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Abstract  Case Report 
 

Bacterial dermohypoderma are serious infections during pregnancy. They can put into play the maternal-fetal 

prognosis.The essential point is to know how to differentiate an acute non-necrotizing bacterial dermohypoderma 

(erysipelas), which is a frequent disease and generally evolving favorably, from an acute necosing bacterial 

dermohypoderma, a rare pathology but an absolute medical-surgical emergency.Necrotizing fasciitis is a medico-

surgical emergency, requiring urgent resuscitation and plastic surgery advice. Treatment has several components: 

treatment of shock, antibiotics, early surgical treatment determining the prognosis and effective anticoagulation due to 

a high risk of thromboembolism. We report a rare case of necrotizing bacterial dermohypoderma in a pregnancy which 

was presumed at 8 months complicated by in-utero fetal death followed by maternal death. 
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INTRODUCTION 
Bacterial dermal hypodermitis (DHB) are 

infections of the dermis and hypodermis most often 

caused by group A beta hemolytic streptococcus but 

sometimes can be plurimicrobial [1, 2]. A marked 

increase in DHB has recently been reported in sub-

Saharan Africa. This change in the epidemiological 

profile seems to be linked to the association with risk 

factors such as: lymphedema, post traumatic wounds, 

intertrigo inter-toe, vascular ulcers, obesity and artificial 

depigmentation [3-5]. These different risk factors are 

often present during pregnancy and could explain the 

occurrence of DHB in this period [6, 7]. The 

seriousness of the association between DHB and 

pregnancy is based on mutual exchange of bad 

practices. Firstly, DHBs increase the risk of obstetric 

morbidity linked to severe sepsis, multi-organ failure 

and on the other hand pregnancy can promote the onset 

of severe necrotizing forms of DHB [8, 9]. The 

objective of our work is to determine the 

epidemiological, clinical, para-clinical, therapeutic and 

evolutionary aspects of DHB, during pregnancy, 

illustrated by a case of a patient treated in the 

ELHAROUCHI IBN ROCHD maternity unit in 

CASABLANCA. 

 

PATIENT AND OBSERVATION 
Mrs. SR, aged 18, primigravida nulliparous, 

with no pathological history, admitted for fetal death in 

utero on pregnancy presumed at eight months. The 

admission examination found a 

patienthemodynamicallystable,fever at 37.8 ° C, blood 

pressure at 120/70 mmHg, negative proteinuria on urine 

strips, with the obstetrical examination a patient outside 

of labor, without externalized bleeding, a uterus relaxed 

without perception of active fetal movements. On 

general examination, we noted the presence of 

dermohypoderma with onset of necrosis of the left 

lower limb progressing for 7 days. Obstetric ultrasound 

reveals a non-progressive mono-fetal pregnancy 

estimated at 34 weeks. Ultrasound of the soft parts of 

the left thigh found significant thickening with 

significant edematous infiltration without a well-

defined clearly individualizable collection associated 

with multiple infra-centimetric inguinal 

lymphadenopathies of infectious appearance. On deep 

vein and arterial ultrasound of the left lower limb, there 

was no deep vein thrombosis in the left lower limb with 

common femoral, superficial, popliteal, anterior tibial, 

posterior tibial and foot arteries of normal caliber. The 

resuscitator was there. The plastic surgeons have been 

advised for a surgical treatment on time. After 
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conditioning, high fetal extraction was performed 

supplemented by necrosectomy. 

 

The patient stayed in intensive care for septic 

shock starting from the skin, intubated ventilated under 

drugs, an additional excision was performed. 

Considering the delayed awakening, a brain scan was 

indicated revealing lesions related to anoxia-hypoxia. 

The patient was tracheotomized on 22nd day of 

hospitalization. Inflammation markers remained high. 

Bacteriological samples came back in favor of 

imipenem-resistant Acinetobacter baumannii. 

Inflammation markers remained high. Bacteriological 

samples came back in favor of imipenem-resistant 

Acinetobacter baumannii. Patient died at  30th days of 

hospitalization. 

 

 
A-Preoeratory aspect 

 

 
B-Peropperatory aspect 

 

 
C-Postoperative aspect when changing the dressing 

 

Fig-1:Necrotizing bacterial dermo-hypodermitis 

 

 

 

DISCUSSION 
Acute bacterial dermohypoderma can be 

subdivided into three main forms: the frequent non-

necrotizing bacterial dermohypoderma type 

streptococcal erysipelas whose treatment is medical, 

other bacterial dermohypoderma of various 

microbiology whose management is often medico-

surgical and and necrotizing bacterial 

dermohypodermitis, including necrotizing fasciitis, for 

which surgical treatment should not be delayed. The 

main problem is not to ignore, in front of an acute 

feverish red patch, a necrotizing form from the outset or 

at risk of becoming so [10]. Our work reports a rarity of 

DHB during pregnancy, the association with known risk 

factors for DHB and the severity linked on the one hand 

by necrotizing DHBs and on the other hand by the 

occurrence of obstetric complications. A few cases of 

necrotizing fasciitis have been reported in clinical cases 

or in small series in the English literature [8, 9]. In 

Africa, these associations are rarely described [6]. 

Added to this is the lack of knowledge of this pathology 

by health providers who take care of prenatal 

consultations in our areas. This lack of knowledge, 

associated with the use of herbal medicine and the use 

of non-steroidal anti-inflammatory drugs, could explain 

the long consultation period in our series. Several risk 

factors are implicated in the risk of the occurrence of 

DHB [3, 6]. They are often encountered during 

pregnancy. Local risk factors such as lymphedema, 

venous insufficiency, varicose veins can explain the 

topography of lesions in the lower limbs. Others such as 

overweight are risk factors for the occurrence of 

necrotizing fasciitis and are associated with an 

increased risk of infections during pregnancy according 

to Magann et al. [11]. Women tend to accelerate 

depigmentation during pregnancy especially in the 

second and third trimester, using more aggressive 

products to be lighter on the day of the child's baptism 

on the seventh day of birth. Artificial depigmentation is 

a social phenomenon and has been the subject of 

numerous studies in Africa [6, 12, 13]. Kebe et al. 

found that about 50% of women used cosmetic products 

intended for depigmenting to look white on the day of 

their ceremony [14]. These products, mainly based on 

corticosteroids, cause local immunosuppression and 

fragility of the skin. Also, Mbengue et al. found that the 

prolonged application of corticosteroid-based 

depigmenting products resulted in alteration of the 

vascular endothelium [15]. In addition, pregnancy 

represents an additional risk factor due to the alteration 

of the immune system during the second, third trimester 

and postpartum period [12, 16]. Maternal repercussions 

such as recurrence of DHB could be linked to the lack 

of control of risk factors, particularly lymphedema. The 

consequences on the child resulting in either neonatal 

infection, retention of dead eggs or abortion could be 

multifactorial [2]. The syndrome infectious, found in 

46% in our series, is a determining factor in the 

occurrence of obstetric complications. 
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CONCLUSION 

Bacterial dermohypoderma are serious 

infections during pregnancy. They can jeopardize the 

maternal-fetal prognosis because of their severity and 

their obstetric complications. Early management and 

multidisciplinary follow-up could reduce the 

complications of these bacterial infections during 

pregnancy. 
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