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A B S T R A C T 

 

Case Report 

 

A 70-year-old woman was admitted to our hospital with sudden onset of 

right lower quadrant pain which started 7 hours ago. The day before she 

underwent elective colonoscopy for surveillance of sessile polyps in her 

right colon. A single sessile polyp was removed via snare without 

problems. Her past medical history revealed presence of type II diabetes 

and arterial hypertension. Clinical examination revealed tenderness on 

palpation in the right lower quadrant of her abdomen without signs of 

peritonism. There was no crepitation of the abdominal wall and no signs 

of sepsis, as she was not tachycardic, hypotonic or showing 

hyperventilation, her body temperature was normal (36,4°C). Her 

laboratory results were as followed: leukocytes: 17.9/nl, CRP: 12mg/dl, 

sodium 134 mmol/l, creatinin: 0.91 mg/dl, hemoglobin: 14,5 g/dl, blood 

glucose level 247 mg/dl. An abdominal X-ray examination was carried 

out to rule out a perforation of the large bowel (Figure 1). As the x-ray 

examination was negative for perforation, the patient was taken to the 

ward for close observation, administration of pain killers and i.v. fluids. 

As post polypectomy syndrome was suspected a first generation 

cephalosporine was administered.   

 

About 7 hours after admission her clinical conditions significantly 

deteriorated as she developed peritonism in the right lower quadrant 

without local crepitations. An urgent CT scan (Figure 2) was performed 

to rule out a perforation of the colon. Unexpectedly, trapped air was seen 

in the right sided abdominal wall without signs of colonic perforation.  

Immediately antibiotic therapy was adapted to broad spectrum 

antibiotics and an emergency laparotomy was carried out. 

Intraoperatively, a local peritonitis was seen at the site of parietal 

peritoneum of the right lower abdominal wall. The trapped air, localized 

retroperitoneally, had the appearance of a gas filled bubble. The 

ascending colon was mobilized, and no perforation or lesion was seen at 

the colon, nor there was trapped air dorsally to the fascia of Toldt or in 

the meso of the colon. The parietal peritoneum was than incised and a 

fecal smell was noticed. Wound swabs were taken, and the typical aspect 

of a necrotizing fasciitis was noticed. Consecutively, the abdominal wall 

was debrided radically. The retroperitoneal air reached the pararectal 

space, and therefore a proctoscopy and a complete intraoperative 

colonoscopy was undertaken but could not detect a defect in the rectal 

nor in the colonic wall. There was no aspect of a Fournier’s gangrene in 

Necrotizing fasciitis (NF) is a serious and potentially life threatening soft tissue infection, usually caused 

by different types of bacteria such as group A streptococcus, staphylococcus spp. (type 1 infection) or mixed 

infection by aerobic and anaerobic bacteria (type 2 infection). Usually, the infection arises from skin injury, 

in injections or surgical procedures and effects the fascia as well as the subcutaneous tissue. Overwhelming 

progression and difficulties in diagnosing are very common. Mortality rate is up to 100% depending on the 

type of soft tissue infection and did not markedly decrease in the past decades [1]. Here we present a case 

of NF with fatal outcome following colonoscopy, which was primarily suspected to be a post polypectomy 

syndrome. 
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the perianal aspect.  

 

An intraperitoneal drainage was placed, and the abdomen closed 

consecutively. As the clinical aspect of necrotizing fasciitis was 

observed, the antibiotic treatment was amended to Meropenem, 

Clindamycine and Penicillin G. Postoperatively the patient directly was 

taken to intensive care unit. A 2nd look laparotomy was planned for the 

following day. Reevaluation of the patient at the day after primary 

surgery revealed hemodynamic stable conditions, the abdominal wall 

presented inconspicuous. Just one hour later, the patient presented with 

livid discoloration and crepitating of the right abdominal wall and septic 

conditions. She was about to be taken to the operating room when she 

had to be resuscitated twice and died. The blood samples, taken just 

before, were macroscopically hemolytic. The drainage showed 

hemolytic fluid, too. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: plain abdominal X-ray showing no significant pathology. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: CT scan of the abdomen showing trapped air in the right 

abdominal wall extending into the pelvis. A perforation of viscera was 

ruled out. 

 

Discussion 

 

Necrotizing fasciitis was primarily described in the 1950s by B. Wilson 

and is known to be associated with high mortality rates, which  didn`t 

decrease significantly since [2, 3]. Clinical diagnosing remains to be 

difficult due to diagnostic pitfalls [1]. In our case, a postpolypectomy 

electrocoagulation syndrome (PPS) primarily was suspected as there was 

no reason to suspect NF in terms of the patient`s anamnesis. PPS usually 

occurs after polypectomy with electrocoagulation and refers to 

abdominal pain with local tenderness, leukocytosis and the absence of 

bowel perforation, which could be ruled out in plain X-ray examination. 

