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Necrotizing fasciitis of bilateral breast ‑ A rare 
presentation

Savitri Mallikarjun Nerune
Department of Pathology, BLDE (DU) Shri B. M. Patil Medical College, Vijayapura, Karnataka, India

Case Report

INTRODUCTION

Necrotizing fasciitis (NF) is a rapidly spreading progressive 
infection of  the fascia with necrosis of  subcutaneous 
tissues and associated with systemic toxicity. It can occur at 
various sites such as the scrotum, perianal region, anterior 
abdominal wall, and extremities.[1,2] NF of  the bilateral 
breast is a very rare condition.[3] It usually affects lactating 
and postmenopausal women.

NF of  the breast is a fulminating condition that can lead 
to sepsis, multiorgan dysfunction syndrome, and eventually 
death. It has a very high mortality rate. It requires early 
diagnosis and treatment with debridement, antibiotics, 
and frequently mastectomy.[3,4] Here, we present a case 
of  NF of  the bilateral breasts in a 20‑year‑old lactating 
female who presented with fever and generalized weakness 
with sudden onset of  pain and discoloration of  skin in 
bilateral breasts.

CASE REPORT

A 20‑year‑old lactating female, P1L1 presented with sudden 
onset of  pain and blackish discoloration of  the skin of  
both breasts for the past 2 days associated with fever and 
generalized weakness. There was no history of  swelling, 
nipple discharge, and trauma. There was no family history/
past history of  a thromboembolic episode.

On examination, the patient was fully conscious and 
oriented. She was febrile with a blood pressure of  
90/44 mmHg and a pulse rate of  130/min. On local 
examination, both breasts were enlarged, warm, and tender. 
There was blackish discoloration of  the skin of  both 
breasts extending up to nipple–areolar complex associated 
with blebs in the left breast measuring 3 cm × 2 cm and the 
surrounding skin was erythematous and inflamed. There 
was no pus discharge. Her investigations showed: Hb ‑ 10.7 
gm%, total white blood cell count – 16,400/cumm, platelet 
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count ‑ 1.5 lakhs/cumm, blood glucose level ‑ 98 mg%, 
serum sodium ‑ 132 mEq/l, serum potassium ‑ 3.7 mEq/l. 
C‑reactive protein was 156 mg/l. The patient’s laboratory 
risk indicator for necrotizing fasciitis (LRINEC) score 
was 8 points. HIV, HBsAg, and HCV tests were negative.

The pat ient was star ted with broad‑spectrum 
intravenous (IV) antibiotics and with a provisional diagnosis 
of  NF; surgical debridement was done. Intraoperatively, 
necrosis and ulceration of  the skin along with necrosis 
of  bilateral breast tissue were noted. Necrosed skin, 
breast tissue, and slough were removed and sent for 
histopathological examination.

On gross examination, the specimen showed multiple 
fibrofatty tissue masses covered with skin. The ulcer 
was noted on skin measuring 4.5 cm × 3 cm. Largest 
tissue mass measured 11 cm × 9 cm × 3 cm and smallest 
2 cm × 2 cm. Multiple sections were given and slides were 
stained with H and E stain. On microscopic examination, 
multiple sections studied showed tissue lined by stratified 
squamous epithelium with focal ulceration of  epithelium. 
Subepithelium showed fibrocollagenous tissue and 
proliferation of  acini and lobules with acute inflammatory 
cell infiltrate comprised neutrophils and nuclear debris 
infiltrating into acini and lobules [Figure 1]. Necrosis of  
fibrocollagenous tissue and lobules were noted [Figure 2]. 
Inflammatory cell infiltrates in adipose tissue and congested 
and dilated blood vessels were also noted, so diagnosis 
offered was necrotizing fasciitis of  bilateral breasts. 
Tissue culture examination showed Streptococcus pyogenes 
organisms sensitive to bacitracin. The patient was started 
with injectable bacitracin but succumbed to death on 
3rd postoperative day due to sepsis.

