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Introduction Case Description Management
» Necrotizing fasciitis (NF) is a surgical emergency characterized by History & Vitals Initial Physical Exa History of Present lliness
i i i i o , . - Ptwi mitted for COVID-19 an [ n t
fulminant muscle fascia and subcutaneous fat dgstquctmn, signs of + A 63-year-old bedbound, minimally verbal African  + General appearance: Daﬂ as ad . ed fo .CO 9 and seps S seco .dary. oa
systemic toxicity, and a significant risk of mortality. . : : : ) - o urinary tract infection as evidenced by leukocytosis, lactic acidosis,
AT G T o S el 2 el § e tlingin beds eppears oratipledic DULWhER tachycardia, & lethargy. Treated (tx) with cefepime 1 gram every 8
+ ltis arare type of necrotizing soft tissue infection (NSTI) with bilateral basal ganglia stroke in 2017 managed with prompted, mobilizes his extremities. y ’ ETey. : pine 10 y
: : : : 2 . : hours. Placed on intravenous fluids (IVF) & Paxlovid. Wound care
approximately 700-1150 cases a year in the United States, and an daily therapeutic apixaban 5 mg, deep vein - Appears apathetic, nonverbal. b t of hi Lul
increasing incidence in past decades.?® thrombosis, sacral decubitus ulcer, hypertension - Intermittent coughing. _ _ ESRIINAN SOETIENUONNIS SEGI U BET
» NF is divided into polymicrobial (type 1) and monomicrobial infections managed on I,iSinOPr” 40 mg, and uncontrolled "Decsnotoppestinacite Clauec on pEn. Hospila: Course ; :
(type I1). Gram-positive Staphylococcus aureus and streptococci diabetes mellitus presented to the emergency « Skin: * DRay2: + blood cultures and fever not resolving. Held apixaban when
strains ére the most common causes of type | while gram-negative departm?'m (ED) from a nursing facility for fever - Warm, clammy, diaphoretic to touch. Hemeg EuiniEGR)iocEredsetiion 19'7 gl
and anaerobic bacteria cause type I1. and unwitnessed fall from bed. - Unstageable sacral decubitus ulcer: Persistent non-  DRay 3 Hgb 6.4. Hgb 9.4 post two units of packed red blood cells
- No known alleraies blanchable deep red discoloration, induration, full- (pPRBC). Etiology of anemia unclear, but leading dx was
B O sl U ML ) e e e e el s Ul g thickness skin/tissue loss of 5x10cm length & 3cm deep. gastrointestinal blood loss. Ordered abdomen and pelvis CT scan,
develop from them, but NF is a rare complication.” NF is typically due « Family history unremarkable Extent of damage cannot be confirmed because it is esophagogastroduodenoscopy (EGD), and occult blood.
to trauma or postoperative infections. It most commonly involves the . . . L ) obscured by slough and eschar. )
extremities and escalates within hours. » Social history: patient has been living in a skilled N STAT debrid %Lgmm@.mfe o i .
nursing facility since his stroke in 2017 ‘ ; « Dav4: ebridement & drainage of soft tissue necrosis;
» Risk factors: diabetes mellitus, obesity, cirrhosis, advanced age, HISINGTACLy S INCe S STOSE 0 - Awake. Lethargic, but arousable. Following commands. confirmed NF in the OR. no osteomyelitis. Pt tolerated it well.
trauma or surgery, cardiovascular disease, delay in therapy.>* * Review of symptoms: unattainable - Motor strength: 2/5 in bilateral extremities . A - - : I
- o - . | o ) - Grip strength: 3/5 in bilateral hands DRay 5: discontinued cefepime. Started piperacillin/tazobactam 12.5g
» Initial presentation is cellulitis; may appear nonspecific, benign. It » Vitals: - Tempu.erature: 38.4°C . - Sensory: decreased to touch and pain prick every 12H and vancomycin 1g every 12H
rapidly progresses into systemic toxicity with fever, lethargy, & - Pulse: 136 beats per minute - Cranial nerves grossly intact - Day 9: repeat CT demonstrated healing debrided ulcer
disorientation. Other features are extreme pain disproportional to - Blood Pressure: 140/88 mm Hg . ) " .
clinical findings, crepitus, bullae, induration, skin necrosis." - Eelsp'rgtqry Tates:;;’s breaths per min * Remainder of exam was within normal limits.
- Pulse Oximetry: 95% on room air u u
» Diagnosis (dx) can only be confirmed through direct exploration of D ISCUsSSsSion

