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INTRODUCTION 

Necrotizing fasciitis is a progressive inflammatory 

infection of the fascia with secondary necrosis of the 

subcutaneous tissue. It moves along the fascial plane.1,2 

Necrotizing fasciitis may occur as a complication of a 

variety of surgical procedures or medical conditions, 

including cardiac catherisation, vein sclerotherapy and 

diagnostic laparoscopy among others.3-11 It may also be 

idiopathic as in scrotal or penile NF. The causative 

bacteria may be aerobic, anaerobic or mixed flora.12 A 

few distinct NF syndrome should be recognized. The 3 

most important as follows: Type 1 polymicrobial, Type 2 

or group A streptococcal, Type 3 gas gangrene or 

clostridia myonecrosis. Historically, group A beta-

hemolytic Streptococcus (GABS) has been identified as a 

major cause of this infection. This monomicrobial 

infection is usually associated with an underlying cause, 

such as diabetes, atherosclerotic vascular disease, or 

venous insufficiency with edema. GABS usually affect 

the extremities; approximately two thirds of the GABS 

infections are located in the lower extremities.13,14 

Organisms spread from the subcutaneous tissue along the 

superficial and deep fascial planes, presumably facilitated 

by bacterial enzymes and toxins. This deep infection 

causes vascular occlusion, ischemia, and tissue necrosis. 

Superficial nerves are damaged, producing the 

characteristic localized anesthesia. Septicemia ensues 

with systemic toxicity. 

The poor prognosis associated with necrotizing fasciitis 

has been linked to infection with certain streptococcal 
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strains. Community-acquired methicillin-resistant S 

aureus (MRSA) has also been associated with necrotizing 

fasciitis.15 

Since 1883, more than 500 cases of necrotizing fasciitis 

have been reported in the literature. There may be an 

increased incidence in African and Asian countries; 

however, because of the lack of recorded cases, the true 

incidence is not known. 

The mean age of a patient with necrotizing fasciitis is 38-

44 years. This disease rarely occurs in children. Pediatric 

cases have been reported from resource-poor nations 

where poor hygiene is prevalent. The male-to-female 

ratio is 2-3:1. 

These infections can be difficult to recognize in their 

early stages, but they rapidly progress. They require 

aggressive treatment to combat the associated high 

morbidity and mortality. 

CASE REPORT 

A27 yrs. old Saudi female was brought to an emergency 

department known to have a long history of psychiatric 

illness, being status post lower segment caesarian section 

10 days back, with bluish discoloration of lower anterior 

abdominal wall around the previous scar(necrosis of the 

wall) with a small pocket of discharging the pus laterally 

with surrounding induration and redness, She denied any 

history of fever,altered sensorium, vomiting  and 

dyspnea, Clinically, Generally, average built female, 

conscious with  BP:110/70mmHg, Pulse 88/min, temp 

37.4 degrees, O2 saturation: 93% on room air. There was 

no dyspnea, stridor or cyanosis. 

 

Figure 1: (a) Preoperative photo shoeing diffuse 

necrosis with a pocket(arrows); (b) view of diffuse 

necrosis of lower ant.abdominal wall; (c) another view 

of diffuse necrosis just above the pfenesteel incision 

reaching to both flanks and upto the umbilicus. 

A huge part of suprapubic area above the pfenesteel scar 

reaching just below the umbilicus and both flanks, 

infected with necrotic tissue with pocket of pus discharge 

and surrounding induration. The area was very tender, 

tense, with hotness and redness of the covering skin that 

showed areas of gangrene with some sinuses discharging 

pus (Figure1a). 

 

Figure 2: (a) the area of lower ant. abdominal wall 

after wide debridement upto the fascia; (b) view of the 

debrided area. 

she was resuscitated with IV fluids, O2, samples were 

taken for bloodwork’s that showed WBC: 20,000, Hb: 

9.8 gm/dl, random blood sugar was 18, creatinine 130 

micromol /l 0and urea 8mmole/l. PT, PTT, INR were:15 

sec , 46 sec, 1.9 respectively, serum calcium: 1.9 mmol /l 

and albumen: 25 gm/l. An impression of neglected 

necrotizing fasciitis of lower anterior abdominal wall was 

made, and patient was prepared for contrast enhanced 

computerized scan (CECT) of abdomen, which showed 

no signs of extension of the infection to the 

intraabdominal cavity Patient was seen by medical, 

endocrinologist, nephrologist, psychiatric, neurosurgery, 

anesthesia. Patient was stabilized soon in high 

dependency unit. The situation was discussed with her 

husband and she was consented for high risk   under 

general anesthesia. 

