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This case describes a 37-year-old female with a complex history of post-partum lactational breast 
abscess who developed necrotising fasciitis (NF) of the breast. The patient had no background medical 
issues, had a healthy BMI, was a non-smoker, and was not on any regular medication. When she was 2 
months post-partum she had been successfully treated for a left breast abscess due to staphylococcus 
aureus. 

At 7 months post-partum, the patient represented with a 2 week history of right breast pain and 
swelling, consistent with a lactational abscess. Ultrasound examination revealed a large complex 
collection of the lateral breast extending to the axilla. Radiological drainage was unsuccessful. She 
proceeded to the operating theatre and 100ml of purulent fluid was evacuated and the wound was 
packed. Staphylococcus aureus sensitive to flucloxacillin was cultured and antibiotics were administered 
intravenously (1 gram q6h). The patient required two further surgical debridement/washout in theatre. 
Repeat microbiology showed staphylococcus epidermidis. The patient made a good clinical recovery 
with daily dressings. The cellulitis resolved and inflammatory markers normalised. The patient was seen 
by the lactation consultant and ceased breastfeeding during admission. She was discharged home with 
Hospital in the Home and daily wound care. She was seen weekly by the Breast Surgery team in 
outpatients and was progressing well. 

Two weeks following discharge from hospital, the patient represented to the Emergency Department 
with new right breast cellulitis, severe breast pain and feeling unwell. She was afebrile, heart rate 62 
bpm, blood pressure 94/62. Her right breast was cellulitic and discharging purulent fluid from a medial 
breast wound. She was taken to theatre and intra-operatively, extensive necrosis of the inferior breast 
and signs of necrotising fasciitis was found involving the fascia of pectoralis major and rectus abdominus 
(photo 1). The wound was extensively debrided and gram stains performed.  A negative pressure 
dressing was applied. The patient was treated with empirical vancomycin, meropenem and clindamycin.  

The Infectious Diseases team continued the empirical antibiotic treatment for 7 days. Final microbiology 
found Escherichia coli sensitive to Augmentin and her antimicrobial treatment changed to oral 
Augmentin for 10 days.  

The patient required four further debridements in theatre and negative pressure dressings (photos 2 & 
3). Following good clinical and biochemical progress, her wound was primarily closed with interrupted 
nylon sutures with a temporary drain for 3 days. She was discharged to hospital in the home and 
outpatients follow-up. The patient has remained well since discharge.  

Lactational mastitis (LM) is a common condition that affects post-partum women, however the true 
incidence is unknown (1) and a standardised definition of LM is lacking (2). In an Australian study, of the 
LM cases that required antibiotics (n=206), only 5 cases required ultrasound-guided aspiration or 
incision and drainage in theatre. Progression of LM to necrotising fasciitis (NF) of the breast is a rare 
entity (3,4). A literature review described two prior cases of breast NF in the post-partum lactating 
breast (5).  

Necrotising fasciitis is time critical surgical condition that has a high mortality rate often despite 
aggressive therapy (3,4,6). As NF pathogens spread along fascial planes, tissue necrosis, cytotoxin 
release and rapid deterioration results (3,6). Clinical signs include rapid progression of painful skin 
erythema and necrosis, haemorrhagic bullae and haemodynamic instability (5). It been suggested that 
skin changes in breast NF is delayed due to preferential infection of Coopers suspensory ligaments (5).  



In our case, pre-operative imaging was not performed due to the clinical findings of discharging pus. A 
case report of ultrasound diagnosed breast NF described deep fluid collection within the breast with 
bright echoes representing gas (7). Computerised tomography (CT) of NF may show interstitial free gas 
and fat stranding (5). MRI is reported as a highly sensitive, low specificity, however timeliness and 
haemodynamic parameters often preclude its use in suspected cases of NF (6). 

Principles of treatment involve urgent and aggressive surgical debridement, antimicrobial therapy and 
intensive care support. Hyperbaric therapy is utilised in some settings (3). Treatment of breast NF often 
involves radical mastectomy (3), however early identification may allow breast conservation (3).  

Our case describes a case of breast NF in a young, otherwise healthy female with a recent history of 
lactational abscess. Our case demonstrates that pain out of proportion to clinical findings may be a clue 
to NF rather than a simple lactational breast abscess. This case highlights the need for NF of the breast 
to be a diagnostic consideration and shows that aggressive early debridement can lead to a good clinical 
outcome. 
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Case Study Figures: 

1) Photo 1: Intra-operative image: debridement of necrotising fasciitis 
2) Photo 2: Intra-operative image: subsequent debridement 
3) Photo 3: Intra-operative image: negative pressure dressing 
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