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Introduction
Necrotizing fasciitis is a rare and life-threatening rapidly 
progressive soft tissue infection. Fulminate case could in-
volve muscle and bone. Necrotizing fasciitis after long term 
corticosteroid therapy have been reported. We present a 
case series of fulminate necrotizing fasciitis occurring in 
patients who use corticosteroids for asthma and connective 
tissue disorder.

Case presentation
3 cases of necrotizing fasciitis presented to Jss hospital with 
history of chronic corticosteroid use for co morbidities like 
asthma and connective tissue disorder. All the three cases 
reported here have had history of steroid use and two of 
the three cases had chronic bronchial asthma and one pa-
tient had systemic lupus erythematosis.

Conclusion
Long term steroid use in these patients appear to be a very 
important risk factor for developing necrotizing fasciitis 
due to immunosuppression and also the time taken  for the 
disease to resolve was longer than the normal population

CASE  ONE
A 68 year old male patient , chronic asthamatic on 10years 
of steroids presented to the Emergency Department of our 
hospital with erythema, induration, pain, and swelling of 
the right lower limbs, which extended from the digits up 
to the mid leg. The skin appeared erythematous and warm, 
with skin blebs on distal leg. He was septic with hypoten-
sion (blood pressure 80/40 mmHg), chills, fever (tempera-
ture 39°), and tachypneic. Respiratory rate was 21 breaths/ 
minute, and the oxygen saturation was 98% on room-air. 
Capillary refill occurred in 4 sec. The patient was able to 
move his toes within a limited range. Sensation of light 
touch was intact in the distribution of tibial, sciatic nerves.

Laboratory-test results showed hyponatremia (128 mEq/L), 
leukocytosis (WBC 20*103/μL), anemia (hemoglobin 10 g/L), 
creatinine 1.5 mg/dL, glucose 93 mg/dL. Plain radiographic 
findings were similar to those of cellulitis, with increased 
soft-tissue thickness and opacity. Duplex ultrasonography 
excluded deep vein Thrombosis. Two peripheral intrave-
nous lines and a urethral catheter were inserted. The pa-
tient was resuscitated. Specimens of blood, urine, and bul-
lae-fluid were sent for culture. During the 1.5 hours in the 
Emergency Department 2 liters of normal-saline were in-
fused intravenously, as was dexamethasone 4 mg iv. Piper-
acillin/tazobactam 4.5 mg, and clindamycin 600 mg were 
initiated. Tramadol was administered as needed for pain. 

Patient underwent emergency debridement of right lower 
limb. Cultures of blood and bullae-fluid obtained before 
the initiation of antibiotics were sterile. As the patient im-
proved, steroids were tapered off and wound healed slow-
ly.  With regular dressings, the patient was discharged after 
2 weeks with advice for skin grafting at later date.

CASE TWO
A 58 year old man with history of chronic asthma and 
on long term oral and inhalational steroid use presented 
to the emergency department with history of sudden on-
set erythema, swelling and pain over the right lower limb 
since one day. Patient is a known diabetic on insulin ther-
apy. At the time of presentation to the emergency depart-
ment patient was febrile and his pulse was 120 and blood 
pressure was 90/60mmHg.Patient was resuscitated in the 
EMD and his bloods were sent for laboratory investiga-
tions.

Laboratory investigations revealed a total leukocyte count 
of (WBC 30*103/μL). His renal functions were altered. 

Patient was put on low dose steroid, iv antibiotic and pro-
ton pump inhibitors and also underwent debridement and 
fasciotomy and eventually patient was discharged from the 
hospital on day 18 after complete recovery.

Case 3
A 35 year-old woman visited the OPD  with complaints 
of  fever, painful swelling and induration with multiple 
erythematous skin lesions on left lower limb. She had a his-
tory of rheumatoid arthritis of left fingers and has taken 
high dose of steroid for 2 years, which could have lead to 
her weak immune status. We diagnosed necrotizing fasciitis 
based on the symptoms, and the patient was managed with 
emergent fasciotomy, surgical debridement, regular dress-
ings  and antibiotic therapy. 

IV Linezolid was administered for ten days.
Microscopic observation of the skin showed severe inflam-
matory infiltrates with extensive necrosis and neutrophilic 
microabscess, suggesting necrotizing fasciitis is. We admin-
istered a reduced dose of steroid, with appropriate mainte-
nance. She was fit for discharge after 3 weeks.

Discussion
Necrotizing fasciitis (NF) is an aggressive, life-threatening 
emergency in diabetes  [1]. Diabetes is reported as a co 
morbid condition in 60–70% of NF cases  [2]. Common or-
ganisms incriminated are Staphylococcus aureus, group A 
streptococci, Escherichia Coli, Klebsiella Pneumoniae and 
a variety of anaerobic organisms  [3]. Pre-disposing factors 
include trauma, surgery, insect bite, and scratch. Patients 
with diabetes affected are significantly older with high 
glucose (>110 mg/dL), and potassium levels (>4.0 mEq/L), 
which are associated with increased mortality  [2]. Patients 
on long term steroid use and also in patients with history 
of steroid abuse the virility of the organisms appear to be 
higher and also the time taken for the wound to heal is 
also longer. Diabetes is a clinical predictor for limb ampu-
tation in patients with NF  [4,5].

Risk factors of mortality in NF patients also include female 
gender, age >60years, chronic heart disease, cirrhosis, hy-
poalbuminemia <3g/dL, systolic blood pressure <90 mmHg, 
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pulse rate > 130, serum creatinine ≥1.6 mg/dL, and skin 
necrosis  [4]. Factors in favor of a good prognosis in our 
patient were early diagnosis, immediate surgical interven-
tion, male gender, pulse rate < 130, glucose < 110 mg/dL, 
serum potassium 3.7 mEq/L, and negative blood cultures 
on ad-mission. Methicillin-resistant Staphylococcus aureus 
(MRSA) sensitive to clindamycin, vancomycin, linezolid, 
and daptomycin was isolated from debrided sample.

Transmission of bacterial pathogens during blood-contam-
inated injuries, despite the relatively transient nature of 
most bacterial infections in the bloodstream, has been pre-
viously reported  [6]. Even though the injury was minor, 
the infection progressed rapidly and required aggressive 
therapy. Timely and appropriate antibiotic administration 
has been shown to reduce the mortality rate significantly 
in NF  [7]. Recent studies have revealed emerging mo-
nomicrobial pathogens of NF, indicating that the causative 
agents are consistently changing  [8]. Linezolid was initiat-
ed because of the possibility of community-acquired MRSA  
[9]. Clindamycin significantly improves survival in group A 
streptococcus infections  [10].

The present case series support the importance of  effec-
tive antibiotic treatment and surgical debridement lead to 
favorable prognosis of NF in an immunocompromised pa-
tient with insulin-treated steroid diabetes. In our case se-
ries, the early diagnosis of NF aided in prompt surgical de-
bridement. Finally, among the factors previously described 
in favor of a good prognosis in a diabetic patient with NF, 
tight glycemic control during hospitalization should also be 
included.

In conclusion, achievement of euglycemia, maintenance of 
tissue perfusion, blood pressure, oxygenation, and antimi-
crobial therapy were the temporizing measures used to our 
diabetic patient, until surgical exploration was performed. 
Everyday rigorous surgical cleaning was also of major im-
portance to the good prognosis of our patient.
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