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FATAL GAS GANGRENE RELATED TO SELF-
INJECTION TREATMENT OF ANAPHYLAXIS
We describe a patient who died as a result of self-treatment of
anaphylaxis. This case reminds us that even a low-risk intervention
can sometimes have severe consequences.

The patient was a 49-year-old nurse employed at a nursing home
who had a complex medical history, including asthma, chronic pain,
hypertension, and obesity (body mass index [calculated as weight in
kilograms divided by height in meters squared], 37). She had a
number of episodes that could be interpreted as anaphylaxis. No
trigger was proven and no clinical signs were evident on multiple
hospital presentations, but her history and symptoms supported a
diagnosis of anaphylaxis, and this diagnosis appeared on her hospital
discharge reports. Serum tryptase levels at baseline and shortly after
these occurrences were within the normal range and did not vary.

An epinephrine autoinjector (Epipen) was prescribed with an
action plan. The episodes continued, and she used her autoinjector at
the onset of symptoms before onset of signs (contrary to advice) at
least 6 times during 2 years.

A typical episode, consisting of pruritus, rhinorrhea, wheeze, and
throat irritation, occurred at her site of work after lunch. She self-
injected 300 �g of epinephrine via autoinjector into her left thigh,
self-administered 50 mg of prednisone orally, and additionally self-
injected 50 mg of promethazine (site unknown). The latter 2 were
not part of her prescribed treatment plan. Subsequent assessment by
ambulance officers and emergency department physicians did not
reveal any clinical signs of an allergic reaction. She was observed in
the emergency department for 4 hours, with the only notable event
being pain in the left leg.

Twenty-two hours after self-injection, she presented with left leg
pain and signs of sepsis, with a temperature of 39.3°C, heart rate of
132/min, blood pressure of 154/76 mm Hg, and a respiratory rate of
26/min. At 24 hours, the diagnosis of gas gangrene was made on the
basis of cutaneous discoloration and tissue crepitus. Intravenous
benzylpenicillin and lincomycin were administered, and she was
transferred for immediate surgery. In the following hour the cuta-
neous discoloration spread to cover an area between her hip and calf.
Incision of the fascia revealed gray purulent muscle and bubbles of
gas. She underwent a high thigh amputation. Microscopic examina-
tion of tissue fluid identified gram-positive bacilli, and subsequent
culture confirmed Clostridium perfringens.

After surgery, signs of sepsis advanced. A computed tomographic
(CT) scan at 44 hours demonstrated gas within the psoas muscle,
placing the patient beyond surgical salvage. Supportive management
continued, but the patient died at 50 hours after the self-injection.

This event cannot be ascribed to either the epinephrine injection or
the promethazine injection specifically, but one of these injections intro-
duced clostridial spores and may have helped provide environmental con-
ditions to allow germination and growth. The CT scan of her unaffected
thigh showed that the epinephrine autoinjector should have delivered
the intended injection intramuscularly rather than subcutaneously.
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Infection after intramuscular injection is rare. A large study1 of
2,134 injections found no deep tissue infections and 15 cases of
uperficial abscess. However, at least 31 cases of gas gangrene
ssociated with injections have been reported since 1960. Both
ntramuscular and subcutaneous injections were implicated, with a
ange of drugs. The most common single drug associated with this
omplication was epinephrine (10 reports); however, most of these
ere epinephrine in oil used to treat asthma in the 1960s.
Clostridial infection from injections derives from spores trans-

orted from the skin surface to deep tissue, where suitable nutrient
onditions cause germination and rapid reproduction. Clostridial
pores originate from decaying vegetation and the intestine and can
ften be found on normal skin; recovery of spores is not reduced by
lcohol swabbing.2 Local conditions conducive to germination3 are
otentially enhanced by tissue necrosis induced by intramuscular
njections4 and local ischemia induced by the vasoconstrictive effect
f epinephrine. In this patient’s case, scarring from multiple previ-
us injections (revealed by CT scan), her occupation and obesity
increasing skin contamination risk), and the coadministration of
orticosteroids are other potential cofactors. One could speculate on
he increased risk of the introduction of foreign matter if the injec-
ion were delivered through clothing, especially if soiled.

It is difficult to make recommendations to reduce the risk of this
xtremely rare outcome. Several factors, including exact placement of
njections and method of injection, remain unknown in this case.
voidance of injection through soiled skin or clothing is recommended,
ut skin preparation is unlikely to be effective. We suggest that if
ersistent pain occurs in the setting of a recent intramuscular injection,
his should lead to urgent assessment and careful monitoring.
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NAPHYLAXIS TO MOPANE WORMS (IMBRASIA
ELINA)
ood allergy is common in westernized countries, affecting 6% of
hildren and 3.7% of adults in the United States.1 The most notable
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