


Case report 
Fournier's gangrene complicating varicella in an adult: A case report from University Hospital Center Yalgado OUEDRAOGO, Ouagadougou, Burkina Faso.

Abstract
Aims
Varicella (chickenpox) is generally a benign disease, but it can have serious consequences in immunocompromised individuals. We report a rare case of Fournier’s gangrene complicating varicella in a young adult with lymphoma.
A 22 year old man with a history of type B cell lymphoma who had undergone two sessions of chemotherapy (R-CHOP protocol). He was admitted to the hospital for a feverish rash and perineal pain that had been developing for a week. Necrotic and oozing lesions were observed in the perineal region, penis, and thigh. A diagnosis of Fournier's gangrene complicating chickenpox was made. Despite intensive care, the patient died as a result of sepsis.
This observation highlights the need for early recognition and intensive management of Fournier's gangrene when it occurs in immunocompromised patients. 
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Introduction
Varicella is the clinical manifestation of primary infection with the varicella-zoster virus (VZV) and is the most contagious of all eruptive diseases according to the World Health Organization (WHO) [1]. It is usually benign and occurs in 90% of cases between the ages of 1 and 14. Even in immunocompetent adults, varicella carries an increased risk of mortality, mainly due to varicella pneumonia [2,3]. Bacterial superinfection is one of the major dermatological complications; when associated with ulcerative necrosis of the skin and soft tissues, it is known as varicella gangrene. This is a rapidly progressive type of necrotizing fasciitis (1-2 cm/hour), a potentially fatal complication with a frequency of 0.05 to 0.16% of cases [4,5].
Although rare today, the pathophysiology and risk factors are well known [6,7]. However, the association of this condition with chickenpox is rarely described. We report the case of a 22-year-old young adult who presented with Fournier's gangrene following chickenpox in the Infectious and Tropical Diseases Department at the Yalgado OUEDRAOGO University Hospital Center.

Presentation of case
A 22-year-old male shopkeeper with negative retroviral serology and a history of type B lymphoma discovered during pathological examination of a lymph node biopsy 18 months ago during an episode of lymphoedema of the right lower limb and deep lymphadenopathy. He underwent two chemotherapy sessions (R-CHOP protocol), the last of which was approximately six months prior to his admission. Due to lack of financial resources, immunohistochemistry was not performed and treatment for the lymphoma was not continued. 
He was admitted on May 25, 2023, for a febrile rash associated with perineal pain that had been developing for a week, with several cases of chickenpox reported among his contacts. On clinical examination, the patient presented with a general condition of stage IV according to the WHO performance score, good consciousness (Glasgow score of 15), systemic inflammatory response syndrome consisting of a fever of 39°C, tachycardia at 125 beats per minute, and polypnea at 28 cycles per minute. Multiple vesicular lesions were present in some areas, pruritic and crusty, with lesions of varying ages scattered all over the body (Figure 1). There was a patch of ulcerative, necrotic, and oozing lesions covering the entire perineum, penis, and inner thigh. Necrotic, cardboard-like lesions were observed on the scrotum (Figure 2).
Blood culture and urine cytology and bacteriology tests were negative. Swabbing of skin lesions could not be performed due to lack of financial resources. The blood count showed hyperleukocytosis at 16,800 cells/mm3, predominantly neutrophils at 13,200 cells/mm3. C-reactive protein was elevated to 78 mg/L. 
The diagnosis of Fournier's gangrene complicating varicella was made. The patient received antiviral treatment with acyclovir at a dosage of 10 mg/kg every 8 hours, antibiotic therapy consisting of injectable ceftriaxone 2 g/24 hours and metronidazole 500 mg/8 hours before being taken to the operating room 72 hours later for debridement of necrotic tissue (Figure 3) and daily dressing with an antiseptic solution and hydrogen peroxide. Seven days later, despite intensive care, the patient died of sepsis. 

Discussion
Varicella is a highly contagious viral infectious disease that mainly affects children. Most adults with the disease are known to have an underlying immunosuppressive factor such as alcoholism, diabetes mellitus, malnutrition, immunosuppressive treatment, extreme age, long-term corticosteroid therapy, HIV, morbid obesity, blood disorders, cancer, and disadvantaged socioeconomic status [5–7].
Given our patient's young age and history of lymphoma, the two chemotherapy sessions were identified as the causes of immunosuppression.
Fournier's gangrene is defined as an infectious necrotizing fasciitis that affects the perianal and genital regions, causing severe skin necrosis and thrombosis of the subcutaneous vascular system [6,7,8]. It is a rare condition, and despite advances in knowledge, mortality remains high at 20-30% [6–8,12].
It is known that the rapidly multiplying VZV virus disrupts the integrity of the epidermis, allowing bacterial superinfection to occur; VZV infection increases the risk of invasive infection by group A beta-hemolytic streptococcus by a factor of 58 [9,10].
A local secondary infection of the varicella vesicles is most likely the cause of this complication. The source of the secondary infection may be urogenital (45%), ano-rectal (33%) or cutaneous (21%) [6–8]. It is most often a polymicrobial infection involving various types of microorganisms, such as aerobes (such as Klebsiella, Streptococcus, and Staphylococcus), anaerobes (such as Clostridium), as well as coliforms and cyanobacteria [6,7]. The most commonly found germ is E. coli in adults and streptococcus in children [8].
The diagnosis is based primarily on clinical findings. Rapidly spreading perineal edema, skin hyperemia, numbness of the underlying skin, and intense perineal pain disproportionate to the physical findings are the main signs that point to Fournier's gangrene [11,12]. Additional biological tests and histopathological studies can also aid in the diagnosis.
This is a true surgical emergency, and treatment must begin as soon as possible. The main components of treatment are hemodynamic stability, broad-spectrum antibiotic therapy, surgical debridement, and supportive measures. As soon as the patient's condition allows, aggressive necrosectomy should be performed, as incomplete debridement is a risk factor for subsequent complications [6–8,11–13].
In our patient, we used ceftriaxone and metronidazole as probabilistic antibiotic therapy, which would have been adjusted if a pathogen had been identified. This was combined with antiviral treatment based on acyclovir. Indeed, the latest WHO guidelines recommend the use of intravenous acyclovir in patients infected with chickenpox who are immunocompromised or have severe complications [1].
Surgical debridement was performed 10 days after the onset of symptoms in our patient. Delay in initial debridement worsens the patient's prognosis; in one report, a favorable outcome was noted in 15 children who underwent aggressive surgical debridement within 3 hours [13].
Transurethral bladder catheterization was performed in our case. Urinary and fecal diversion is often indicated to allow decontamination and maintain strict asepsis for healing [6–8,11].
Conclusion
This case highlights the importance of preventing varicella through vaccination, especially in people at risk of severe forms and complications. Gangrene as a complication of varicella is rare. It should be suspected in cases of a history of varicella, pain disproportionate to physical signs, swelling, and ulceration localized to one area of the body. It is a rare but potentially fatal disease. Survival depends on early diagnosis and prompt and adequate treatment.  
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Figure 1: Multiple vesicular lesions, umbilicated in places, pruritic and crusty, making lesions of different ages scattered all over the body.
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Figure 2: Appearance of Fournier's gangrene before debridement
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Figure 3: Aspect of Fournier’s gangrene after debridement of necrotic tissue.
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