DISCUSSION

NF was first identified in 500 BC when a clinical description 
of  a complication of  erysipelas disease, resembling the 
current description of  NF, was reported by Hippocrates. 
In 1952, Wilson first defined the entity necrotizing 
fasciitis as necrosis of  the fascia and subcutaneous tissue 
sparing the muscle. In the late 1980s, Stevens diagnosed 
11 patients of  NF among 20 patients who presented with 
streptococcal shock. This disease was popularized by 
media as “Flesh‑eating bacteria” syndrome.[4] First case of  
NF of  the breast was reported by Shah et al. in 2001.[1] It 
commonly involves scrotum (Fournier’s gangrene), perineal 
region, anterior abdominal wall (Meleneys ulcer), and 
extremities.[1,2]

NF is seen in patients suffering from chronic renal failure, 
chronic alcohol disease, peripheral vascular disease, diabetes 
mellitus, hypertension, liver cirrhosis, and HIV and can 
occur after trauma, in IV drug abusers and patients on 
oral contraceptive pills and corticosteroids.[5,6] In the 
present case, there was no history of  chronic renal failure, 
chronic alcohol disease, peripheral vascular disease, diabetes 
mellitus, hypertension, and liver cirrhosis. The patient was 
not immunocompromised, and there was no history of  oral 
contraceptive pills and corticosteroids. NF usually affects 
lactating and postmenopausal women.[3] In the present 
case, there was history of  lactation and unnoticed trauma 
during lactation might have developed NF.

NF can be classified into four types. Type I is the most 
common polymicrobial type caused by anaerobes. 
Type II is monomicrobial, caused by beta‑hemolytic 
Streptococcus A (S. pyogenes) and Staphylococcus aureus. 
Type III is monomicrobial, caused by Clostridium species 

Figure 2: Photomicrograph showing necrosis of fibrocollagenous tissue 
and lobules (H and E, ×100)

Figure 1: Photomicrograph showing acute inflammatory cell infiltrate 
comprised neutrophils and nuclear debris infiltrating into acini and 
lobules (H and E, ×100)
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or Gram‑negative bacteria. Type IV is caused by fungal 
infections such as Candida species and Zygomycetes.[6] In the 
present case, the causative organism was S. pyogenes.

The patients with NF commonly presents with erythema, 
skin induration, edema, fever, and pain, which mimics 
simple cellulitis and abscess delaying the diagnosis. 
Diagnosis of  NF is suspected when the patient presents 
with pain out of  proportion to severity of  the lesion, or 
there is no response to broad‑spectrum IV antibiotics.[7]

Histopathology of  the excised tissue in the NF of  the 
breast shows necrosis and inflammation of  the skin and 
breast parenchyma, many bacterial organisms within the 
necrotic zones, and neutrophilic infiltrate with no evidence 
of  neoplasia.[8] In the present case, histopathological 
examination showed ulceration, necrosis, and inflammation 
of  the skin along with necrosis of  the breast parenchyma 
with neutrophilic infiltrate. There was no evidence of  
malignancy, so diagnosis of  NF was done.

The diagnosis of  NF can be suspected clinically based on 
LRINEC proposed by Wong et al.[6,7] [Table 1]. LRINEC is 
a tool based on a set of  laboratory values where score of  6 
or more helps in differentiating NF from other soft tissue 
infections. LRINEC score of  indexed case was 8 points 
favoring the diagnosis of  NF. Other diagnostic modalities 
in patients with LRINEC score of  >5 includes computed 
tomography or magnetic resonance imaging, finger test, 
and frozen section biopsy.[6]

Management includes early and aggressive treatment with 
broad‑spectrum antibiotics, extensive surgical debridement 
and resuscitation.[4] Prognosis is bad as it can lead to 
significant morbidity and mortality. The present case also 
succumbed to death on 3rd postoperative day due to sepsis.
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Table 1: Laboratory risk indicator for necrotizing fasciitis 
score
Variable Score

C‑reactive protein
<150 0
≥150 4

WBC (cells/mm3)
<15 0
15‑25 1
>25 2

Hb (g/dL)
>13.5 0
11‑13.5 1
<11 2

Sodium (mmol/L)
≥135 0
<135 2

Creatinine (mcg/L)
≤141 0
>141 2

Glucose (mmol/L)
≤10 0
>1 1

Hb: Hemoglobin, WBC: White blood cell count
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