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INTRODUCTION usually a few hours.

Necrotizing fasciitis (NF) is a rare, potentially lethal bacterial infection
characterized by widespread necrosis of the skin, subcutaneous tissue,
and superficial fascia."” Incidence - 0.4 and 0.53 cases per 100.000
population.”” Not only patients who present with pre-existing factors
but also young individuals may be affected. Approximately half of the
cases of streptococcal NF occur in young and previously healthy
patients.” NF may result from any injury to the skin or from
hematogenous spread.' Any major or minor trauma compromising skin
integrity such as needle puncture, insect bites, burns, lacerations,
surgical wound, blunt trauma etc. may develop this insidiously
advancing soft-tissue condition.'*A single species of bacteria, by itself,
ora polymicrobial infection may be responsible for NF.'

OBJECTIVES OFTHE STUDY

* To identify the bacteria most commonly involved in the
pathogenesis of necrotizing fasciitis

»  To find the percentage of NF caused by polymicrobial infection vs
NF caused by a single organism.

* To identify the sites most commonly involved in necrotizing
fasciitis.

AETIOLOGY

Necrotizing soft tissue infections are caused by virulent bacteria with
the ability to produce toxins and cause widespread necrosis of tissue.
The soft tissues involved are usually subcutaneous, muscle and
infrequently skin.' The fascia has a more tenuous blood supply than
that of muscle or skin, thus making it more vulnerable to infection.”
Additionally, fluid tends to collect between the fascia and adjacent
tissues, further weakening immune function by alteration of host
clearance of causative pathogens a by reducing phagocytic function.

Although NF is rare , patients with certain conditions are predisposed
to developing the disease. These include immunocompromised states
such as diabetes, malignancy, AIDS, IV drug abusers and alcoholics.”
NF may also occur due to trauma, typically after burns. Even minor
trauma, in the form of insect bites, snake bites and needle stick injuries
can lead to NF. Patients having Peripheral vascular Disease and
atherosclerosis are also at an increased risk. The entry of bacteria can
take place from any break in the skin and can occur in patients with skin
conditions like psoriasis, bed sores, boils, perianal abscesses.

Fournier's gangrene is the name given to Necrotizing fasciitis of the
perineum. It can arise spontaneously or have its origin from a perianal
abscess, Bartholin gland infection, scrotal infections, genitourinary
procedures or with the use of a urinary catheter. The portal of entry is
most of the times obscure.™

CLASSIFICATION

Necrotizing fasciitis can be categorized as Type 1, type 2 and type 3

depending on the organisms cultured .

» Type 1 NF - Polymicrobial infection from aerobic and anaerobic
bacteria such as Clostridium and Bacteroides species.

*  Type 2 NF - Group A Streptococcus (S. pyogenes) with or without
acoexisting Staphylococcal infection.

* Type 3 NF - Associated with Vibrio vulnificus, that enters the
subcutaneous tissues via puncture wounds from fish or marine
insects.

CLINICALLY - 3 groups based on the length and extent of the disease
*  Fulminant NF — These patient have rapid disease progression and
present often with shock. The history of the onset of symptoms is

* Acute NF — These patients have symptoms for several days and
large areas of the skin get involved.

*  Sub-acute NF- These patients have symptoms for several weeks
and the infection usually involves only a localized area of the skin.

Obliterating vascular necrosis —————  occlusion and vasoconstriction of nutrieat

blood

Increased creatinine phosphokinase level (CK)

CLINICALFEATURES

» Definitive clinical signs are very specific to necrotizing fasciitis
but occur late in the course of the disease.

*  Presence ofbullae

»  Skinecchymosis, which precludes skin necrosis

»  Presence of gas by clinical or radiological examination

» Cutaneous anesthesia

Less specific signs include-

»  Painthatis out of proportion to the signs

»  Edema extending beyond the skin erythema

*  Systemic toxicity

*  Progressive disease despite antibiotic therapy

MANAGEMENT

» Early diagnosis

¢ Surgical debridement

¢ Amputation of extremity
*  Wound care

*  Antimicrobial therapy

« Intensive supportive care
¢ Hyperbaric oxygen

METHODOLOGY

e The data was collected from patients admitted to Fr. Muller
medical College Hospital, Mangalore with a provisional diagnosis
of Necrotizing fasciitis based on clinical evaluation and intra-
operative findings

¢ Timeperiod October 2018 —October 2019

*  Samplesize-40

*  Study design— Descriptive Study

e The presenting complaints and details were recorded in a
chronological order. Data collection included history of trauma,
insect bite, snake bite, burns, etc., history of comorbid conditions
like diabetes mellitus, hypertension and immunosuppressive
diseases, drug history including long term corticosteroid use or
other immunosuppressants.
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RESULTS
AGE WISE DISTRIBUTION TYPE OF NECROTIZING FASCIITIS
o Graph1: Age (years) Type of NF Number of cases Percentage (%)
* Tipel 37 95
40
o Type2 3 15
20
10 l Type3 0 0
<20 240 a0 2htpears THIS TABLE SHOWS COMPARISONS OF PRESENT STUDY

GENDER WISE DISTRIBUTION
SEX WISE DISTRIBUTION

TO SIMILAR STUDIES CONDUCTED BY Elliot et ak , Angoules
etal and Bairetal

i a 50 N 51 Present
Elliot et al. Angoules et al Bair et al. study
Sample Size 182 430 106 40
| Mean age (yrs) 515 16 58 534
Male/ female Male Male Male Male
M C site Perincal Lower limbs Lower limbs Lower limbs
MC Comorbid | 1,1, Dibetes Diabetes diabetes
condition
M Corganism | Bacteroides hyl 7 phy
aureus pyogenes us aureus
Mean duration of
hospital stay 20 249 28 16.02
(days)
HPEMALE BMALE = ® | Mortality rate 253 219 I 17 5

SITE OF LESION

CONCLUSION

*  Necrotizing fasciitis is a surgical emergency. Early diagnosis and
swift surgical management of this rapidly progressing and life-
threatening infection is vital for patient survival and relies on

em3ABREES
“r,
|

rayay /I s ; E correct interpretation of clinical findings.

A /' 7 »  The data for this study was collected from 40 patients admitted to
our hospital during one-year period. The commonest age group
being 41 to 60 years.

PREDISPOSING FACTOR * Maleto femaleratiowas 5:1

rap 2 Predisposing Factor * The most common pre- disposing factor was minor trauma
* (37.4%)
‘_ The commonest site of involvement was the lower limbs (67.5%)
= followed by the perineal region (15%).
: *  Commonest co- morbid condition associated with necrotizing
: fasciitis was Diabetes (37.5%)
e e ke —_— * The most common bacterial isolate was Staphylococcus aureus
(30%). Polymicrobial infection was seen in 16 cases (40%).

CO-MORBID CONDITIONS »  Type 1 NF was seen in 92.5% of the patients.

Graph-6 : Co-Morbid Conditions *  Mean duration of Hospital stay was 16 days
. *  Mortality rate was 5 %.
" SUMMARY
- » This study shows that necrotizing fasciitis is a polymicrobial
© infection caused most commonly by a type 1 infection and
. [ antibiotic therapy should be directed towards this type of NF.

* Appropriate antibiotics with early, extensive and repeated

ORGANISMS IDENTIFIED debridement's will ensure a good prognosis and a favorable
outcome of necrotizing fasciitis.
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