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1  |  INTRODUCTION

Spontaneous or nontraumatic gas gangrene is a rare form 
of gangrenous disease.1 It is a serious infection that usu-
ally occurs in immunocompromised patients.2 Symptoms 
are common to several pathologies. The diagnosis may be 
delayed especially in the absence of a previous trauma. We 
report a case of spontaneous gas gangrene of the lower 
limb that was wrongly taken as thrombophlebitis.

2  |  CASE PRESENTATION

2.1 | Case history and examination

A 43- year- old female patient, without comorbidities, 
was followed for locally advanced adenocarcinoma of 
the middle rectum, for 3  months. The carcinoma was 
classified T4N0M0, invaded the vagina, without any 
distant metastasis. Neoadjuvant radiochemotherapy 
was initiated, complicated by bone marrow aplasia, 

which required transfusions. She consulted for pain and 
functional impotence of the right lower limb, evolving for 
3 days, without other associated signs.

On examination, the patient was febrile at 38°C. 
Hemodynamic parameters were stable. Unlike the left 
lower limb, the right lower limb was swollen, warm, and 
painful at palpation with a positive Homan's sign. There 
were no skin necrosis, bullae, or cutaneous crepitus. 
The femoral pulse was present, whereas, the popliteal 
and pedal pulses were weak. The abdomen was soft, de-
pressible, and painless. The rectal examination revealed a 
tumor of 5 cm from the anal margin, which was painful.

2.2 | Differential diagnosis, 
investigations, and treatment

Initially, laboratory tests showed a white blood cell count 
of 7700 elements/mm3 and a C- reactive protein (CRP) of 
6 mg/L. Hemoglobin was of 8.2 g/dl. The chest X- ray was 
normal and the urinary cytobacteriological examination 
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did not show urinary infection. A venous Doppler 
ultrasound of the lower limb was performed urgently, 
which did not reveal any thrombosis.

The diagnosis of thrombophlebitis of the right lower 
limb has not been discarded. The patient was put on cu-
rative doses of heparin, using a syringe pump, with moni-
toring the vital signs. After 48 h, a second venous Doppler 
ultrasound was scheduled.

Subsequently, the pain has become more pronounced 
in the right limb with the persistence of fever around 
38.5°. On examination, the hemodynamic status remained 
stable but a tachycardia had appeared on the second day. 
There was an increased swelling, with the appearance of 
an erythematous plaque on the anterior side of the right 
thigh and a suspicion of crepitus above the knee.

Following these findings, an infectious investigation 
was started urgently. The biological assessment showed an 
increase in the white blood cell count from 7700 to 11,000 
elements/mm3. The CRP remained negative. Renal func-
tion was preserved. Blood cultures were taken but were 
contaminated with Staphylococcus epidermis. At the same 
time a venous Doppler ultrasound was performed and did 
not show venous thrombosis. It showed diffuse deep col-
lections in muscle compartments of the thigh.

A computed tomography (CT) scan of the abdomen 
and the lower limb was performed showing an abscessed 
and ruptured rectum tumor with purulent and gaseous 
flares extending to the right gluteal muscles (Figure 1) and 
right thigh (Figure 2).

The patient was put on empirical intravenous antibi-
otic therapy targeting digestive tract bacteria, consisting of 
cefotaxime, metronidazole, and gentamicin. The patient 

was transferred to the surgical intensive care unit. He was 
conditioned for an urgent operation. During conditioning, 
the patient was put on vasoactive drugs for hemodynamic 
distress, with a fall in blood pressure from 100/70 mmHg 
to 90/60 mmHg and a tachycardia >120 beats per minute.

The patient was operated on: An elective colostomy 
was performed to divert the feces. On the right thigh, a 
fasciotomy was performed with evacuation of the pus and 
wide excision of the necrotic tissue. Drainage in contact 
with the excised tissue was performed. Bacteriological 
samples were not taken and this attitude was not justified. 
The hemodynamic status further deteriorated intraopera-
tively, necessitating a gradual increase in the doses of va-
soactive drugs. The intervention lasted 2 h in total.

2.3 | Outcome and follow- up

The postoperative course was marked by the onset of 
septic shock refractory to antibiotics, vascular filling, and 
vasoactive drugs. The patient died 20 h after surgery.

3  |  DISCUSSION

Our case is with great importance because it highlights 
a serious disease entity, often overlooked by clinicians 
because of its rarity.