 

Figure 3: The part of anterior abdominal wall which 

was removed (wide area of necrotic tissue). 
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After induction our patient was placed in the supine 

position and the general surgery (GS) team started with 

excision of the necrotic skin including all sinuses, 

together with aggressive debridement of the necrotic 

tissues. 200 ml of pus was found. A wide debridement of 

necrotic area upto the both flanks and to lower pole of 

umbilicus, down to the suprapubic area was done, which 

left a big defect in the lower anterior abdominal wall and 

it was found to be extra peritoneal and no track or sinus 

was detected which could have connected with the 

intraperitoneal space. (Figure 2a,2b) 

 

Figure 4: (a) defect closed by secondary suturing (b) 

closed defect by secondary suturing without using 

skin grafts or flap. 

Post wide debridement a wide area of anterior abdominal 

wall was excised (figure 3). All areas were packed lightly 

with saline gauze. The whole area was thoroughly 

washed with saline. A Samples of pus and a piece of 

tissue were taken for culture and sensitivity. An opsite 

dressing was placed. Postoperatively, patient was shifted 

to high dependency unit under observation on IV 

antibiotic. He started fluid diet and gradually to DM diet. 

Cultures were only positive for Staphylococcus aureus. 

She was taken to theatre on the third postoperative day 

for secondary debridement and dressing. Regular daily 

dressing was done with saline and wet saline gauze 

packs. A vacuum-assisted closure device (VAC system) 

was applied on the 5th postoperative day. Plastic surgery 

consultation was sought out and she was seen by them 

with daily aggressive dressing. Plastic surgery 

consultation confirmed that no need for coverage with 

graft or local flaps 

After the infection subsided completely the patient was 

taken to operative room for secondary closure and which 

was done successfully by the plastic surgery team. 

(Figure 4a,4b). 

DISCUSSION 

NF is a rapidly progressing disease causing extensive soft 

tissue necrosis commonly involving the limbs, perineum 

and anterior abdominal wall. Post-operative patients 

account for 20% of cases, though in many the infection 

follows trivial trauma.  

Most of the cases of post-operative NF in obstetrics and 

gynecology have been reported before the era of 

prophylactic antibiotics.16 Only few cases have been 

reported after 2000, the latest reported in 2012 by 

DeMuro et al.17 In most of the previous studies obesity, 

hypertension and diabetes have been implicated as risk 

factors but recent case reports have highlighted the 

possible role of post-operative NSAID (non-steroidal 

anti-inflammatory drug).16,17 

Aggressive and multiple surgical debridement despite 

patient's unstable condition should be done as there is no 

role of wait and watch policy. Leaving the abdomen open 

as in this case, timely performed serial debridement 

followed by delayed secondary closure with good 

supportive treatment where the key to favorable outcome. 

Individualization of therapy should also be done to 

address specific risk factors like malnutrition and anemia. 

Though we could not find any specific risk factors in our 

patient, we are of view that surgery itself was a risk factor 

in our case. 

NF in post-partum patients is a challenge from both 

diagnosis and management perspective. High clinical 

suspicion and aggressive management are the foundation 

for favorable outcome. 

While skin grafts or flaps are the recommended 

techniques for coverage of large carbuncle defects not 

amenable to direct surgical closure.5,6 The results of 

continued daily dressings and good sugar control may be 

quite surprising as evidenced by the remarkable wound 

healing that occurred in this case - an option of 

management that was undertaken solely on the behest of 

the patient’s attendants. 

CONCLUSION 

Necrotizing fasciitis in diabetic patients can result in 

significant morbidity like large soft tissue defects of the 

involved skin region that may need a plastic 

reconstruction or left to heal. Cooperation between the 

members of multi-displinary team is crucial with high 

index of suspicion of possible complications. Proper 

diagnosis, preparation and management of comorbidities, 

surgical reconstruction if needed. 

 Another purpose to present this rare case   to discuss the 

processes of wound healing that may have had an impact 

on this patient’s remarkable cosmetic outcome despite no 

use of plastic surgical techniques used for skin coverage. 
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