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ABSTRACT

Intra-abdominal infections, such as diverticulitis causing 
necrotizing fasciitis of the abdominal wall or extremities, are 
extremely rare and carry a high mortality rate. We present the 
case of a 52-year-old man with multiple medical comorbidities 
and diverticulitis who presented to our service with necrotizing 
fasciitis of the left lateral and posterior abdominal wall. The 
relevant literature is discussed.
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RESUMEN 

Infecciones intra-abdominales, tales como la diverticulitis que 
causan fascitis necrotizante de la pared abdominal o en las 
extremidades, son extremadamente raro y llevar a una alta tasa 
de mortalidad. Se presenta el caso de un hombre de 52 años 
de edad, con múltiples comorbilidades médicas y diverticulitis 
que presentó a nuestro servicio con necrotizante La fascitis de 
la pared abdominal lateral y posterior izquierda. La Se discute 
la literatura relevante.

Palabras claves: Diverticulitis, Fascitis necrotizante, La pared 
abdominal.

INTRODUCTION

Necrotizing fasciitis of the abdominal wall or extremities 
secondary to intraabdominal pathology is extremely rare. 

We present the case of a man with multiple medical comor-
bidities and diverticulitis who presented to our service 
with necrotizing fasciitis of the left lateral and posterior 
abdominal wall.

CASE REPORT

A 52-year-old African-American man with a history of 
dilated alcoholic cardiomyopathy, congestive heart failure, 
hypertension, and anemia arrived to our emergency center 
with 5 days of progressively worsening left flank pain. The 
pain was characterized as a constant, sharp 9/10 pain, which 
radiated through both flanks to the left side of his back.  He 
reported subjective fevers, chills, progressive weakness, diffi- 
culty with ambulation, and unexplained bruising to the site 
of pain 3 days prior to his arrival. He has only remarkable 
surgical history of upper extremity orthopedic surgery many 
years prior. His social history was remarkable for tobacco, 
alcohol and marijuana use. Approximately, 4 years prior 
to arrival, he had findings of diverticulitis on computed 
tomography (CT) scan of the abdomen.

On initial evaluation, the patient was febrile (100.9 F) 
and tachycardic (low 100s) but normotensive. His physical 
examination was remarkable for left lower quadrant tender-
ness as well as left flank and back erythema and tenderness. 
His laboratory evaluation demonstrated leukocytosis (white 
blood cell count of 24 K/ml (7 bands, 82 neutrophils)). CT 
scan of the abdomen (Fig. 1) demonstrated significant 
inflammatory changes and a large amount of gas (8.1 × 5.3 
× 4.4 cm) within the subcutaneous fat and involving the 
abdominal wall musculature of the posterior lateral abdo-
minal wall. Extension of the inflammation to include the left 
retroperitoneum, left pararenal and lateral conal fascia, and 
around the descending colon was noted. An enterocutaneous 
fistula could not be excluded. The findings were consistent 
with a necrotizing soft tissue infection and the patient was 
emergently taken to the operating room for incision and 
drainage. 

In the operating room, the area of abnormality along 
the left lateral abdominal wall and flank was explored and 
found to contain necrotic muscle and fascia with multiple 
loculated collections of purulent brown fluid. Extensive 
debridement and drainage was undertaken and the patient 
was transferred to the intensive care unit (ICU) for post- 
operative care and broad-spectrum antibiotics. He underwent 
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a washout the following day with minimal additional necro-
tic tissue debrided. Secondary to persistent fevers and leuko- 
cytosis and the suggestion of an enterocutaneous fistula on 
initial CT scan, the patient underwent a contrast enema study 
on hospital day 4. Findings were consistent with diverti-
culitis but no fistulous tract seen, raising the possibility of 
a sealed perforation or subclinical fistulous tract (Fig. 2). 
Operating room cultures demonstrated polymicrobial 
infection [Streptococcus beta hemolytic, Gamma hemolytic 
Streptococcus (not Enterococcus) and Prevotella].

Given response to operative debridement and drain-
age and broad-spectrum antibiotics with no evidence of 
enterocutaneous fistula, colonic diversion or resection 
was not necessary. The patient was eventually discharged 
home with home negative pressure wound therapy. There 
has been no recurrence of symptoms with approximately 
2 years of follow-up.

CONCLUSION

Necrotizing fasciitis associated with diverticulitis is rarely 
reported. Galbut et al1 reported the first case in the literature 
of a 71-year-old woman with diverticulitis who presented 
with left-sided abdominal wall necrotizing fasciitis necessi-
tating extensive debridement. The cause was determined 
to be a fistula from the sigmoid colon and diversion with a 
transverse loop colostomy was necessary. The patient died 
18 days after initial hospitalization due to generalized sepsis. 
Since then, there have been approximately 20 reported cases 
of diverticulitis presenting as a necrotizing soft tissue infec- 
tion, including some cases of Fournier’s gangrene secondary 
to diverticulitis.2 

In nearly all cases, the etiology is a perforation or fistula 
from the involved colonic segment. Management of the 
patients is complex secondary to the aggressive nature of 
these necrotizing infections. Aggressive control of sepsis, 
including broad-spectrum antibiotics covering anaerobic, 
Gram-negative and Gram-positive organisms, and wide 
and aggressive debridement of infected tissues is impera- 
tive. Source control of the colon is important and frequently 
includes proximal diversion with resection of affected seg-
ment if possible. Multiple scheduled operative reexplorations 
are mandatory to verify continued control of infection. The 
use of temporary abdominal closure is oftentimes manda-
tory. In the patient who survives, issues of abdominal wall 
reconstruction and soft tissue coverage become central to 
the goals of care. 

In the case presented, no persistent fistula from the colon 
was noted on evaluation with contrast enema. We suspect 
given the CT findings, operative findings, and culture 
results demonstrating anaerobic organisms that the etiology 
of necrotizing fasciitis in this patient was secondary to a 
contained diverticular perforation.
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Fig. 1: Computed tomography scan of the abdomen demonstrating 
extensive inflammatory changes of the posterior and lateral left 
abdominal wall consistent with a necrotizing soft tissue infection. 
Additionally, there is extension of inflammation around the 
descending colon, suspicious for an enterocutaneous fistula (arrow)

Fig. 2: Contrast enema study of the colon demonstrating 
diverticulum in the region of the colon seen on CT scan but no 
fistulous tract seen. The caliber of mid descending colon is smaller 
than those of other parts of the colon. There is small amount of 
spasm in the same area and there is slight, asymmetric irregularity 
and serration of the outline of the colon at the level of the abscess. 
The changes are consistent with evolving diverticulitis, apparently 
sealed. Postevacuation films (not shown) also do not show fistulous 
communication to the flank abscess