Gas gangrene of the lower limb or necrotizing clos-
tridial infection is rare but constitutes a serious disease.1 
Approximately 70% of these infections are of traumatic 
origin and 30% of nontraumatic origin, also called spon-
taneous.1 Factors that predispose to spontaneous gan-
grene are mainly the presence of digestive cancer or 
neutropenia.2,3 The occurrence of spontaneous gan-
grene in a patient without these factors should prompt a 
search for digestive cancer.3 This infection is commonly 
caused by commonly caused by Clostridium perfringens or 
Clostridium septicum.3

In our patient's case, both risk factors were present: 
rectal cancer and recent chemotherapy- induced bone 
marrow aplasia.

The clinical presentation is made of local signs such as 
pain, swelling of the limb, erythema, hemorrhagic bullae, 
skin necrosis, and subcutaneous crepitus.4,5 The combina-
tion of these signs is not constant.4,5 General signs may 
range from isolated fever to septic shock.5 Some diagnos-
tic pitfalls to be aware of are the absence of fever (40%), 
the absence of skin manifestations (25%), the attribution 
of pain to another local cause, and the attribution of sys-
temic manifestations to another general cause.1 Biological 
examinations may orientate the diagnosis by the presence 

F I G U R E  1  A pelvic slice of the abdominal computed 
tomography scan showing the abscessed rectal tumor (yellow star) 
and the gaseous infiltration of the deep muscles of the right gluteal 
region (red star).
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of hyperleukocytosis, elevated CRP, and elevated creati-
nine in the absence of arterial hypotension.6

For our patient, the discretion of the cutaneous signs at 
the beginning and the presence of a thrombogenic disease 
(Rectal cancer), the absence of hyperleukocytosis, biolog-
ical inflammatory syndrome, or elevated creatinine, had 
diverted the attention of the clinicians toward another di-
agnosis: Deep vein thrombosis of the lower limb.

Deep vein thrombosis is one of the differential diag-
noses of lower limb gangrenous disease.7 D- Dimer test-
ing is not required if there is a strong clinical suspicion 
of thromboembolic disease8: A proximal venous Doppler 
of the lower limb should be performed.9 If the proximal 
Doppler does not show the presence of deep vein throm-
bosis, the diagnosis cannot be eliminated and a venous 
Doppler ultrasound of the whole limb should be per-
formed after 48– 72 h.9

In our patient's case, the absence of deep vein throm-
bus did not lead the clinicians to consider other diagnoses. 
The patient was put on curative doses of heparin for fear 
of progression to pulmonary embolism before the second 
venous Doppler.

Computed tomography scan of the lower limb can be 
of an important aid to diagnosis. It may show gas infil-
tration of the muscle compartments.10– 12 In the case of 
infected mid or lower rectal cancer, the evolution may be 
toward Fournier's gangrene of obvious clinical diagno-
sis,13 or rarely toward gangrene of one of the lower limbs 
where a CT scan can be necessary to make the diagnosis.10

The diagnosis was made late in our patient, after the 
local signs had worsened.

Therapeutic management is based on early surgical 
intervention consisting on excision of infected tissues 

and pus evacuation, appropriate antimicrobial treatment 
adapted after surgical bacteriological samples, and effec-
tive intensive care management managing sepsis signs or 
septic shock.1,14,15 Colostomy stool diversion should be 
performed in cases of abscessed cancer to better control 
the infection.13,16

The prognosis is poor, especially in cases of delayed di-
agnosis and treatment.2,17 Mortality rate is about 70% of 
cases.18

In our patient, the presentation of the gangrene was 
not atypical: An immunocompromised patient, with di-
gestive cancer, consulting for fever, pain, and swelling of 
a lower limb and a painful rectal examination. An early 
abdominal and lower limb CT scan, just after the first 
venous Doppler ultrasound, could avoid the diagnostic 
delay, which was made at the stage of septic shock. The 
prognosis could be better for the patient.

4  |  CONCLUSION

Spontaneous gas gangrene of the lower limb is a serious 
infection with high mortality. Early diagnosis and 
management are essential to improve the prognosis. 
It should be considered as a matter of principle in any 
patient with digestive cancer who presents pain with local 
signs in the lower limb.
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F I G U R E  2  Computed tomography scan of the right lower limb showing a gaseous infiltration of the anterior thigh muscle compartment 
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