fascial planes and tissue in the operating room (OR)."8

+ Differential dx: cellulitis, gas gangrene, toxic shock syndrome, Figure 2. Hospital Course + NF poses significant mortality & morbidity, particularly in pts with

pyoderma gangrenosum, pyomyositis, deep vein thrombosis. 48 chronic disease, most notably diabetes. Mortality rate without
debridement is nearly 100%, but with proper tx, it ranges from 14-
el : - o, 156 i ; - : :
i ) Admission 2 | Hemoglobin B | Hemoglobin = STAT Surgery - Follow up 35%.'"° Sequalae includes IlT?TIoss, multi-organ failure, septic shock,
- i 7.0 > 6.4 g/d Debrid t withil Resoluti f all infecti : i i 39,
Diagnostic Results 107 37001 e Debrdement uitin eschsin of o fectors and shorter survivor life span. . |
* NF is a rare complication of deep PI. Limited studies have documented
e 7
| D22 | | oaye | [ oayse | the incidence of NF from a PI.
_ - Day 2 cultures revealed + Due to the ambiguous presenting features and rarity, NF is often
Figure 1. CT of Pl necrotizing teremia with Prot incorrectly dx, especially in the early stages.” One study showed only
bE!C £ e E ,m s Figure 3. Clinical Algorithm Figure 4. Recommended Treatment R .I.' 14% of pt were properly dx on admission 4
mirabilis, Bacteroides for Suspected NFs Guidelines' ererences , »
fragilis, S. constellatus. + Sequalae from basal ganglia stroke complicated early NF dx.
inical awareness - i i . . .
. == — i Fafly,aogressve surpical N - Figure 3 discusses an overview of dx and tx of suspected NF 8
+ Figure 1 shows the Hecrtzng fosite suspcted __,f::”w v o explorfathn and debridement of Eiii};f;;ﬁ:;g;;‘iﬁ:&?éﬂEi”f’é?i‘."m‘i"..f;if?;..“?‘;ﬁ"Jé?”
Computed tomography (CT) neCI'OtICtISSUG . L 2 ’E:El;feudré‘\]ssasnzm;wel;g?mw?nm I.\licr.ahzmg Fasciiis: All You Need b Know. -
s Mari skin lesions AND Call surgecn . Broad—spectrum empiric antibiotic publichecrolizing fascilts himl. i C I
results of a midline/ left | & KB AP e biocd cufitesran e onciusion
. e - NF to OR for biopsy | . 3 z mts Cara Res Pract 2015;2015:618067. Accessed November 29", 2023.
gIUteal Sacral Ulcer with SOﬁ: - i I I . a(xeptable regimen IS plperaCI”In/ 4, Eﬁ;&gfﬁ?&;ﬁnﬁ?;@_l‘ Knudsen VE, Fagerdahl AM. Signs, sympioms and
tissue swelling and a large Wibcingiit | [ Assandcincaldposs [Gine sagrsis e tazobactam or da cgrbapenem + ROl i 09y S 005 218 1430 Aok e « NF is a rare, rapidly progressing complication of deep pressure
i vancomycin + dindamycin 5. i sul W, Jaanwatanakanok K, Paumanend J Yodluangiun S, S . : . :
e el il [t | ame | bl e e et L L L injuries, especially in bedridden patients.
the surface wound to the - om poatl e + Tailor to microbe(s) susceptibility GO eyt s e e un e s ot : . : S .
ot ncisiens. «  IVF and/or vasopressors as needed s .| i Vil 201423111, Aossed O 17" 2023 001 * It requires early surgical intervention to minimize mortality.
i isi sinshien oo RN in: tizing Fascillis Assccialad with Pressure . . s =
deep SOﬁ tissue (raising P sy e Gone v L for hemodynamic support " A Bt A S Wt G SIS 84257 A + Due to the high M&M and frequent delays in dx, clinicians must
possibility of NF). Po-avsonts ey & howe | ot i * May need intensive care unit B. ek F. Bods, O, Rddes L el Trle dagrostcs o ety detecton of maintain a high level of suspicion and keep NF on their differential in
- . Decemeber 5", 2023. DOI: hitps://doi.og/10.1186/s13017-016-0108-2
ronrcrrmetr T s ot (50.3% of pt in one cohort study)? e the context of a patient with a PI.
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