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Necrotizing fasciitis (NF); is a soft tissue infection

ABSTRACT

Necrotizing fasciitis (NF); is a progressive soft tissue infection involving the lower
extremities and perianal region, extending from the skin to the fascia. Although it
is frequently seen in the elderly, it can be seen in all age groups with concomitant
diseases, previous surgery history, and immune system disorders. NF, which
develops as a result of rapid tissue invasion, can cause serious morbidity and
mortality if early diagnosis and early surgical debridement are not performed.
Therefore, NF should be suspected if pain, fever, and septic markers are
disproportionate to the lesion in the clinic. The most important step in the
treatment of NF is early surgical debridement and initiation of appropriate
antibiotics. In addition to these treatments, various wound care treatments can
also be applied. We tried to explain the process from diagnosis to discharge in a
patient who developed NF after hemorrhoidectomy in terms of treatment
management.
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Nekrotizan fasiit (NF); genellikle alt ekstremite ve perianal bélgeyi tutan, ciltten
fasyaya kadar uzanan, progresif bir yumusak doku enfeksiyonudur. Siklikla
yashlarda goriilmesine ragmen yandas hastaliklar, gecirilmis cerrahi dykiisti ve
immiin sistem bozukluklar: olan her yas grubunda goriilebilmektedir. Hizli doku
istilas1 sonucu gelisen NF, erken tan1 ve erken cerrahi debridman yapilamaz ise
ciddi morbidite ve mortaliteye sebep olabilmektedir. Bu nedenle klinikte lezyon
ile orantisiz agri, ates ve septik belirtecler varsa NF den siiphelenilmelidir. NF'nin
tedavisinde en 6nemli basamak erken cerrahi debridman ve uygun antibiyoterapi
baslanmasidir. Ayrica bu tedavilerin yaninda cesitli yara bakim tedavileri de

uygulanabilmektedir. Biz de hemoroidektomi sonrasi NF gelisen bir olguda
tanidan taburculuga gegen stireci, tedavi yonetimi agisindan anlatmaya calistik.

Anahtar kelimeler: Nekrotizan fasiit, fasyotomi, hemoroid

NF (3). These patients usually apply to the hospital with

non-specific symptoms such as pain, weakness, and fever.

involving the skin, subcutaneous tissues, and fascia, often
observed in the lower extremities and perineum (1). It is
seen at a rate of 4.8 per hundred thousand per year in the
United States, and it is more common in elderly individuals
(2). Perianal infections, immune system disorders, surgical

interventions, and traumas are among the main causes of
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However, if the diagnosis and treatment are delayed, it
may come in a septic shock. In physical examination;
progressive skin erythema, soft tissue crepitation, and fever
are observed (4). The most common bacteria causing this
are gram-positive aerobes such as enterococci and

J DEU Med 2024;38(2):103-109
doi: 10.18614/deutip.1308616

Gonderim tarihi/Submitted:01.06.2023
Kabul tarihi/Accepted: 27.05.2024



104 Necrotizing Facicit

streptococci; gram-negative aerobes such as Escherichia
coli and Pseudomonas aeruginosa; They are anaerobes
such as Clostridium and Bacteriodes (5). NF, which
develops as a result of rapid tissue invasion, can cause
serious morbidity and mortality if early diagnosis and early
surgical debridement are not performed.

We tried to explain the process from diagnosis to
discharge and the management of NF treatment in a patient
with NF who developed after hemorrhoidectomy.

CASE REPORT

A 46-year-old male patient received medical
treatment for his hemorrhoidal complaints for 2 years but
was operated on in an external center because there was no
response to the treatment. On the 2nd postoperative day,
she was admitted to the hospital due to increased pain in

the anal region and swelling in the scrotum, and on the
diagnostic pelvic CT, it was found that the skin and
subcutaneous tissue thickness increased and edematous in
the right pelvic region inferolateral and proximal anterior
of the thigh. In addition, there are occasional air densities
in the right gluteal, right proximal lateral and posterior
parts of the right thigh, and diffuse free air densities were
observed in the right hemiscrotum. In addition, loculated
areas of fluid were observed between the fasciae in the
neighborhood of the right femur (Figure 1A-C). In the
subsequent pelvic magnetic resonance (MR) imaging, an
increase in signal in favor of grade 1 strain was observed in
the effusion and adductor muscle structures along the
medial skin and subcutaneous fat planes in the right thigh
proximal, and in the gluteus maximus muscle (Figure 1D).

Figure 1. A. Appearance of rough and edematous skin-subcutaneous and fascia Figurel. B-C. Edema and air

densities in right gluteal and right thigh proximal Figure 1.D. Effusion in right thigh MR view

Thereupon, he was re-operated with the diagnosis
of severe NF. Surgical debridement, curettage, fasciotomy,
and abscess drainage from the scrotum were performed by

general surgery, orthopedics, and urology. However, the
patient was referred to us due to the deterioration of his



general condition and the development of sepsis during his
follow-up.

In the laboratory values of the patient admitted to
the intensive care unit; Hemoglobin: 14.6 g/dL, leukocytes:
10630 pL, C-reactive protein: 310.9 mg/L, sodium: 139
mEq/L, glucose: 134 mg/dL, creatinine: 1.27 mg/dL, Lactate:
4.3 mmol/L, pH: 7.191 was seen. The patient was re-
evaluated by us and the patient who was found to be septic

Figure 2. Clinical evaluation at admission
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was operated for emergency surgical debridement after
informed consent was obtained. During the operation, in
the medial and lateral part of the right thigh; There was
fasciitis involving the fascia of the quadriceps femoris,
sartorius, gracilis, and gluteus maximus muscles, as well as
extensively involving the perianal region and scrotum

(Figure 2).

