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1. Introduction

  Necrotizing fasciitis (NF) is an aggressive infection of 

subcutaneous tissues that spread rapidly through the fascial planes. 

The incidence of NF is 0.40 cases per 100 000 people[1]. NF has 

a mortality rate of 34%[2]. The causes of necrotizing soft tissue 

infections in the lower extremities are animal or insect bites, blunt 

or penetrating traumas, ulcerated skin infections, drug injection, 

postoperative complications. Risk factors, such as being over 50 

years old, diabetes mellitus, peripheral vascular disease, and other 

systemic diseases and poor nutrition, increase the mortality rate.

  Colonic diverticulosis is a common disease prevalent among 

advanced age population. Diverticulitis can develop in 10%-25% of 

all patients with diverticulosis[3]. The main complications related 

to diverticulitis are abscess formation, free peritoneal perforation, 

intestinal obstruction, and internal fistulization.

  The presentation of diverticular disease with extraperitoneal 

findings (<2%) and the development of NF as a complication (<1%) 

are rare[4].

  In this article, we aimed to present a rare case of NF in the left 

thigh after retroperitoneal abscess fistulization due to diverticulum 

perforation without acute abdominal symptoms but the complaint of 

leg pain.

Rationale: Necrotizing fasciitis is an aggressive infection of subcutaneous tissues, which tends 

to spread rapidly through the fascial planes. Colonic diverticulosis is a common disease in 

advanced age, although it rarely causes a lethal necrotizing soft-tissue infection.

Patient concerns: A 58-year-old woman complained of left leg pain for 15 d without 

abdominal pain. 

Diagnosis: Diverticulitis perforation presented as necrotizing fasciitis of the left thigh.

Interventions: Extensive debridement.

Outcomes: The patient died due to sepsis-induced multiple organ failure and severe metabolic 

acidosis.

Lessons: Clinicians should be aware of presentations of diverticulitis in patients who have 

a soft-tissue infection in lower extremity even though patients may not have had a history of 

diverticulosis or abdominal pain.
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Figure 1. X-ray examination of the soft tissue of the left thigh with 
necrotizing fasciitis reveals the presence of gas (white arrows).

2. Case report

  A 58-year-old female patient was admitted to the hospital with 

the complaint of left leg pain for 15 d. She had hypertension and 

underwent cervical cancer surgery seven years ago, therefore, she 

had a history of radiotherapy and chemotherapy.

  During the physical examination, the patient was conscious, 

oriented, and cooperative. The results of the examination were as 

followings: Blood pressure 100/60 mmHg; heart rate 110 beats/min; 

respiratory rate 16/min; body temperature: 36.7 曟; SpO2: 96%.

  Abdomen examination did not reveal abdominal tenderness, 

defense or rebound. Laboratory test results on admission showed 

white blood cell (WBC) 12 000/µL (3 700/µL-10 000/µL), hemoglobin 

7 g/dL (10.8 g/dL-14.2 g/dL), C reactive protein (CRP) 34 mg/dL 

(<0.5 mg/dL), creatinine 1.44 mg/dL (0.50 mg/dL-0.90 mg/dL), 

glucose 65 mg/dL (74 mg/dL-106 mg/dL), sodium 142 mEq/L 

(136 mEq/L-145 mEq/L), albumin: 2.2 g/dL (3.5 g/dL-5.2 g/dL), 

lactate: 1.2 mmol/L (0.5 mmol/L-2.0 mmol/L). X-ray of the left 

Figure 2. Computed tomogrpahy (CT) scan reveals the presence of gas in the iliopsoas muscles and abscess formation in 
the abdominal cavity (white arrows). A: Gas in the iliopsoas muscles; B: Gas in the soft tissues and abscess cavity on coranal 
view of CT scan; C: Abscess formation in the abdominal cavity on contrast CT scan; D: Abscess formation on non-contrast 
CT scan.
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thigh revealed extensive gas within the soft tissue (Figure 1). 

  LRINEC score were 6 points, as followings: CRP: 34 mg/dL 

(CRP>15 mg/dL; 4 points); WBC count: 12 (WBC<15; 0 point); 

Hemoglobin: 7 g/dL (Hgb<11 g/dL; 2 points); Sodium: 142 mmol/L 

(Na>135 mmol/L ; 0 point); Creatinine: 1.44 mg/dL (Cr<1.6 mg/dL; 

0 point); Glucose: 65 mg/dL (Glucose <180 mg/dL; 0 point). 

  Abdominal computed tomography showed a pouch filled with 

extra-lumination of the oral contrast agent extending to the 

retroperitoneum at the descending colon level.

  Abdominal computed tomography scan showed a collection area 

extending from the paravertebral space to the left inguinal canal in 

the iliac fossa adjacent to the iliopsoas muscles with accumulation 

of gas (Figure 2). 

  The patient, who had a systemic inflammatory response and was 

thought to have sepsis due to perforation and NF, was treated with 

operation.

  During operation, the perforated area of the sigmoid colon and 

the abscess in the retroperitoneum where fistulation towards the 

thigh were seen. Extensive debridement was performed after 22 h 

when the patient was referred to the emergency department. The 

patient was thought to have a polymicrobial infection and was given 

teicoplanin i.v. 2 g/d, and meropenem i.v. 2 g/d.

  The patient was followed-up in the postoperative intensive care 

unit, and intermittent dressing and debridement were performed. 

Methicillin-sensitive and coagulase-negative Staphylococcus and 

Escherichia coli were isolated in abscess culture.

  On the 9th day of postoperative follow-up, the patient died due to 

sepsis-induced multiple organ failure and severe metabolic acidosis.

3. Discussion

  NF cases which develop in the thigh due to diverticulitis perforation 

are rare, and we found only 13 cases in the literature.

  Kumar et al. reported that 94% of the cases presented with 

extremity pain[5]; while Angoules et al. reported that 73% of patients 

presented with erythema and 63% with pain[6]. In all of the 13 

cases in our literature search, the complaint was limb pain as in our 

patient. Only 46% of these cases had erythema[7-12]. Otherwise, 8% 

of them had abdominal pain[8,12]. Therefore, patients with NF of the 

lower extremity due to diverticulitis perforation may present with 

only limb pain without abdominal pain or skin signs.

  Twenty-three percent of the cases we found in the literature had 

a history of chronic steroid use due to rheumatoid arthritis[7,9,10]. 

Kumar et al. reported 10% of cases used chronic steroid, but 

Angoules et al. reported only 3% of patients had a history of 

steroids[5,6]. Although it was not presented in our case, it was 

seen that the history of chronic steroid use was more frequent in 

patients with NF due to intestinal perforation. This inference may 

indicate that steroid use may cause a potential delay in diagnosis by 

suppressing inflammation and may play a role in the development of 

NF in the lower extremity after intestinal perforation.

  Same with our case, in 53% of the other 13 cases, air images 

were seen in the soft tissue through extremity X-rays[7-11,13,14]. 

The extremity X-rays is frequently used in trauma patients, and is 

quickly and easily accessible. X-rays may be ordered primarily in 

non-traumatic extremity pains and may direct the physician to the 

accurate diagnosis in the presence of a positive finding.

  Clinicians should pay more attention to NF which has a high 

mortality rate in patients with leg pain and sepsis symptoms. Also, 

diverticulitis perforation should be kept in mind in the etiology of 

NF in the lower extremity, even if there is no abdominal pain or 

other common causes.
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