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Abstract: Necrotizing fasciitis is a progressive infection of fascia that is associated with necrosis of subcutaneous tissues. It
has high morbidity and mortality rates because the diagnosis is often not made early enough to institute the aggressive
treatment that is necessary to prevent death. We herein report a case of necrotizing fasciitis of the anterior abdominal wall
following a myomectomy in an obese diabetic female that was diagnosed early enough to allow for a favorable outcome

following aggressive antibiotic therapy and surgical debridement.
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Introduction

Necrotizing fasciitis is also known by a variety of names
including Meleney ulcer, hospital gangrene and synergistic
necrotizing fasciitis.'It is a complication of a variety of
surgical procedures and medical comorbidities but may be
idiopathic. Bacteria implicated in the infective process that
follows this condition may be aerobic, anaerobic or mixed.**

The incidence of necrotizing fasciitis is thought to be on the
increase in African countries because of the rise in the
incidence in immunocompromised patients with HIV, cancers
and diabetes mellitus, vascular insufficiencies and alcoholism
amongst other comorbidities that favor its development.®

Case Report

A 4lyear old Para 2+ 2 female who was a known diabetic and
hypertensive diagnosed 16 and 12 years before presentation
respectively presented at the gynaecological clinic with a 4
year history of menorrhagia and recurrent pregnancy losses.
She had defaulted follow up at the Medical outpatient
department where she had been on antihypertensives and
hypoglycemic agents. She had a previous Cesarean section in
her first confinement 15years ago.

She was a middle aged woman that weighed 84kg and her
height was 1.57metres. Her body mass index was 34kg/mZ.
Her pulse rate was 88beats per minute, and the blood pressure
was 110/80mmHg. She had anterior abdominal wall obesity
with fat apron which made deep palpation difficult. There was
a well healed Pfannenstiel scar. The uterus was 16-18 weeks

size determined by a bimanual pelvic examination.

A diagnosis of uterine fibroids was made and confirmed by an
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abdominopelvic ultrasound scan. She was worked up for a
myomectomy while being co-managed with the medical team
to control the hypertension and blood sugar. Her Packed cell
volume was 32% preoperatively with a Fasting blood sugar of
6mmol/litre.

At surgery, multiple sub mucosal and intramural fibroids were
removed. Post operatively, her glycaemic control was poor
with the Fasting blood sugar ranging from 10-14mmol/litre.
She was commenced on antibiotics, analgesics, insulin and
subcutaneous Heparin. She subsequently developed surgical
site infection with wound break down about 4 days post
operatively and was placed on twice daily wound dressing
with Hydrogen peroxide and Eusol. A wound swab cultured
Streptococcus bacteria species.

She had secondary closure of the wound 27 days after the
primary surgery. By the third after the closure the wound was
noticed to be discharging purulent copious offensive discharge
from the operation site, with blackish greyish discoloration of
the anterior abdominal wall. She had pyrexia with a
temperature of 38°C with two episodes of septic shock.

She was reviewed by the general surgeons and an assessment
of synergistic gas gangrene was made. She was commenced
on meropenem, metronidazole, subcutaneous humulin 70/30
,32IU am and 161U pm. She had debridement and was
transfused three pints of blood. A second look wound
exploration was done 48hours after. Her blood glucose control
was good after the exploration and the wound was packed
with moist gauze. Daily wound dressing with pure honey and
anticoagulants, multivitamins and antihypertensives were
given.

When healthy granulation tissue was observed, dressing was
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reduced to alternate days and she was referred to the plastic
surgeons. Closure of the wound was performed one month
after the initial exploration and she was discharged home one
week later, to
departments.

the Surgical and medical outpatient
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DISCUSSION

Necrotizing fasciitis has been described using different names
but Joseph Jones, a Confederate Army surgeon is credited
with reporting it first during the American Civil war.“Fournier
described a similar condition occurring in the groin and
perineal regions in 1883 and lent his name to the condition in
that anatomical region while Meleney reported 20 patients in
China who suffered from necrotizing fasciitis caused by
Haemolytic Streptococcus similar to the bacteria cultured in
the reported case.>®Wilson first used the term necrotizing
fasciitis without ascribing the infection to any bacterium.’

This clinical entity often displays a fatal course with Group B
Haemolytic Streptococcus often being the major initiating
organism with a preexisting morbidity such as diabetes or
obesity as the underlying cause.®Necrotizing fasciitis is
classified as Types 1 and 2.Type 1 is polymicrobial but type 2
is usually monomicrobial.’

More microorganisms have been implicated and this may not
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be unconnected with abuse of antibiotics and development of
resistant strains of bacteria. Other bacteria such as Escherichia
coli, Bacteriodes species and Pseudomonas have also been
implicated.’®'* Bacterial invasion results of vascular damage
and necrosis of fascial planes, fat and the overlying skin."

It has been estimated that 20-40% of patients with
necrotizing fasciitis are diabetic and this complication
develops following surgical conditions that cause local tissue
damage and later bacterial invasion.*® In the presented case,
the poor control of the patient’s blood sugar was the likely
predisposing factor along with obesity. The necrotizing
fasciitis that followed in turn made the control of blood sugar
more challenging. Other conditions that have been implicated
include alcoholism, drug abuse and malnutrition."*!* The
mortality rates in necrotizing fasciilitis are high and range
from 20-80% depending on pathogens, site of infection and
speed of treatment .*%*

The patient presented had debridement and wound exploration
within 72hours after signs and symptoms of wound infection
and shock. This along with aggressive antibiotic therapy may
have contributed to her survival. Reviews have shown the
mean age of survivors to be 35 years and the mean age of non
survivors to be 49 years. The patient presented was 41years of
age. Increasing age appears to be associated with higher
mortality.

A retrospective review by Cheng et al showed upper extremity
necrotizing fasciitis to have a high mortality rate with 35% of
patients dying. Those that died had an altered consciousness
and respiratory distress at initial presentation. Early diagnosis
and aggressive surgical treatment prior to the development of
systemic toxic signs were noted to be essential for survival.®®
The extensive debridement ,antibiotic therapy ,blood
transfusion and attention to glycaemic control is likely to
have improved circulation and tissue oxygenation aiding the
ability to fight infection thereby improving the final outcome.

CONCLUSION

Necrotizing fasciitis often takes a fulminant course with high
mortality rates and morbidities. Early diagnosis, identification
and management of comorbidities, antibiotic therapy and
wound debridement can halt the course of this condition.
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