectrum
venous antibiotic therapy. The window suture was closed 14
days after the mastectomy.

Blood culture was negative, but breast fragments came pos-
itive with Streptococcus pyogenes and Staphylococcus warneri.
Pathology report revealed acute mastitis with extensive necro-
sis measuring 10.5 x 10.0 cm with abscessation of surrounding
breast tissue (Figure 3), ulceration of the skin and overlying

Figure 2. Hyperemia in the abdomen and dorsal region.
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nipple, lactational lobular hyperplasia and absence of neopla-
sia in the sample.

DISCUSSION

Necrotizing fasciitis is a rare aggressive infection (0.4 cases in
100,000 individuals)' with high mortality rates (between 25
and 73%)>. It affects the subcutaneous and superficial fascia
by necrosis, and most frequently affects the abdominal wall,
perineum and extremities**. It may be primary or idiopathic
when there is no evident reason such as skin tear, or second-
ary when the source of infection is known. The secondary
one is most frequent and can be precipitated by laceration,
cut, abrasion, contusion, burn, bite, subcutaneous injection
or surgical scar?. It is associated with immunodeficiency due
to: alcoholism, chemotherapy, malignant neoplasms, use of
corticoids, malnutrition, diabetes mellitus, polytrauma and
peripartum period**.

According to microbial etiology, it can be divided into three
types. Type L is polymicrobial, with at least one obligate anaer-
obic bacterium associated with one or more facultative anaer-
obes (non-A group streptococci) and enterobacteria. This type is
associated with abdominal or perineal infections. Type II usu-
ally occurs in extremities, such as hemolytic streptococcal gan-
grene, and is caused by group A haemolytic Streptococcus. It may
be associated with Staphylococcus aureus', and Streptococcus
pyogenes is the most common bacteria found in approximately
one third of cases of necrotizing fasciitis®. Type Il is associated

Figure 3. Parallel between the lobular duct and the focus of
suppuration. Arrow detail for area of destruction and necrosis.

with wounds made by fish or in contact with sea water' caused
by Vibrio vulnificus.

Mortality can be reduced by up to 10% with early diagnosis and
intensive support, adequate surgical debridement and broad spec-
trum antimicrobial therapy®®. In early phase, it may be an empirical
combination of a carbapenem or other -lactam antibiotics with
betalactamase and clindamycin and, in severe patients, a combi-
nation of vancomycin to cover methicillin-resistant Staphylococcus
aureus. Clindamycin, in addition to being bacteriostatic, inhibits
toxins by Streptococcus that could lead to cardiovascular shock®.

Clinical presentation starts seven days after contamina-
tion process. An erythematous cellulitis appears, swollen and
hot, preceded by intense local pain and systemic inflamma-
tory response syndrome (SIRS)?. The diagnosis should always
be suspected when there is a disproportion between pain and
clinical findings in patients with SIRS. With evolution, the ery-
thema spreads diffusely and, in short time, dark blueish gray
spots appear with blisters containing serous fluids which later
turn purple. From that moment, the infection is well defined in
the subcutaneous space with free cutaneous necrosis, reaching
much more the fascia and adipose tissue than the cutaneous
level®. The necrotic mechanism is unknown. Bacterial enzymes
such as hyaluronidase might be responsible for the degradation
of fascia, and lipases, for the degradation of fat tissue. Recent
studies indicate that superantigens (SPE-A, SPE-B and SPE-C),
secreted by certain strains of b-hemolytic Streptococcus, acti-
vate various cytokines, such as tumor necrosis factor alpha and
beta, complement and cascade coagulation, yielding free oxy-
gen radicals and nitric oxide, resulting in shock and failure of
multiple organs’.

Necrotizing fasciitis of the breast is extremely rare. Only
16 cases are described in the literature and the majority of
them has been associated with diabetes mellitus, previous
invasive mammary procedures and breast cancer. In only
six reports, women were not breastfeeding and had no evi-
dent risk factor'.

In the presented case , the patient had a tear in her right
areola, which was probably the trigger for bacterial contam-
ination and subsequent necrotizing fasciitis. Streptococcus
pyogenes found in this case is in agreement with medical
literature®. Staphylococcus warneri belongs to normal skin
microbiota®. This was a type II case. Therefore, a combination
of Piperaciclin sodium + tazobactam sodium was prescribed
aiming the coverage of Streptococcus, vancomycin for a pos-
sible methicillin-resistant Staphylococcus aureus and clinda-
mycin, specifically for the inhibition of toxins produced by
Streptococcus™®.

It is important to differentiate necrotizing fasciitis of the
breast in the puerperium from puerperal mastitis, especially in the
early stage, when there is still no skin involvement and may erro-
neously be confused with puerperal mastitis. Puerperal mastitis
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is the inflammatory process, infectious or not, in the breast of a
breastfeeding woman®". It is frequent among women who breast-
feed at about a 10% rate’. Risk factors include breast engorgement,
scarce milk drainage, nipple excoriations or fissures, and history
of previous puerperal mastitis. The main agent is Staphylococcus
aureus (50 to 60% of cases)®! followed by Streptococcus™. Patients
usually respond well to milk draining and outpatient antibiotics'.
Unlike necrotizing fasciitis, where the bacterium penetrates
through a tear and affects the mammary fascia causing tissue necro-
sis, puerperal lactational mastitis is an infectious process secondary
to the milk stasis. This leads to inflammation of the subcutaneous
tissue of the breast that may undergo bacterial colonization by the
flora of the mother or the newborn oropharynx'. If the breast is not
promptly milked, abscess formation usually occurs within 72 hours.
Even in cases where abscesses occur, studies indicate the possibility
of outpatient treatment with drainage by needles or catheters".
This case highlights the differential diagnosis discussed above,
which is eminently clinical. The presence of necrosis and severe
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