In addition, there was a large area of fasciitis
reaching the fascia in the lateral of the right leg, anterior
and posterior to the tibialis, and saphenous vein necrosis.
Wound cultures were taken. Then, the necrotic tissues in
the area were debrided, the saphenous vein was resected,
and the operation area was washed with abundant isotonic
solutions. Negative pressure vacuum therapy (NBVT) was
started in the area. To prevent contamination, the patient
underwent a laparoscopic sigmoid loop colostomy. The
patient was taken to the intensive care unit after the
operation and was consulted to the relevant departments.
Infectious diseases were discussed. Imipenem and
vancomycin treatment were started, following the
antibiotic therapy recommendations. In the follow-up, due
to weak peripheral pulses in the right lower extremity,
cardiovascular surgery was consulted and ileomedin and
Then,

subcutaneous enoxaparin sodium and trentilin treatment

heparin infusion was started for 3 days.
was started. The patient underwent serial operations for
debridement and NBVT. Upon the growth of Acinetobacter
Baumani in the wound cultures of the patient, infectious
diseases were consulted again and the treatment was

continued with imipenem, vancomycin, and colistin. After

serial surgeries, the plastic surgery department was
consulted for grafts because of the absence of necrotic tissue
in the wound and adequate circulation. A skin graft was
applied through plastic surgery (Figure 3).
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Figure 3. Post-treatment grafting stage images

Then, about 10 days later, the patient was  After the control colonoscopy, the anal sphincter tone was
transferred to the physical therapy unit for rehabilitation.  also normal and the colostomy was closed. He was
After 10 sessions of physiotherapy exercises, he was called  discharged on the 6th postoperative day.
for control and discharged.The patient was admitted to our
center about 1 year later with a plan for closure of loop
colostomy (Figure 4).

Figure 4. Appearance of well-being after treatment




DISCUSSION

NF is a soft tissue infection that commonly affects
the skin, subcutaneous, and fascia in the lower extremities
and inguinal region (1). In patients without early diagnosis
and surgery, the mortality rate from NF varies between
8.7% and 73%, and this rate has decreased to 26-32% with
early diagnosis and treatment in recent years (6-9).
Common areas of involvement of the disease; the lower
extremities (28%), upper extremity (27%), perineum (21%),
trunk (18%), and head and neck (5%) (10). Similarly,
perianal and scrotal region, right thigh, and right leg
involvement were observed in our patient.

Important risk factors for the development of NF;
Penentran trauma or a history of surgery. Apart from these,

Table.1 Staging of necrotizing fasciitis
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advanced age, diabetes mellitus, obesity, cancers, and
autoimmune disorders are other causes (8). In our patient,
previous perianal surgery, known smoking, and a history
of phlebolitis are the main risk factors. Diagnosis is usually
determined by clinical symptoms and suspicion. Patients
may initially be confused with erysipelas and cellulitis.
Pain and fever disproportionate to the lesion are important
factors in the diagnosis (11). In addition, irregular borders
and pain outside the lesion are characteristic (12, 13). The
staging described by Wong (2005) and Wang (2007) is very
useful in clinical evaluation. The clinical features of NF at
the time of admission were evaluated and divided into
three stages (Table 1) (12, 13).

Stage Clinical features

I (early) Tenderness on palpation (extending the visible skin
involvement), erythema, swelling, caloric (increase in
skin temperature)

II (medium) bulla formation (serous fluid), fluctuation in the skin

11T (late) Crepitation, skin anesthesia, skin discoloration, tissue
necrosis up to gangrene

According to this classification, our case was
evaluated as stage 3. Wong et al. (2005) determined a risk
score for NF according to laboratory results as well as
determining clinical severity (Laboratory Risk Indicator for

NECrotizing fasciitis = LRINEC). As a result of the scores
calculated with this scoring, the mortality of the disease
was tried to be estimated (Table 2).
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Table.2 Laboratory Risk Markers for Necrotizing Fasciitis (LRINEC)

Value LRINEC score
C- reactive protein (mg/L)

<150 0
>150 4
White blood cell count (cells/mm3)

<15 0
15-25 il
25< 2
Hemoglobin level (mg/dl)

>13.5 0
11-13.5 il
<11 2
Sodium level (mmol/L)

>135 0
<135 2
Creatinine level (mg/dL)

<16 0
>1.6 2
Glucose level (mg/dL)

<180 0
>180 il
According to LRINEC score; low stage: <5 points %50 mortality, moderate 6-7 points %50-75 mortality, high severe
stage >8 points >%75 mortality.

With this scoring, the estimated mortality rate for
our case was calculated as 50% low stage.

NF is a multidisciplinary disease that requires early
diagnosis and treatment. In order to reduce mortality, the
diagnosis should not be delayed, and even if NF is
suspected clinically, surgical intervention should be started
immediately. If NF is clinically suspected, surgery should
be performed even with a negative LRINEC score (14). This
is because patients are at increased risk of amputation and
death if intervention is delayed. Untreated or inadequately
debrided patients can rapidly progress to septic shock with
a mortality rate of nearly 100% (6). In addition, the patient's
co-morbidities lead to a significant increase in mortality
and morbidity. Cheng et al. found a significantly higher
limb amputation rate compared to 28.6% in diabetic
patients and 13.6% in non-diabetic patients (p<0.05) (15).
Antibiotherapy should be chosen carefully in these
patients. Antibiotics should be started empirically and

revised according to culture results. The average duration
of antibiotic therapy defined for NF should be continued
for 4-6 weeks.

CONCLUSION

In conclusion; NF is a rapidly progressive disease
with a high mortality rate. For this reason, the most
important parameter is clinical evaluation and aggressive
surgical debridement should be performed in the early
period, necrotic tissues should be removed from the
environment and antibiotic therapy should be started as

soon as possible.
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