The incidence of PPS  varies widely and ranges from 0,003% to 0,1 % 

in the literature and presents 1 to 5 days after colonoscopy [4-6]. As the 

PPS is the result of a transmural burn of the colon without perforation, 

due to the applied electrical current, it can result in local inflammation 

of the serosa with the signs of localized peritonitis or pain [7].  This is 

exactly what our patient presented with.  

 

In the latest literature, scoring systems are supposed to be useful in 

recognizing NF. The LRINEC score (laboratory risk indicator for 

necrotizing fasciitis) published by Wong et al. is one of these and 

estimates the probability of NF and the necessity for surgical treatment 

[8]. In our case the LRINEC score equates to 4 points, which was low 

risk for NF. - Recently, a systematic literature review was published, 

showing a positive correlation between LRINEC score and a true 

diagnosis of NF [9]. Other authors argue, that clinical impression and 

presentation of the patient should trump this score which must be 

supported due to our case [10]. Putnam et al. reported a median LRINEC 

score of 3.7 involving children with NF [11]. 

 

From microbiological point of view, 2 types of NF can be distinguished. 

In type I infection at least one anaerobic bacterial species can be isolated 

combined with one or more facultative anaerobic streptococci (not group 

A) and enterobacteriaceae species [12-14]. Typically, NF of the head and 

neck region are caused by mouth anaerobes. Surprisingly, streptococcus 

mitis, a member of the oral flora was isolated in the blood cultures of our 

patient. This might lead to the assumption, that hematogenic spreading 

was etiologically, but in relation to time of colonoscopy and the 

beginning of clinical symptoms this is very implausible. Type II NF 

typically is a monobacterial infection. Among gram-positive organisms, 

group A streptococcus remains the most common pathogen followed by 

methicillin-resistant Staphylococcus aureus (MRSA) [1].  

 

Radiological findings of primary plain X-ray were not helpful in the 

present case for the diagnose of NF as there was no fascial edema, fluid 

collections or gas seen tracking along the fascial planes. Finally, the non-

contrast CT scan of the abdomen revealed trapped gas formation in right 

sided abdominal wall. Gas formation is a typical finding in type I NF in 

CT scan with a high specificity but low sensitivity [12]. The CT hallmark 

of soft-tissue air with deep fascial fluid collections is not always seen, 

and its absence should not prompt exclusion of necrotizing fasciitis 

because the patient may have early disease in which gas has not yet 

formed or reached detectable levels [15].  It needs to be remarked, that 

in the presence of clinical signs such as progressive soft tissue infection 

or crepitation of skin, radiographic imaging should not delay early 

surgical intervention when NF is suspected [16]. In our case there was 

no clinical evidence for progressive soft tissue infection, in particular 

there was no noticeable crepitation of the skin when the CT scan was 

performed. 

 

Usually, factors as recent surgery, traumatic wounds, diabetes, 

immunosuppression and obesity are associated risk factors for NF 

whereas colonoscopy, in the context of polypectomy and NF of the 

abdominal wall is not reported in the literature [1, 12]. A breach of the 

gastrointestinal mucosa may result into Fournier`s gangrene, which 

begins abruptly with severe pain [1]. Consecutively, our patient was 

under risk as she was suffering from diabetes. Obviously, diabetes seems 
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to be a particularly important risk factor for NF, as it occurs more 

frequently among diabetics. Retrospectively, in our case type I infection 

was present, as our patient had typical risk factors such as diabetes and 

the detection of non-group A streptococci in blood cultures. 

Furthermore, there was no presence of trauma. Apart from unspecific 

blood test results and mild pain in her right lower abdomen, there were 

no sensitive clinical signs which might have led to the early diagnosis of 

a necrotizing soft tissue infection. 

 

Conclusion 

 

The current case dramatically represents the consequences of NF and 

underlines the high mortality rate. In conclusion interventional 

procedures, such as polypectomies whilst colonoscopy might be 

comparable with surgical procedures as a triggering cause of NF and 

therefore should be taken in consideration as a potential differential 

diagnosis to bowel perforation or post polypectomy syndrome. Clinical 

suspicion and symptoms should trigger early CT scan, in particular when 

plain X-ray examination is inconspicuous, and patient is not in septic 

conditions and risk factors for NF are present. Though, early surgical 

intervention combined with antibiotic treatment should be performed 

immediately and unnecessary diagnostics should be avoided when 

necrotizing soft tissue infection is clinically suspected. To our 

knowledge and as per Medline search using the MeSH terms “NF” and 

“colonoscopy”, this is the very first case of NF after colonoscopy in 

published English literature.  
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