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CASE REPORT

Locally advanced adenocarcinoma of the rectum
presenting with necrotising fasciitis of the perineum:
successful management with early aggressive
surgery and multimodal therapy

Lufs Ferreira,' Henrique Alexandrino, "2 Julio Soares Leite,"* Francisco Castro Sousa '

SUMMARY

Colorectal cancer is a common malignant neoplasm and
its treatment usually involves surgery associated, in some
cases, depending on the staging, with chemoradiotherapy.
Necrotising fasciitis of the perineum is a highly lethal
infection of the perineum, perirectal tissues and genitals,
requiring emergency surgical debridement, broad-spectrum
antibiotics and control of sepsis. We present the case of a
59-year-old man with necrotising fasciitis of the perineum
as the first clinical manifestation of locally advanced
adenocarcinoma of the rectum, in which successful
management consisted of early and aggressive surgical
debridement, followed by multimodal therapy with
curative intent. 2 years and 6 months after surgery the
patient is well, with no evidence of local or systemic
relapse.

BACKGROUND

Colorectal cancer is the second leading cause of
cancer death in Europe.! Clinical presentation is
usually characterised by hematochezia, tenesmus
and change in bowel habits. Surgical resection with
total mesorectum excision is the mainstay of
therapy.” > Chemoradiotherapy plays an important
role in down-sizing, down-staging and reducing the
risk of local relapse.” 3

Necrotising fasciitis of the perineum is a rare,
rapidly progressive and highly lethal infection of
the perineum, perirectal tissues and genitals.*™" It
is usually associated with perianal or colorectal con-
ditions, such as perianal abscess. Treatment consists
of broad-spectrum antibiotics and aggressive surgi-
cal debridement.**?

Necrotising fasciitis of the perineum as the first
clinical manifestation of locally advanced adenocar-
cinoma of the rectum is a rare event." The
authors present such a case, in which successful
management consisted of early and aggressive sur-
gical debridement of infected tissues, followed by
multimodal therapy with curative intent.

CASE PRESENTATION

A 59-year-old man presented to the emergency
department, with a history of severe pain and ten-
derness of the lower abdomen, scrotum, genitalia
and perineum. He also reported asthenia, weight
loss, anorexia, rectal bleeding and tenesmus for the
past 12 weeks. The medical history was negative.

Physical examination revealed cellulitis of the lower
abdomen, penis, scrotum, perineum and buttocks,
with isolated dispersed necrotic areas (figure 1).

He had no fever and was haemodynamically
normal. Laboratory findings showed an elevated
leucocyte count (13.7x10°/L (normal value: 4.0-
10.0x10%/L)) and C reactive protein (2699 mg/dL
(normal value: <0.5 mg/dL)), with a laboratory risk
indicator for necrotising fasciitis score of 7. Empirical
broad-spectrum antibiotic therapy was started and
the patient was taken to the operating theatre.
After general anaesthesia, a rectal circumferential
mass, at 3 cm of the anal margin, was identified on
digital rectal examination. Excisional debridement
of the lower abdominal wall, penis, scrotum and
buttocks was performed. Sigmoid loop colostomy
and rectal mass biopsy were also carried out at this
stage (figure 2).

Tissue cultures later yielded Escherichia coli,
Streptococcus viridans, Peptostreptococcus micros
and Fusobacterium nucleatum. Postoperatively,
vacuum-assisted wound closure (VAC) (KCI
International Inc, Amstelveen, The Netherlands)
was used with satisfactory evolution. The patient
was discharged on the 39th postoperative day.

INVESTIGATIONS

Rectal biopsy identified a well-differentiated adeno-
carcinoma. The patient was staged with thoracic
and abdominal CT and pelvic MRI as T4bN+MO
(figure 3). Invasion of the pelvic floor and extra-
rectal tissues was diagnostic of a T4 tumour.

TREATMENT

The patient underwent neo-adjuvant short-term
radiation (25 Gy/S days) therapy. The choice of not
performing long-term chemoradiation therapy was
due to the fact that the patient presented with large
tissue defects and maintained wound dressings as
an outpatient. He returned to the operating theatre
8 weeks later and abdominoperineal resection and
end colostomy were performed. Final pathology
staging was ypIT3NO (in 35 lymph nodes) with
negative margins. Perineal and abdominal surgical
wound site infections were diagnosed on day 3,
and VAC was again used, with the patient being dis-
charged on the 29th postoperative day. He main-
tained wound dressings in the outpatient clinic
with ultimately satisfactory healing.
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Figure 1  Physical examination
demonstrating extensive inflammation
with areas of necrosis.

Figure 2 Surgical debridement and
faecal diversion with loop colostomy.

OUTCOME AND FOLLOW-UP

Two years and 6 months after surgical resection, the patient is
alive and well, with no clinical, biological or radiological signs
of local or systemic relapse.

DISCUSSION
Necrotising fasciitis of the perineum is a rare presentation of
advanced rectal cancer.'® Since necrotising fasciitis is more

Figure 3 MRI and CT demonstrating
a large rectal tumour with invasion of
the pelvic floor and extra-rectal tissues
(T4b in Tumor, Nodes and Metastasis

(TNM) classification).

common in elderly and immunocompromised patients, and
carries high mortality,* 7 and because rectal cancer is usually in
the perforated stage, aggressive curative-intent therapy is often
not possible.” 13 1% The case we present illustrates the need for
immediate life-saving control of local sepsis (wide debridement
and faecal diversion), followed by vacuum-assisted closure.
Adequate staging and successful multimodal therapy followed,
allowing long-term, relapse-free survival.
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